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The Path to Excellence is a five-year transformation of healthcare services across South 
Tyneside and Sunderland. It has been set up to secure the future of local NHS services and 
to identify new and innovative ways of delivering safe, high quality, joined up, sustainable 
care that will benefit the population of South Tyneside and Sunderland both now and in the 
future. 

The public consultation for the Path to Excellence programme is being led by the 
commissioners of local health services – NHS South Tyneside Clinical Commissioning Group 
(CCG) and NHS Sunderland CCG – who are responsible for planning and buying healthcare 
services on behalf of patients. 

Working in partnership with South Tyneside NHS Foundation Trust and City Hospitals 
Sunderland NHS Foundation Trust, who formed a strategic alliance in March 2016 known as 
‘South Tyneside and Sunderland Healthcare Group’, all four NHS organisations are 
committed to delivering the best possible NHS services for the future through the Path to 
Excellence programme. 

Initial feedback  

The Path to Excellence listening exercise started in October 2016. It was aimed at 
understanding public views, needs and experiences relating to stroke, maternity and 
gynaecology, and paediatric services. Also included in this work is the travel and transport 
impact assessment.   

The Path to Excellence asked local people to share their views on clinical services in South 
Tyneside and Sunderland to help us identify how they can be improved and how things 
might be done differently in the future. 

Public engagement and market research within South Tyneside and Sunderland provided 
key findings to provide insight to support consultation around any possible future proposed 
changes to the clinical areas.  

The primary findings of the listening exercise are published and available at: 
https://pathtoexcellence.org.uk/wp-content/uploads/2017/05/A-review-of-patient-insight-
South-Tyneside-and-Sunderland-Version-4.pdf 

The Path to Excellence consultation 

The formal consultation phase of the Path to Excellence proposals to gather public views 
around the different ways NHS services could be arranged in South Tyneside and 
Sunderland took place from 5 July to 15 October around: 

• Stroke services specifically hospital (acute) care and hospital-based rehabilitation 
services 

• Maternity services (obstetrics) covering hospital based birthing facilities i.e. where 
you would give birth to your baby and special care baby units 

https://pathtoexcellence.org.uk/wp-content/uploads/2017/05/A-review-of-patient-insight-South-Tyneside-and-Sunderland-Version-4.pdf
https://pathtoexcellence.org.uk/wp-content/uploads/2017/05/A-review-of-patient-insight-South-Tyneside-and-Sunderland-Version-4.pdf


 
   

• Women’s healthcare (gynaecology) services covering inpatient surgery where you 
would need an overnight hospital stay 

• Children and young people’s healthcare services (urgent and emergency paediatrics) 
specifically urgent and emergency care 

NHS South Tyneside and Sunderland Partnership has a requirement to develop a robust 
level of knowledge and understanding on public perception of clinical services currently 
under review as part of the Path to Excellence programme (the Sustainable Transformation 
Partnership for the area).  

NHS North of England Commissioning Support (NECS) 

NHS North of England Commissioning Support (NECS) was engaged by the NHS South 
Tyneside and Sunderland partnership organisations to provide expert strategic advice and 
operational delivery for a programme of engagement and consultation to support the Path 
to Excellence reform programme.  

NECS has significant experience in providing end to end service transformation and 
consultation, and adopt a continuous improvement approach to constantly learn and refine  
its activity. The NECS team has have strong links with communications professionals across 
the NHS nationally, and are able to draw upon those networks and experiences to bring that 
learning locally, and this has been a strong theme of the Path to Excellence programme. This 
is also in-line with the principle that consultations are a ‘continuous dynamic dialogue’ and 
are a self-correcting process. This allows organisations that are consulting with the public to 
change consultation processes in response to what is being heard about the process during 
the consultation period. 

The Consultation Institute 

NECS also have a strategic partnership with the independent Consultation Institute, who 
provide quality assurance reviews of consultation processes, external expertise, up to date 
advice on emerging case law and an assessment on the robustness of the consultation 
process to provide third party assurance and credibility to NHS institutions that good 
practice is being adopted. 

NHS duty to consult  

The objective of the consultation was to provide a range of engagement activity that 
allowed different stakeholders and groups to get involved in the way that is most suitable to 
them. All methods ensured that feedback and dialogue was captured, which will be then be 
analysed and included in this final feedback report. All methods included data monitoring of 
the key characteristics of participants to ensure the NHS organisations are hearing from key 
groups and that equality monitoring took place.  

This is not only best practice, but will also ensure that the NHS meets its equality duties as 
well as its statutory duties to involve and consult, in line with the principles of ‘Transforming 

https://www.consultationinstitute.org/services/quality-assurance/


 
   

Participation’ and the rights and pledges set out in the NHS Constitution, as well as the 
Empowering Communities principles for person centred care. 

A key requirement is to meet the NHS England assurance framework, planning, assuring and 
delivering service change for patients. By doing so, it also provides a robust planning process 
and NHS local system assurance. 

The consultation strategy and subsequent activity and resources were benchmarked against 
the resources and budget made available in Manchester for Health Devo, the Cumbria 
Success Regime and the Durham and Tees Better Health Programme. This included the 
communications and engagement expertise, experience and skill mix required and budget 
recommendations to deliver a safe engagement and consultation process.  

Appointment of Independent Analysts 

Social Marketing Partners (SMP) were appointed to provide independent analysis of and 
reporting on, the consultation feedback. The appointment of SMP was made by NECS 
through an NHS tendering process, using best practice supply chain procurement guidance. 

At the outset, SMP engaged local partners and local authority scrutiny committee members 
in a co-production workshop to set the scope of the quantitative work and to consider the 
questions to be asked on the options that had been developed. SMP provided guidance on 
methodologies and the consultation survey questionnaires, which were approved by the 
governing partners. 

SMP has also supported NECS in the delivery of consultation engagement through advice on 
standardising approaches for better analysis.  To equip local VCS groups, SMP worked with 
NECS to develop a bespoke toolkit for focus group delivery which has been available online.  
This was supported by a webinar, open to all groups that expressed an interest in running a 
focus group session. 

What happens next?  

This analysis report produced by SMP will be used to inform the 'decision making process' 
around local NHS services potentially being relocated across two hospitals in South Tyneside 
and Sunderland, namely South Tyneside District Hospital (STDH) and Sunderland Royal 
Hospital (SRH). 

This feedback report will be published in a draft form in early December, presented to trust 
staff, Joint Health Overview and Scrutiny Committee (JHOSC) and at two public events. 

The intention is to allow further public feedback on the draft before finalising the public 
consultation feedback report for consideration by the two clinical commissioning groups – 
NHS South Tyneside Clinical Commissioning Group (CCG) and NHS Sunderland Clinical 
Commissioning Group (CCG). 

Between December 2017 and February 2018 there will be a series of workshop sessions.  

https://www.england.nhs.uk/wp-content/uploads/2015/10/plan-ass-deliv-serv-chge.pdf
https://www.england.nhs.uk/wp-content/uploads/2015/10/plan-ass-deliv-serv-chge.pdf


 
   

This includes the public feedback sessions, clinical workshops with members of the clinical 
services review group and workshops with the two CCG governing bodies culminating with 
an extra-ordinary meeting in common of the governing bodies of the two clinical 
commissioning groups in February 2018, held in public and at which the two CCGs will make 
their final decisions.  

This allows the opportunity for any further comments that have been received from the 
public feedback sessions, and for other data or views to be considered as well as 
consideration of any alternative service models that may have been suggested through the 
public consultation. 
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1 Path to Excellence Consultation Analysis Executive Summary  

1.1 Introduction 

The Path to Excellence public consultation considers the views of the public, service users, 
stakeholders, and staff on the potential ways in which delivery of some healthcare services 
might be reorganised for the future in South Tyneside and Sunderland. 

The Path to Excellence (phase one) consultation ran for fourteen and a half weeks from July 
5th to October 15th, 2017 (extended beyond the usual 12 weeks to take account of the 
summer holiday period.)  

The services included in this consultation were: 

• Stroke Services: • Hospital-based care (acute); and 
• Hospital-based rehabilitation services. 
• Three options considered. 

• Maternity Services and 
Women’s Healthcare 
Services: 

• Obstetrics and gynaecology; 
• Covering hospital-based birthing facilities i.e. 

where you give birth to your baby, special care 
baby unit (SCBU); and  

• All inpatient surgery that includes an overnight 
hospital stay  

• Two options considered. 

• Children and Young People’s 
Healthcare Services: 

• Urgent and emergency paediatric care; 
• Two options considered.  

 

The public consultation for the Path to Excellence programme is being led by the 
commissioners of local health services – NHS South Tyneside Clinical Commissioning Group 
(CCG) and NHS Sunderland CCG – who are responsible for planning and buying healthcare 
services on behalf of patients. 

Working in partnership with South Tyneside NHS Foundation Trust and City Hospitals 
Sunderland NHS Foundation Trust, who formed a strategic alliance in March 2016 known as 
‘South Tyneside and Sunderland Healthcare Group’, all four NHS organisations are 
committed to delivering the best possible NHS services for the future through the Path to 
Excellence programme. 

1.2 The Consultation  

The consultation followed the principles of a ‘continuous dynamic dialogue’ and 
compensating methods were introduced when potential gaps in coverage were identified. 
The specific methods employed as part of the Path to Excellence consultation, and included 
in this analysis, were: 
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• A resident street survey, representative at the population level; 
• An online and paper based consultation survey, available to all; 
• A direct mail patient survey of a sample of service users, to reflect lived experience; 
• Focus group sessions with protected characteristic and other equalities groups;  
• Public, staff and stakeholder discussion events, including specific staff events; and 
• Individual submissions; the consultation also received emails, letters, and phone calls, 

to ensure people were able to make contributions not limited to the methodologies 
listed above.  

In addition, online and social media engagement was delivered locally linked to the Path to 
Excellence website. 

Three launch events were also held in July, which were not included in the analysis as their 
nature as scene setting events was designed to introduce the process, highlighting the key 
issues and methods available to engage with in the consultation.  The notes of these events 
together with Q&A were published on the Path to Excellence website at: 
https://pathtoexcellence.org.uk/public-consultation/feedback-section/  

When considering the results, it is important to note: 

• The street survey of residents of South Tyneside and Sunderland is representative at the 
population level, considering the views of all irrespective of current service use. This is 
the only statistically reliable response1, but does not necessarily reflect the views of 
services users. 

• The online and paper survey represents the views of those who are engaged, this is 
more likely to include the views of service users, carers, staff, and others with a direct 
interest in the services, but cannot be said to represent opinion from the entire 
population. This is very important opinion for that reason, but cannot be treated as 
being statistically reliable as respondents are self-selecting. 

• The direct survey to people who had used services within the last two years is arguably 
the most representative of their views, and is a very important source of opinion, but 
this again cannot be treated as statistically reliable due to the self-selecting nature of 
the respondents and that the sample size of those responding was relatively small. 

The total responses to the consultation, and the form they took, are shown below.  

Resident street survey 805 interviews 

Online and paper based consultation survey 496 responses 

Direct mail patient survey (across three service areas) 324 responses 

                                                      
1 Using 2016 Mid- Year Population Estimates for both boroughs. Across both populations the results are 
reliable to a confidence level of 95% with a confidence interval of +/-3.89 (for South Tyneside this 95% +/- 4.89 
and Sunderland is 95% +/- 4.9.) 

https://pathtoexcellence.org.uk/public-consultation/feedback-section/
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Focus groups 32 groups, 144 participants2 

Public, staff and stakeholder events  19 events, 141 participants2 

Staff Q&A events 12 groups, 174 participants 

Phone, letter, email submissions 57submissions 
Travel and Transport discussion group 1 event, 53 participants 

 
In addition, In July 2017, as part of the Trusts' regular quarterly staff briefings, information 
about the consultation and potential options was shared and discussed with staff in both 
South Tyneside and Sunderland.  A total of 197 staff attended these summer briefing 
sessions which were followed up by a detailed Q&A document, circulated to all staff across 
both Trusts to openly share feedback on the questions raised during the briefing sessions. 

1.3 Online website and social media metrics 
For the period of the consultation, online and social media were used extensively to engage 
the public and encourage participation in the consultation, led locally by NECS. The main 
active consultation period was 5th July – 15th October 2017 the following engagement was 
achieved3. 

1.3.1 Website 

Pre-consultation and launch period (21st June – 5th July): Total site visits = 1,848 
Consultation period (5th July – 15th October): Total site visits = 8,438 made up of: 

• Unique visits = 6,261 
• Direct = 2,619 
• Organic = 1,402 
• Social = 1,414 

• Referral = 818 
• Email = 9 
• Repeat visits = 2,177

 

The website pages were viewed 15,335 times in total – meaning every visitor viewed on 
average two pages on the website each visit. People typically spent 2 minutes on the 
website and the most visited page during the consultation was the home page with 6,307 
total views and 4,946 unique views. The most visited areas of care page were maternity and 
women’s healthcare with 1,273 page views of which 1,082 were unique. 

1.3.2 Social media  

Consultation period (5th July – 15th October):  

• Followers/connections: Facebook = 207 / Twitter = 129  
• Average reach per day: Facebook = 60 / Twitter = 2,100 

                                                      
2 Numbers completing event evaluation/monitoring forms, actual attendance could be higher. 28 groups 
provided feedback in time to be included for analysis 
3 figures provided by NECS Communications and Engagement team 
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• Brand sentiment: 65 positive messages (51.2%) / 41 neutral messages 32.3%) / 21 
negative messages (16.5%) 

• Post success varied and depending on the goal the best social outlet for reach is Twitter 
and the best source for link clicks is Facebook.  

 

1.3.3 Media monitoring 

Consultation period (5th July – 15th October):  

Media coverage was achieved 36 times online and in the local papers with a total Reach for 
all coverage of 1,643,435 people. 

Outlets included: 

• Shields Gazette x 12  
• Shields Gazette (online) x 5 
• Sunderland Echo (Online) x 5 
• Sunderland Echo x 4 

• Hartlepool mail (online) x 4 
• The Chronicle (online) x 3  
• The Chronicle x 2 
• The Journal x 1  

1.4 Consultation Analysis  

Social Marketing Partners (SMP) is an independent marketing, communications, 
engagement, and social research agency, commissioned to provide independent analysis 
and reporting of the consultation outputs, and also provided guidance on methodologies 
and the consultation survey questionnaires. Our approach is based on a mix of 
understanding of the principles and practice of consultation coupled with solid experience 
of market and social research alongside communications and engagement expertise.  

The methods used to analyse the results were: 

• Quantitative Analysis: the findings from the survey based consultation approaches 
(Resident street survey, online/paper consultation survey, and direct patient surveys) 
were each analysed separately to recognise the differences in the respondents and 
sampling approach.   
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The closed responses were analysed using industry standard proprietary statistical 
analysis software4 with manual coding used for the free text responses to group them 
into themes reflective of the sentiment expressed.  

• Qualitative Analysis: the findings from the discussion based consultation approaches 
(focus groups, public meetings, and individual submissions) are based on an approach 
where the data from the session notes is analysed and responses grouped into themes 
that most closely represent the views expressed5.  This allows us to report the findings 
based on an accurate reflection of the sentiments expressed. Where quotes and 
comments are shown in the full report, these have been chosen to represent the centre 
of the sentiment expressed within that theme.  

1.5 Quantitative Findings: Resident Street Survey, Online/Paper Consultation 
Survey, and Direct Patient Surveys  

Considered in turn below are the summary findings from the resident street survey, 
online/paper based consultation survey, and the three direct patient surveys for the overall 
option preference and any difference of opinion between residents of South Tyneside and 
Sunderland: 

• Stroke services; 
• Maternity services and women’s healthcare services: and 
• Children and young people’s healthcare services. 

 

 The details of the Options consulted upon can be found in Appendix One 

 

Overall Preferred Stroke Services Option  

Resident Street Survey: Respondents were asked the following question: 

Using a scale of one to three please tell us which of the options for stroke services 
you feel is closest to meeting needs (1) and is farthest from meeting needs (3)  

Overall responses are shown in the following table.  

*All % figures shown as a percentage of all survey respondents (excludes no response/prefer not to say) 

                                                      
4 SPSS 
5 Our approach is based in the employment of Classic Grounded Theory.  

 Closest to meeting needs Farthest from meeting need 

Option 1 59%  (478) 17%  (139) 

Option 2 2%  (19) 25%  (202) 

Option 3* 24%  (190) 40%  (319) 
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From these results, it can be seen that: 

• Most respondents believe Option 1 to be the ‘closest to meeting needs’ at 59% with 
only 17% answering that this was ‘farthest from meeting needs’;  

• The fewest number of respondents (2%) believe Option 2 to be ‘closest to meeting need’ 
for stroke services.  

• Option 3 attracted the most responses for being ‘farthest from meeting needs’ at 40% 

Overall, Option 1 was the closest to meeting needs above options 2 and 3. 

However, although Option 1 is agreed as the option to be highest ranked by all respondents, 
when compared by area of residence of respondent, the findings show Sunderland residents 
keener on this option (77%) than South Tyneside residents (62%) (see main report for 
detail). 

Online/Paper Consultation Survey: Respondents to the online/paper consultation 
questionnaire were also asked to rate which of the options being consulted on they had an 
overall preference for, expressed in terms of 1 = ‘closest meeting needs’ and 3 = ‘farthest 
from meeting needs’6  

 Closest to meeting needs Farthest from meeting needs 

Option 1 25%  77 19%  59 

Option 2  7.5%  23 7%  21 

 Option 3  17%  52 23%  68 

*Calculations are based on the percentage of respondents (column totals), variances are explained by those 
who preferred not to say and consequently are not counted.   

From the table it can be seen that: 

• Option 1 has the highest rating with 25% of the responses saying it was closest to 
meeting needs, though 19% said it was furthest from meeting needs; and 

• Option 2 attracts the lowest rating in this respect (7.5%); and  
• Option 3 is ranked as least likely to meet respondent’s needs (22%%) 

When considered by area of residence of respondents the data shows: 

• In Sunderland Option 1 was most favourable whereas in South Tyneside Option 3 was 
thought to be ‘closest to meeting needs’; 

• However, the preference for Option 1 in Sunderland was stronger (69%) than the 
preference for Option 3 in South Tyneside (45%) (see main report for detail). 

                                                      
6 Note that questions in the Online/Paper Consultation Survey Analysis were not mandatory; respondents 
were able to skip this question.  Therefore, not all respondents answered this ranking question and the 
numbers tend to be low and therefore less reliable. 
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Direct Patient Survey: Respondents to the direct survey of current and recent patients and 
service users7 were also asked to express rate which of the options being consulted on they 
had an overall preference for as shown in the table.  

 

 

 

Closest to meeting needs Farthest from meeting needs 

Option 1 38%  31 12%  10 

Option 2 1.2%  1 2.5%  2 

Option 3 12%  10 15%  12 

*All % figures shown as a percentage of all survey respondents (excludes no response/prefer not to say) 

From this it can be seen that: 

• Option 1 has the highest rating with 38% of the responses saying it was closest to 
meeting needs; and 

• Option 2 attracts the lowest rating in this respect at 1.2%; and  
• Option 3 is ranked (just) as least likely to meet respondent’s needs at 14.8%. 

When considered by respondent’s area of residence we can see that for the direct patient 
survey: 

• Option 3 is the most favourable for South Tyneside respondents and  
• Option 1 for Sunderland.  However, results should be treated with caution as both 

‘prefer not to say’ and ‘other area’ have been excluded, therefore numbers are low (see 
main report for detail).   

1.6 Overall Preferred Option: Maternity Services and Women’s Healthcare 
Services 

Resident Street Survey: Respondents were all asked to rank the options against the 
question shown below.  

Using a scale of one to two please tell us which of the options for maternity and 
women’s healthcare services you feel is closest to meeting needs (1) and is farthest 
from meeting needs (2) 

 Closest to meeting needs Farthest from meeting needs 
Option 1 72%  582 15%  118 
Option 2 15% 118 72%  582 

*All % figures shown as a percentage of all survey respondents (excludes no response/prefer not to say) 

                                                      
7 Note that the overall numbers responding to this method for Stroke Services was low at n=81. In addition, 
respondents were able to skip this question if they wished therefore not all have answered every time. 
Therefore, results should be treated with caution.   
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From the results for the total sample responding to this question, it can be seen that: 

• Most respondents believe Option 1 to be the ‘closest to meeting needs’ at 72% with 
only 15% answering that this was ‘farthest from meeting needs’. 

When considered by respondent’s area of residence, although Option 1 is agreed as the 
option to be highest ranked by all respondents: 

• Sunderland residents are keener on this option (95%); than  
• South Tyneside residents (69%). (see main report for detail). 

For this service area, responses were also considered in terms of those who are either 
pregnant or have a child under two years, as shown below.  

 
Closest to meeting needs Farthest from meeting needs 
Pregnant or child under 2 Pregnant or child under 2 
Yes No Yes No 

Option 1  85% 75 83% 502 15% 13 17% 105 
Option 2 15% 13 17% 105 85% 75 83% 502 

* Calculations are based on the percentage of respondents who are pregnant/have a child under 2 (column 
totals), variances are explained by those who preferred not to say and consequently are not counted.   

The results show that: 

• Option 1 was closest to meeting needs irrespective of whether the respondent was 
pregnant/has a child under 2 years or not (85% and 83%) 

Online/Paper Consultation Survey:  Respondents to the online/paper consultation 
questionnaire were also asked to rate which of the options being consulted on they had an 
overall preference for, expressed in terms of 1 = ‘closest meeting needs’ and = ‘farthest 
from meeting needs’ 8 

 Closest to meeting needs Farthest from meeting needs 
Option 1 35%  108 13%  39 
Option 2  10%  32 38%  118 

*All % figures shown as a percentage of all survey respondents (excludes no response/prefer not to say) 

From the table it can be seen that: 

• Option 1 has the highest rating with 35% of the responses saying it was closest to 
meeting needs. 10% said it was furthest from meeting needs; 

• A significant proportion chose not to respond to this ranking question. 

When considered by residence of respondent we see that: 

                                                      
8 Note that questions in the Online/Paper Consultation Survey were not mandatory and that respondents were 
able to skip this question if they wished.  Therefore, not all respondents answered this ranking question and 
the numbers tend to be low and therefore less reliable. 
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• Option 1 was most favourable in both South Tyneside and Sunderland areas at similar 
levels – 74% and 78% respectively (see main report for detail). 

When responses are considered in terms of those who are either pregnant or have a child 
under two years as shown in the table below.  

 
Closest to meeting needs Farthest from meeting needs 

 Pregnant or child under 2 Pregnant or child under 2 
 

Yes No Yes No 
Option 1  78% 21 77% 87 29% 10 24% 29 
Option 2 22% 6 23% 26 71% 24 76% 94 

* calculations are based on the percentage of respondents who are pregnant/have a child under 2 (column 
totals), variances are explained by those who preferred not to say and consequently are not counted.   

Like the Resident Street Survey, these results show that: 

• Option 1 was closest to meeting needs irrespective of whether the respondent was 
pregnant/has a child under 2 years or not (78% and 77%) 

1.7 Overall Preferred Children and Young People’s Healthcare Services Option 

Resident Street Survey: Respondents were all asked to rank the options against the 
question shown below.  

 Using a scale of one to two please tell us which of the options for children and young 
people’s healthcare services you feel is closest to meeting needs (1) and is farthest 
from meeting needs (2) 

 Closest to meeting needs  Farthest from meeting needs  

Option 1 80% 644 8% 61 

Option 2  7.5% 60 80% 643 

*All % figures shown as a percentage of all survey respondents (excludes no response/prefer not to say) 

From the results shown in the table, Option 1 is ranked as the proposal respondents feel 
most closely meets needs. 

Although Option 1 is agreed as the option to be highest ranked by all respondents in the 
Resident Street Survey, when compared by residence of respondent the findings show: 

• Sunderland residents are slightly keener on this option (95%); than  
• South Tyneside residents (88%) (see main report for detail). 

Online/Paper Consultation Survey: Respondents to the online/paper consultation 
questionnaire9 were also asked to rate which of the options being consulted on they had an 

                                                      
9 Note that questions in the Online/Paper Consultation Survey were not mandatory and that respondents were 
able to skip this question if they wished.  Therefore, not all respondents answered this ranking question and 
the numbers tend to be low and therefore less reliable. 
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overall preference for, expressed in terms of 1 = ‘closest meeting needs’ and 2 = ‘farthest 
from meeting needs’  

 Closest to meeting needs Farthest from meeting needs 

Option 1 36%  109 13%  39 

Option 2  12%  36 31%  94 
*All % figures shown as a percentage of all survey respondents (excludes no response/prefer not to say) 

For all respondents to this question it can be seen that: 

• A high proportion of respondents preferred not to respond to this ranking question. 
• Of those who responded, there was a clear preference for Option 1 (36%.) 

When considered by residence of respondents it can be seen that: 

• Option 1 was most favourable over Option 2 in both South Tyneside and Sunderland 
areas at similar levels – 79% and 68% respectively (see main report for detail).. 

Direct Patient Survey: Respondents to the direct survey of current and recent patients and 
service users were also asked to express rate which of the options being consulted on they 
had an overall preference for, expressed in terms of ‘closest meeting needs’ (1 = closest 
meeting needs and 2 farthest from meeting needs). 

 Closest to meeting needs Farthest from meeting needs 
Option 1 58% 59 7%  7 
Option 2  7%  7 54%  55 

*All % figures shown as a percentage of all survey respondents (excludes no response/prefer not to say) 

From the table it can be seen that: 

• There is a strong preference for Option 1 for those who responded to this ranking 
question. 

When considered against area of residence of respondent for those living in South Tyneside: 

• Option 1 is strongly favoured in terms of meeting needs in the ranking exercise (93% 
ranking it 1, over Option 2). 

For those living in Sunderland:  

• Option 1 is also the most favourable in terms of meeting need for Sunderland residents 
responding to the direct survey, to a slightly lesser extent at 78% (see main report for 
detail). 

1.8 Qualitative Findings: Focus Groups and Public, Staff and Stakeholder Meetings  

1.8.1 Overall Concerns 

• The consultation itself: There were concerns over the need for the consultation, which 
were directed at central policy makers and the perceived lack of staff involvement in 
developing the options. There were also concerns that the options presented were all 
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very similar, favouring Sunderland over South Tyneside, and failing to meet the needs of 
residents in the latter area.  

Equally the format of the consultation was felt to be too complex in language and the 
number/complexity of services/options being considered.  

• The apparent focus on Sunderland: The rationale for consolidation of services was 
recognised, but essentially people remained unconvinced that the evidence presented 
justified the apparent downgrading of South Tyneside District Hospital. It was felt that 
the question of moving some services to South Tyneside was not considered fully 
enough.  

• Travel and transport:  People were very concerned over the travel and transport issues 
associated with the move of services from South Tyneside to Sunderland. Specific 
concerns involved the lack of direct public transport links, the additional travel time, the 
cost of car parking at Sunderland and the overall ability of Sunderland to cope with the 
additional patient and visitor cars.   

• Additional costs for those least able to afford them: There was a continuous theme in 
the qualitative dialogue recognising that many of the communities of South Tyneside 
face significant economic and social deprivation. The main concerns lay around, 
transport costs, lack of direct public transport links, the prohibitive cost of public 
transport for those on low incomes. Overall there was a feeling that the proposals would 
have a greater negative impact on those living in deprived circumstances.   

• Travel and accessibility (specific needs): Concerns were raised over the perceived lack 
of consideration of the specific transport needs of equalities and special interest groups. 
Specific concerns included: support for those with sensory and learning disabilities along 
with those with cognitive impairment to use complex public transport links, single 
parents travelling with children, and accessing new and unfamiliar surroundings when 
arriving at Sunderland.  

• Ambulance response times:  Concerns were raised over the ability of the North East 
Ambulance Service (NEAS) to respond to transfers of South Tyneside residents to 
Sunderland in a timely and safe manner, ensuring no one is put at risk by the additional 
time requirements.  

• Health and wellbeing: There were concerns that the for each of the service areas and 
options, to a greater or lesser extent, a potential negative impact on the overall health, 
mental health and wellbeing of patients, service users, family, friends, and staff would 
result. This was felt to be as a combined result of travel and other issues associated with 
separation, loneliness, and isolation.  

• Status Quo and Financial Pressures: The overarching view was that the only fair and 
equitable service provision option available is to leave things as they are and there was 
strong opposition in the groups to the implementation of all the options. Equally, there 
is a balancing view that the cuts in NHS funding are the driver for these changes. 
Achieving the best care that can be provided is seen as the most important factor. 
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• Displacing Services: Many felt the proposals would see increased patient and visitor 
numbers at other sites namely Queen Elizabeth Hospital Gateshead (QE) and the Royal 
Victoria Infirmary Newcastle (RVI) rather than at Sunderland and this impact was a point 
of concern for some.  

• What’s the Point:  Many of the equalities and special interest groups felt that they were 
merely consulted as a ‘tick box’ gesture and were sceptical of the impact their 
contributions would have. 

• Trust: For many of the equalities groups one of the biggest barriers is gaining trust in the 
service. The changes were felt to have a disproportionate effect on those with sensory 
or learning disabilities, cognitive impairment and people from BME backgrounds who 
find it difficult to establish this trust in new services and can find it particularly difficult 
to navigate a new environment with confidence, the common issue being 
communication and understanding. 

1.8.2 Stroke Services 

• Quality of Care and a Centre of Excellence (Stroke): The groups generally favoured the 
idea of a concentration of hyperacute and acute services in one area, recognising this 
provided a concentration of excellence in terms of skills, personnel, and equipment. 

• Inequalities: All the proposed options for stroke services reorganisation saw South 
Tyneside having rehab services provided locally. Many participants viewed these local 
services as being inadequate and therefore the options were viewed as having the 
potential to result in future inequalities in service provision for South Tyneside residents.  

• Finances and reality: Many, but not all, of the groups accepted the ‘reality’, as they 
perceived it, that the reorganisation was based on the national pressure on NHS 
finances and the need to do more with less. However, there was a genuine desire to 
understand if these were real savings that could be reallocated or simply reductions in 
running costs. 

Underpinning this was the recognition that the benefits of centralising the acute and 
hyperacute services in one area outweigh other issues. However, the overall savings, as 
cited in the consultation documentation, were felt to be relatively small. 

• Option preferences and the status quo: in the minority of cases where the groups were 
able to agree, Option 1 was preferred for stroke services, mainly based on the cost 
saving element.  All groups defended the current situation and felt that provision of 
hyperacute and acute services at Sunderland Royal Hospital (SRH) and South Tyneside 
District Hospital (STDH) were the only equitable options, perhaps better defined as 
status quo plus.  

1.8.3 Maternity Services and Women’s Healthcare Services  

• Overall concerns: The major concern voiced in most groups over the two proposed 
options was the lack of Consultants on site at STDH. Child birth is seen as not a simple, 
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prescriptive event for anyone and reducing services would be to the detriment of the 
residents of South Tyneside, introducing a perceived unnecessary and unacceptable risk.  

Transporting a mother in labour independently to Sunderland was felt to have the 
potential for detrimental effects. People unfamiliar with Sunderland, its road systems 
and transport would struggle with transport and extra costs incurred which would in 
turn create more issues and problems.  

Groups felt the proposed changes were unnecessary and would be confusing for people 
who were accessing the services. There was a general lack of confidence that the 
decision had not already been reached despite information provided to the contrary 
both verbally and in consultation documents.  

• Quality of Care and a Centre of Excellence: Despite reservations about the lack of 
Consultant care at South Tyneside, the concentration of expertise on one site was felt to 
be a major benefit of the proposals. 

The overarching concern was the safety of mother and child, supported by a centre of 
excellence in Sunderland. However, this aspect of safety was questioned for South 
Tyneside in terms of the extreme pressure this will put Midwives under. They will be 
called upon to assess need and establish if a birth at the MLU was becoming higher-risk 
and will bear the responsibility for deciding on emergency transfer to Sunderland.  

There was a strong feeling that the downgrading of maternity services in South Tyneside 
would lead to an increase in home births in the borough.  There was also concern at the 
loss of a Special Care Baby Unit (SCBU), particularly amongst recent mothers. 

• Ambulance response times: Again, linked to the issues of safety, concern was expressed 
over the ability of the Ambulance Service to respond to pregnancies that become high 
risk/emergency very quickly. The specific concern was around transporting mothers in 
distress to Sunderland in time to be safe for both them and their baby.  

• Travel: While the groups discussing the maternity options identified the concerns over 
travel discussed in the overall concerns, there were also specific concerns raised in 
relation to childbirth. These were mainly concerned with issues associated with travel to 
Sunderland from South Tyneside for higher-risk births at night time, particularly 
amongst communities where there are high levels of employment in the evening/night 
time economy, meaning partners are not always available.  

• Option preferences: There was no clear preference expressed with the general feeling 
being that the ideal solution would be to provide the same level of staff and services in 
both Sunderland and South Tyneside. Where a preference for an option was expressed 
this was for Option 1.  

1.8.4 Children and Young People’s Healthcare Services  

• Overall concerns: Discussions in the groups highlighted several clear overall concerns 
with the proposed options. Children get sick 24 hours a day, seven days a week and an 
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appropriate inclusive service needs to reflect that an illness or condition that starts off 
not being an emergency with a child can quickly become a life-threatening. 

The options were also felt to contribute to the general downgrading of services at South 
Tyneside, particularly for a group as vulnerable as children and young people.  

• Quality of care and a Centre of Excellence: The groups felt the needs of children to be 
paramount in this dialogue; the options should focus on delivering safe care always and 
in the most efficient way.  

• Ambulance service response times: There was a view that an increased number of 
ambulances would be needed to cover the transfer issues for children and young people 
between the 12 hour or nurse led services at South Tyneside to those in Sunderland. 

• Travel and transport: Specific concerns were raised over the transport and travel and 
the appropriate care of children and young people when they are unwell. This was most 
specifically articulated around the issue of ‘out of hours’ for Option One either accessing 
adult A&E or travelling to Sunderland. 

• Access inequalities: There was felt to be an inequity in access for parents, children, and 
young people through the changes in services in South Tyneside, specifically in terms of 
impacting on employment for parents and carers.  

The issue of access to an 8am to 8pm service was also highlighted in relation to younger 
children, where parent/carers felt that symptoms are generally only noticed later in the 
day – such as at bath time.  

• Health and Wellbeing: There were concerns raised over the general health and 
wellbeing of children and young people based on a delay in care if people can’t get to 
Sunderland and they decide to ‘wait and see’ if the issue will resolve itself overnight. 
This was felt to lead to more health problems for children and young people and to 
potentially put them at greater risk. 

• Option preferences: The preferred option where consensus was reached was for Option 
1 on the basis that there would at least be Doctors at STDH for twelve hours a day. 
However, the 8am-8pm service was universally unpopular and even Option 1 was felt to 
be a compromise which would ultimately lead to downgrading of service at South 
Tyneside.  

1.9 Staff Group Feedback  

1.9.1 Stroke Services 

• The Consultation and the Options: There was a general concern that the documentation 
and wording of the options were heavily leading the decisions. There was a positive 
recognition of the fact that other factors such as cuts in NHS funding and including long 
term recruitment difficulties are the driver for these changes, however, there were 
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concerns that the options seemed to have been developed in isolation, without staff 
consultation and involvement in the early stages.  

• Costs: There were comments about a lack of clarity about where the financial models 
come from, and until costs are understood it is difficult to become fully engaged.  

• Capacity at Sunderland: There was a concern over the overall capacity of the facilities 
and staff at Sunderland to cope with the increased demand. 

• Rehab/Reablement: Staff felt that while the service would benefit from the proposals, 
the major omission was consideration of the discharge support and service offers. 

• Safe Staffing: Once the changes are implemented and the temporary measures lifted, 
staff queried whether the need to meet NICE safe staffing levels would have a negative 
impact on savings and asked whether this has already been considered. 

1.9.2 Maternity Services and Women’s Healthcare Services 

• The Impact on the community team: The impact of the options on community teams do 
not appear to have been thought through, Option 1 is likely to see an increase in home 
births and increased risk for high risk women. 

• Midwife Led Units (MLU): There was a general concern over recent history of MLU 
closures across the region, coupled with concerns over there being no specialist Doctors 
at STDH  

• Role of staff: The pre-consultation business case was seen as not being specific about 
integration of community teams and the role of those who don’t drive in this integration 

• Travel impact: There were queries about the evidence base and concerns over ‘facts’ 
cited in the travel impact assessment: 

• Staff: There was a general level of disquiet about the staffing implications of the 
proposals. 

Children and Young People’s Healthcare Services  

• Staff Consultation: Some staff felt their opinions are neither listened to nor valued and 
that a third option put forward by staff for Paediatric A&E was not considered. 
Importantly, they felt that the reason for this was not communicated to them. 

• Identity: The general feeling among staff was that South Tyneside District Hospital was 
being systematically downgraded and that with this comes a loss of identity as a 
hospital. 

• Transport: The move to Sunderland was seen as of great concern for staff who will be 
required to travel and, more importantly, for the residents of South Tyneside. Many 
cannot afford to travel to Sunderland and this was felt to be likely to have a long-term 
impact on the health of local children where parents may delay care for financial 
reasons, especially at night time if closed between 8pm and 8am, leading to increased 
risk. 

• Adult A&E: Staff felt strongly that children and young people should not have to be 
treated in adult A&E between 8pm and 8am, citing concerns over drunkenness, 
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violence, and aggression. They were particularly concerned over existing A&E staff being 
trained in paediatric medicine when the skills already exist in them. 

• Minor Health Conditions: It was not clear what the pathway was for children presenting 
with minor issues, particularly out of hours. 

• Consultant review: The need for consultant review ad how this is handled is not clearly 
explained in the options, leading to concerns over patient safety. 

• Evidence base and 24-Hour demand:  The overall evidence base to support the options 
was queried and the decision to close from 8pm to 8am.  8pm-12pm was highlighted by 
many respondents to be the departments busiest time. 

• Capacity: Overall, along with other services, staff have concerns over the ability 
(capacity) of SRH to cope with the increased demand.  

Alternative Solutions  

Several practical suggestions to address the travel issues were suggested: 

• Provision of travel advice at both hospitals to support travellers  
• The adoption of more community focused, not-for-profit solutions to transport issues 

(shuttle buses.) 
• The use of technology as an alternative to travelling such as telemedicine: 

In addition, as an alternative to the Options offered, it was suggested that an option of 
focusing the main service provision and developing a centre of excellence in South Tyneside 
could have been included and considered. 

1.10 Findings Summary  

1.10.1 Overall Concerns 

Consideration of the results of the consultation tell us that there are specific concerns over 
the following areas: 

• There are specific concerns that the options all result in a downgrading of services and 
facilities at South Tyneside District Hospital. Linked to this are concerns over the estates, 
facilities and staff at Sunderland Royal Hospital being able to cope with the increased 
volume of patients and visitors; 

• The issues of travel and transport from South Tyneside to Sunderland for residents of 
the former borough are of major concern in terms of additional driving time for those 
with cars and the significant burdens on relying on public transport with no direct links 
for those without; 

• There is concern that equalities, special interest groups and those living in deprived 
circumstances will be significantly disadvantaged by the proposals in terms of access and 
financial costs; 

• The additional travel burdens for patients, carers and visitors are felt to have a 
potentially detrimental impact on their health and wellbeing; 
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• The ability of Ambulance Services to provide safe and timely transfer services for South 
Tyneside residents travelling to Sunderland in urgent or emergency circumstances was 
questioned, specifically: meeting the golden hour treatment for stroke victims, 
situations where labour deteriorates and children and young people needing A&E 
services – either under a nurse led service or ‘out of hours.’. 

1.10.2 Preferred Option Stroke Services  

• The quantitative methodologies reporting on preferences for the options indicate a 
clear preference for Option 1 in most of the Reponses.     

• In qualitative discussion in the minority of cases where the groups were able to agree 
Option 1 was preferred for stroke services, mainly based on the cost saving element.   

All groups defended the current situation and felt that provision of hyperacute and 
acute services at SRH and STDH were the only equitable options, perhaps better defined 
as ‘status quo plus’.  

1.10.3 Preferred Option Maternity and Women’s Healthcare Services  

• In most of the quantitative methodologies there is a preference for Option 1.  

• In qualitative discussion there was no clear preference expressed with the general 
feeling being that the ideal solution would be to provide the same level of staff and 
services in both Sunderland and South Tyneside. Where a preference for an option was 
expressed this was for Option 1.  

1.10.4 Preferred Option Children and Young People’s Healthcare Services  

• In the quantitative methods, for Children and Young People’s Healthcare Services, 
Option 1 is the preferred option in most cases.   

• In qualitative discussion the preferred option where consensus was reached was for 
Option 1 on the basis that there would at least be Doctors at South Tyneside District 
Hospital for twelve hours a day. 

However, this was felt to be a compromise and ultimately led to downgrading of service 
at South Tyneside.  
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2 The Path to Excellence Consultation  

2.1  Introduction 

The Path to Excellence public consultation considers the views of the public, service users, 
stakeholders, and staff on the potential ways in which some services might be reorganised 
for the future in South Tyneside and Sunderland.  

The four local NHS organisations consulting on these options are: 

• South Tyneside NHS Foundation Trust; 
• City Hospitals Sunderland NHS Foundation Trust; 
• NHS South Tyneside Clinical Commissioning Group (CCG); and 
• NHS Sunderland Clinical Commissioning Group (CCG). 

The proposed service changes are being consulted on because of national and local 
challenges for NHS services and are intended to ensure services continue to deliver safe, 
high quality care that will make the best use of resources and meet the needs of the 
population of South Tyneside and Sunderland now and in the future. 

Through consultation on the service review options the NHS partners want to deliver long-
term effective solutions to secure improved health outcomes across South Tyneside and 
Sunderland by: 

• Providing a wide range of safe, high quality and accessible healthcare services; 
• Making the best use of senior medical staff at all times; 
• Providing value for money;  
• Investing further in services that are of most benefit to patients sharing resources 

and services in areas where patient numbers are low. 

The services included in this consultation, alongside the number of possible options offered 
for the delivery of healthcare across South Tyneside and Sunderland were: 

• Stroke services; hospital-based care (acute) and hospital-based rehabilitation 
services – THREE OPTIONS; 

• Maternity services (obstetrics) and women’s healthcare services (gynaecology); 
covering hospital-based birthing facilities i.e. where you give birth to your baby, 
special care baby unit (SCBU) and all inpatient surgery that includes an overnight 
hospital stay – TWO OPTIONS; and 

• Children and young people’s healthcare (urgent and emergency paediatrics) 
services; specifically, urgent and emergency care – TWO OPTIONS. 

The details of the options being consulted on for the three services (Obstetrics and 
Gynaecology are treated as one), alongside the specific benefit and/or impact attached to 
them, which were shared with consultees, are found in Appendix One.    



The Path to Excellence Consultation Analysis – Final Draft Report 5th December 2017 

16 
 

Social Marketing Partners (SMP) is an independent marketing, communications, 
engagement, and social research agency, commissioned to advise on the design of the 
consultation methodologies and to provide independent analysis and reporting of the 
consultation outputs. Our approach is based on a mix of understanding of the principles and 
practice of consultation coupled with solid experience of market and social research 
alongside communications and engagement expertise.  

2.2 The Consultation Process 

The consultation period ran for 14 and a half weeks from July 5th to October 15th, 2017, 
extended beyond the usual 12 weeks to take account of the summer holiday period. Delays 
in commencing were experienced due to the standstill period for public service consultation 
around the unexpected General Election in June 2017. 

The consultation followed the principles of a ‘continuous dynamic dialogue’10 and 
compensating methods were introduced when potential gaps in coverage were identified. 
The specific methods employed as part of the Path to Excellence consultation and included 
in this analysis were: 

• A resident street survey, representative at the population level; 
• An online and paper based consultation survey, available to all; 
• A direct mail patient survey of a sample of service users, to reflect lived experience; 
• Focus group sessions with protected characteristic and other equalities groups;  
• Public, staff and stakeholder discussion events, including specific staff events; and 
• Individual submissions; the consultation also received emails, letters, and phone calls, 

to ensure people were able to make contributions not limited to the methodologies 
listed above.  

Three launch events were also held in July to set the scene and highlight the various ways to 
engage with the consultation. In addition, online and social media engagement was 
delivered locally by NHS North of England Commissioning Support (NECS) linked to the Path 
to Excellence website resource, for which metrics and traffic have been collated. 

A full breakdown of the consultation process, including reference to the activities delivered 
locally to meet equality and diversity requirements, is published separately by NECS, and 
can be found at  https://pathtoexcellence.org.uk/wp-content/uploads/2017/12/Review-of-
consultation-methodology-and-compliance-with-statutory-engagement.pdf 
 

                                                      
10 Taken from the Consultation Institute’s definition.  

https://pathtoexcellence.org.uk/wp-content/uploads/2017/12/Review-of-consultation-methodology-and-compliance-with-statutory-engagement.pdf
https://pathtoexcellence.org.uk/wp-content/uploads/2017/12/Review-of-consultation-methodology-and-compliance-with-statutory-engagement.pdf
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2.3 Methodologies 

2.3.1  Resident street survey 

A street survey was carried out across a number of locations in South Tyneside and 
Sunderland. Quotas were set to reflect demographics of the local populations separately for 
each area, using a sample size of 400 for each.  

Screener questions were used to: 

• Ensure only residents in each of the two areas were interviewed; 
• Exclude certain professions who may bias the responses (i.e. market researchers, 

marketers, and NHS staff); 
• Ask demographic questions to allow the interviewers to ensure all sample quota and 

equality monitoring requirements are met as intended 

Street interviews were completed in several locations and the level of content in the final 
survey rendered interviews approximately 20 minutes. 

The sample size of 400 for each area was chosen to produce a robust set of data at both 
South Tyneside and Sunderland levels individually to 95% confidence level (with a 
confidence interval of 5), giving a statistically significant output at a population level. A 
breakdown of the quota used and achieved can be found in Appendix Nine.  

Interviewees were thanked and provided with a leaflet about the consultation but were not 
financially reimbursed for their time. 

This was the only method which could provide statistically significant results at population 
level for each of the two areas, South Tyneside and Sunderland.  

2.3.2 Online and paper based consultation survey  

An online survey was developed to provide a tool for responses to the consultation, focused 
on opinions about the options under consideration in the three service areas and open to 
anyone to complete.  A paper based version of this survey was also produced, distributed by 
the commissioners through various channels throughout the duration of the consultation 
period, including a postage paid reply. 

The survey was accessible at the Path to Excellence website 
(https://pathtoexcellence.org.uk/) alongside all consultation documents, to which reference 
was made in the survey. In addition to service specific questions, a section asking questions 
about the process was added on the advice of NHS England.  

Aside from initial screening for area, none of the questions were mandatory and therefore 
responders completed as much or a little as they wished.  The survey provides a self-
selecting sample and although the feedback is of value, outputs using this methodology are 
not robust statistically. 

https://pathtoexcellence.org.uk/
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2.3.3 Direct mail patient survey 

As an iterative development during the consultation period, it was decided that an 
additional adapted form of the online and paper based survey would be produced in order 
to gain feedback from patients with lived experience of the service areas under 
consultation.  

A random sample of patients from the commissioning Trusts who had received a service 
within the previous two years were selected anonymously and contacted using direct mail. 
A data approved external mailing agency was used to deliver the survey in August, with 
follow up during September. 

Patients received surveys specific to the service they received which was postage paid reply. 
An online version was also available should this be the preference for completion.  

The respondents to this methodology are also self-selecting and therefore feedback cannot 
be considered as statistically robust.  

2.3.4 Focus group sessions 

Independent interest groups and Voluntary and Community Sector (VCS)/third sector 
organisations were invited to hold focus group sessions and efforts were made to engage 
groups considered to have protected characteristics and encourage them to take part. 
There has been a comprehensive Inequalities Assessment as part of this consultation, led by 
NECS, which can be found at 

- Stroke Services:   https://pathtoexcellence.org.uk/wp-
content/uploads/2016/11/FINAL-Stroke-IIA-080617.pdf  

- Maternity and Women’s Healthcare Services:  https://pathtoexcellence.org.uk/wp-
content/uploads/2017/08/FINAL-OG-IIA-250617.pdf 

- Children and Young People’s healthcare Services: 
https://pathtoexcellence.org.uk/wp-content/uploads/2016/11/FINAL-IIA-Paeds-
110617.pdf 
 

A suite of tools was developed and provided to support groups to deliver focus groups, 
referencing established good practice in running and moderating focus groups.  An online 
seminar was offered, followed by a specific dedicated period of support during ‘Focus group 
fortnight’ to CVS groups who expressed an interest.  For each group delivered, a nominal 
financial reimbursement was given. 
In total 32 focus group sessions took place, held at a variety of locations, dates and times 
across Sunderland and South Tyneside and an offer was made for a focus group to take 
place in Durham though this was not taken up.  Reports were requested and returned in a 
standardised format and monitoring information was requested, though not a mandatory 
requirement.   

The reports on a small number of focus groups could not be included in this analysis 
because the reports on them were not received or received after the cut-off date for 

https://pathtoexcellence.org.uk/wp-content/uploads/2016/11/FINAL-Stroke-IIA-080617.pdf
https://pathtoexcellence.org.uk/wp-content/uploads/2016/11/FINAL-Stroke-IIA-080617.pdf
https://pathtoexcellence.org.uk/wp-content/uploads/2017/08/FINAL-OG-IIA-250617.pdf
https://pathtoexcellence.org.uk/wp-content/uploads/2017/08/FINAL-OG-IIA-250617.pdf
https://pathtoexcellence.org.uk/wp-content/uploads/2016/11/FINAL-IIA-Paeds-110617.pdf
https://pathtoexcellence.org.uk/wp-content/uploads/2016/11/FINAL-IIA-Paeds-110617.pdf
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analysis.  Where appropriate the ongoing Path to Excellence decision making process can 
consider these separately. 

The feedback from the focus group sessions is the main source of feedback in the qualitative 
section of this report. 

A breakdown of the focus group sessions can be found in Appendix Seven.  

2.3.5 Public, staff and stakeholder discussion events 

In addition to three launch events at the start of the consultation period, held in South 
Tyneside, Sunderland, and Durham, another 16 public events were held at a range of 
locations across South Tyneside and Sunderland, with one event being held in Durham. The 
events were designed to facilitate dialogue across a range of settings, in particular with the 
public, reflecting good consultation practice. 

Launch events were not included in the analysis because they were intended as a means to 
distribute and engage with attendees about the consultation information, to provide an 
opportunity to ask questions and to highlight the various ways to engage with the 
consultation.  The questions raised in these events have been published online and 
considered, with responses also being published online and can be found at the link below. 

Events took place during the daytime and evening and were attended by a mix of staff and 
the public/patients as well as Elected Members and CVS staff.  The format facilitated small 
group discussion of the options under consideration in the three service areas and where 
possible the expression of a preference. Though this was not always achieved and much of 
the feedback was in the form of questions for the consultation programme group, valuable 
comments relevant to the consultation were recorded and included in the qualitative 
analysis. 

The verbatim feedback reports were compiled by NECS and published within 7 working 
days. All reports including Q&A responses are publicly available at 
www.pathtoexcellence.org.uk/public-consultation/feedback-section/  

There was greater uptake for these events in South Tyneside; the breakdown of the events 
and attendances at them can be found in Appendix Eight.  

2.3.6 Individual submissions  

Opinions were invited by email, letter, or phone as an additional route to comment on the 
consultation options and present views, as an individual or group or representing an 
organisation.  Submissions were received from a range of sources; 

• Community and Voluntary Sector (CVS) organisations 
• Elected representatives, members of parliament and political parties 
• NHS organisations – including clinical networks and local NHS commissioner or provider 

organisations 
• NHS staff groups including governors 

http://www.pathtoexcellence.org.uk/public-consultation/feedback-section/


The Path to Excellence Consultation Analysis – Final Draft Report 5th December 2017 

20 
 

• Trade unions and staff group representatives 
• Patients and public 

A list of submissions can be found within the relevant reporting section. 

2.4 Responses 

2.4.1 Response summary – all methodologies 

The final response and participation numbers for each of the methodologies are 
summarised below.   

Resident street survey  805 interviews 

Online and paper based consultation survey 496 responses (cleaned data) 

Direct mail patient survey (across three service areas) 324 responses 

Focus groups 32 groups, 324 participants* 

Public, staff and stakeholder events  19 events, 443 participants 

Staff Q&A events 12 groups, 174 participants 

Individual submissions - Phone, letter, email 57 submissions 

Travel and Transport discussion group 1 event, 53 participants 

*Note that the analysis is based on only the 28 focus groups available for analysis at the deadline following the 
closing date. 

These figures represent the actual number of responses included in the analysis following a 
data cleaning process.  This process excluded records which were unsuitable for analysis, 
such as those where a respondent has not completed responses to any questions or where 
hand writing is illegible.  In this survey, the drop off numbers were significant for the 
online/paper based surveys.  There could be a number of reasons for this – technical, 
personal or related to the survey content, though this information is not available to assess.  
As a ‘self-selecting’ method, it is the choice of the responder whether to continue or not at 
any point in the survey.   

This ‘drop off’ in numbers is common in surveys of this nature and the cleaning process is 
part of good practice procedures to ensure the analysis process can be carried out 
effectively. 

2.5 Demographics summary 

Demographics were collected though were not mandatory. The resident street survey 
provides the most complete dataset.  For other methods, demographics data received is 
reported but is incomplete in many categories, which is to be expected for self-completing 
methods. 

Breakdowns are for the cleaned data used for analysis in each case. 
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2.5.1 Resident Street Survey demographics summary  

• Number interviewed 805 

• 50.6% (407 respondents) were from South Tyneside and 49.4% from Sunderland (398 
respondents).  

• 52.0% of the sample were female (419 respondents) and 47.6% male (383 
respondents). The gender was not recorded for three individuals.  

• The age distribution of respondents was fairly equal with similar proportions aged 18-
24 years (14.5%; 117 respondents), 25-34 years (11.8%; 95 respondents), 35-44 years 
(17.9%; 144 respondents), 45-54 years (14.3%; 115 respondents), 55-64 years (18.9%; 
152 respondents) and 65-74 years (13.4%; 108 respondents). 

• 92.5% (745 respondents) stated that they were white British.  
• When asked their religion, 49.7% (400 respondents) stated that they were Christian, 

whilst 39.9% (321 respondents) told us that they didn’t have a religion.  
• <1% (4 respondents) stated that they were currently pregnant.  
• <1% (6 respondents) indicated that either they, their wife / partner / spouse was 

expecting a child.  
• 12.0% (97 respondents) stated that they had a child less than two years of age.  
• 9.4% (76 respondents) told us that they were planning to have a baby in the next 

two years.  
• 11.7% (94 respondents) stated that they had a disability.  

2.5.2 Online and paper based consultation survey demographics summary ( 

• Number responded 496 - post-data clean 

• 11.7% (58 respondents) were from Sunderland and 45.8% (277 respondents) were 
from South Tyneside. Furthermore, 26.8% (133 respondents) did not provide their 
postcode and 15.7% (78 respondents) provided a postcode which was categorised as 
‘other’ (including 31 individuals who provided a SR6 postcode which was categorised 
as other as this postcode is found in both areas and is therefore not attributable).  

• 57.1% (283 respondents) stated that they were female and 12.5% male (62 
respondents). 30.4% (151 respondents) did not disclose their gender.  

• 1.6% (8 respondents) stated that they were currently pregnant.  
• 9.3% (46 respondents) indicated that they had a child under the age of two years.  

2.5.3 Direct patients survey demographics summary  

Stroke (Number responded = 81) 
• 35.8% (29 respondents) were from Sunderland and 40.7% (33 respondents) from 

South Tyneside. The remaining respondents did not provide their postcode (9.9%, 8 
respondents) or were from an ‘other’ area (13.6%, 11 respondents).   

• 53.1% (43 respondents) stated that they were female and 39.5% male (32 
respondents). 8.6% did not specify their gender (7 respondents).   
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• No respondents indicated that they were currently pregnant, they or their wife/ 
partner/ spouse was currently pregnant, nor did they have a child under the age of 
two years.   

• 25.5% (26 respondents) said that they had a child under the age of 24 months.  
• 50.6% (41 respondents) stated that they had a disability.  

Maternity (Number responded = 141) 
• 26.2% (37 respondents) were from Sunderland and 51.1% (72 respondents) from 

South Tyneside. The remaining respondents did not provide their postcode (5.7%, 8 
respondents) or were from an ‘other’ area (17.0%, 24 respondents, including 15 who 
gave a SR6 postcode which was non-attributable) 

• 96.5% (136 respondents) were female and 0.7% male (1 respondent). 2.8% (4 
respondents) did not specify their gender.  

• 5.0% (7 respondents) indicated that they were currently pregnant. 
• Just one respondent (0.7%) stated that their wife / partner / spouse was currently 

pregnant.  
• 55.3% (78 respondents) stated that they had a child under the age of two years.  
• 12.1% (17 respondents) stated that they had a disability.  

Children and Young People (Number responded = 102) 
• 26.4% (27 respondents) were from Sunderland and 59.8% (61 respondents) from 

South Tyneside. The remaining respondents did not provide their postcode (4.9%, 5 
respondents) or were from an ‘other’ area (8.8%, 9 respondents, including 7 who 
gave a SR6 postcode which was non-attributable) 

• 79.4% (81 respondents) stated that they were female and 14.7% male (15 
respondents). 5.9% did not specify their gender (6 respondents).   

• 3.9% (4 respondents) indicated that they were currently pregnant.  
• 2.9% (3 respondents) told us that either they or their wife/ partner/ spouse was 

currently pregnant.  
• 25.5% (26 respondents) said that they had a child under the age of 24 months.  
• 3.9% (4 respondents) stated that they had a disability.  

2.5.4 Focus group sessions 

Number of groups = 32 (28 analysed) 

Number of participants = 324 

Demographics in relation to the targeted equalities groups can be found at Appendix Two.  

2.5.5 Public, staff and stakeholder events, including staff Q&A events 

Number of groups = 19 (including 3 x launch events which were not analysed),  

Number of participants = 443 

Number of staff Q&A events = 12 staff events, number of participants = 174 

Demographic monitoring was unreliable as completions were low. 
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2.5.6 Individual submissions 

Number of submissions = 57 

Demographics were not collected for this method. 

 

2.5.7 Online website and social media metrics 

For the period of the consultation, online and social media were used extensively to engage 
the public and encourage participation in the consultation, led locally by NECS. The main 
active consultation period was 5th July – 15th October 2017 the following engagement was 
achieved11 

Website 
Pre-consultation and launch period (21st June – 5th July): Total site visits = 1,848 

Consultation period (5th July – 15th October): Total site visits = 8,438 made up of 

• Unique visits = 6,261 
• Direct = 2,619 
• Organic = 1,402 
• Social = 1,414 

• Referral = 818 
• Email = 9 
• Repeat visits = 2,177 

The website pages were viewed 15,335 times in total – meaning every visitor viewed on 
average two pages on the website each visit. People typically spent 2 minutes on the 
website and the most visited page during the consultation was the home page with 6,307 
total views and 4,946 unique views. The most visited areas of care page were maternity and 
women’s healthcare with 1,273 page views of which 1,082 were unique. 

Social media  
Consultation period (5th July – 15th October):  

• Followers/connections: Facebook = 207 / Twitter = 129  
• Average reach per day: Facebook = 60 / Twitter = 2,100 
• Brand sentiment: 65 positive messages (51.2%) / 41 neutral messages 32.3%) / 21 

negative messages (16.5%) 
• Gender breakdown: Male 76.5% / Female 23.5%  
• Post success varied and depending on the goal the best social outlet for reach is Twitter 

and the best source for link clicks is Facebook.  
 

                                                      
11 figures provided by NECS Communications and Engagement team 
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Media monitoring 
Consultation period (5th July – 15th October):  

Coverage 36 times online and in the local papers with a total reach for all coverage is 
1,643,435 / estimated value for all coverage is £77,122.98.  

Outlets included: 

• Shields Gazette x 12  
• Shields Gazette (online) x 5 
• Sunderland Echo (Online) x 5 
• Sunderland Echo x 4 

• Hartlepool mail (online) x 4 
• The Chronicle (online) x 3  
• The Chronicle x 2 
• The Journal x 1  

 

2.6 Consultation Analysis methodologies 

2.6.1 Quantitative Analysis 

The findings from the survey based consultation approaches were each analysed separately 
to recognise the differences in the respondents and sampling approach.    

• Resident street survey; 
• Online and paper consultation survey; and  
• Direct patient surveys  

The closed responses were analysed using industry standard statistical analysis software12 
with manual coding used for the free text responses to group them into themes reflective of 
the sentiment expressed. The analysis outcomes from the free text responses informed and 
were incorporated into the full qualitative reporting.  

                                                      
12 SPSS 
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When considering the results, it is important to note: 

• The street survey of residents of South Tyneside and Sunderland is representative at the 
population level, considering the views of all irrespective of current service use. This is 
the only statistically reliable response13, but does not necessarily reflect the views of 
services users. 

• The online and paper survey represents the views of those who are engaged, this is 
more likely to include the views of service users, carers, staff, and others with a direct 
interest in the services, but cannot be said to represent opinion from the entire 
population. This is very important opinion for that reason, but cannot be treated as 
being statistically reliable as respondents are self-selecting. 

• The direct survey to people who had used services within the last two years is arguably 
the most representative of their views, and is a very important source of opinion, but 
this cannot be treated as statistically reliable again due to the self-selecting nature of 
the respondents and that the sample size of those responding was relatively small. 

2.6.2 Qualitative Analysis 

The findings from the discussion based consultation approaches (focus groups, public 
meetings, and individual submissions) are based on an approach where the data from the 
session notes is analysed and responses grouped into themes that most closely represent 
the views expressed14.  This allows us to report the findings based on an accurate reflection 
of the sentiments expressed. Where quotes and comments are shown in the full report, 
these have been chosen to represent the centre of the sentiment expressed within that 
theme.  

Throughout this report qualitative responses are based on manual coded themes.  

2.7 Analysis Report Structure 

This report sets out the results of the analysis using the following structure. 

• Quantitative analysis is presented first, considering each service area in order, and 
presenting the responses to the options under consideration in each service area.  

Each method - Resident Street Survey, Online/Paper Consultation Survey, and Direct 
Patient Surveys - is considered in turn with key findings presented in tabular format and 
highlighted as narrative.   

The data is also analysed by area (South Tyneside/Sunderland) and/or where significant.  

There is a summary of key points across all methods for each service area and an overall 
quantitative analysis summary. 

                                                      
13 Using 2016 Mid- Year Population Estimates for both boroughs. Across both populations the results are 
reliable to a confidence level of 95% with a confidence interval of +/-3.89 (for South Tyneside this 95% +/- 4.89 
and Sunderland is 95% +/- 4.9.) 
14 Our approach is based in the employment of Classic Grounded Theory.  
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The process questions and a summary of the free text responses are also summarised, 
supported by Appendices. 

• Qualitative analysis then presents the key themes arising from analysis across both 
Focus Groups sessions and Public, Staff and Stakeholder events.  

Service area specific themes are then presented separately and for each of the two 
methodologies. There is a summary of key points across all methods for each service 
area and an overall quantitative summary. 

Staff Q&A events and Individual submissions are treated separately later in the report 
and there is a separate section collating the comments from the Travel and Transport 
discussion group. 

The analysis is based on all the information provided at the close of the consultation. 

Note: It is important to note that whilst Maternity and Women’s Healthcare options covered 
service changes to both Obstetrics and Gynaecology, there is no requirement for responders 
to comment specifically on either or both in their comments or choices.  In this case, 
responses focused on maternity rather than women’s healthcare. 

 

 

 

  



The Path to Excellence Consultation Analysis – Final Draft Report 5th December 2017 

27 
 

3 Quantitative Responses: Stroke Services 

3.1 Introduction 

The section considers the responses from the three quantitative consultation methods to 
the proposed options for stroke services.  The options put forward for consultation were: 

Option 1:  

 

• Combine all hyperacute and acute stroke care at Sunderland Royal 
Hospital 

• Patients from both South Tyneside and Sunderland will have their 
continuing hospital based rehabilitation at Sunderland Royal Hospital 
before being discharged to their local community stroke teams who will 
provide any further rehabilitation and support locally 

Option 2:  • Combine all hyperacute and acute stroke care at Sunderland Royal 
Hospital 

• After seven days, patients who live in South Tyneside can be moved to 
South Tyneside District Hospital for continuing in hospital rehabilitation 
before being discharged to their local community stroke rehabilitation 
team for support locally 

• Sunderland patients will continue to receive their stroke rehabilitation 
care at Sunderland Royal Hospital before being discharged to their local 
community stroke rehabilitation team for support locally 

Option 3:  • Combine all hyperacute stroke care at Sunderland Royal Hospital 
• After three days, patients who live in South Tyneside can be moved to 

South Tyneside District Hospital for their acute stroke care and 
continuing in hospital rehabilitation before being discharged to their 
local community stroke rehabilitation team for support locally 

• Sunderland patients will continue to receive their acute stroke care and 
in hospital rehabilitation care at Sunderland Royal Hospital before being 
discharged to their local community stroke rehabilitation team for 
support locally 

As previously noted, the Resident Street Survey is the only method for which results are 
significant at a population level.  

There were two key questions asked in these surveys: 

QUESTION 1: Using a scale of one to three please tell us which of the options for stroke 
services you feel is closest to meeting needs (1) and is farthest from meeting needs (3) 

This is option ranking. Sections 3.2 - 3.4 report on the quantitative responses by method on 
the preferences of respondents when asked to choose which option is closest to or farthest 
away from meeting needs.  Survey respondents were asked to rate which of the options 
being consulted on they had an overall preference for, expressed in terms of ‘closest 
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meeting needs’, ranking options as 1, and which was least preferred or ‘farthest from 
meeting needs’, ranking 3. 

Note:  The rationale for this question was to require respondents to choose the option 
which they felt most suitable, in their opinion.  The question was not mandatory, 
and respondents could opt out of responding if they choose to. Therefore, discussion 
of the results has primarily been limited to choices about which option was 
considered ‘closest to meeting needs’. 

QUESTION 2: Do you feel that Option [1, 2 or 3] for stroke services would meet your needs or 
the needs of people you care for or those of the group or organisation you represent? 

This indicates the scale of favourability: Section 3.5 reports on the scale of support for each 
option. This question encouraged respondents to begin to consider their preferences about 
the options whereas the question above requires a clearer choice to be made once all the 
options have been considered. Answer choices were presented as: 

I feel this 
option will 
fail to meet 

needs 

I feel this 
option will 
slightly fail 

to meet 
needs 

I feel this 
option will 

neither meet 
nor fail to 

meet needs 

I feel this 
option will 

slightly meet 
needs 

I feel this 
option will 
fully meet 

needs 

Don’t 
Know / 

Prefer not 
to say 

This is reported for the Resident Street Survey and the Online/Paper Consultation Survey 
only.  It is also reported by area for the Online/Paper Consultation Survey.  

Note:  For all other data this breakdown is not presented.  Because of the low numbers 
involved, results would be likely to be a coincidence and therefore we would have no 
confidence in them. 

  



The Path to Excellence Consultation Analysis – Final Draft Report 5th December 2017 

29 
 

3.2 Resident Street Survey Analysis 

3.2.1 Overall Preferred Stroke Service Option (Resident Street Survey) 

Overall as a total sample, responses to this question are shown below: 

Q  Using a scale of one to three please tell us which of the options for stroke services 
you feel is closest to meeting needs (1) and is farthest from meeting needs (3) 

*All % figures shown as a percentage of all survey respondents. Variances are explained by those who 
preferred not to say, and consequently are not counted  

From the results for the total sample, it can be seen that: 

• Most respondents believe Option 1 to be the ‘closest to meeting needs’ at 59% with 
only 17% answering that this was ‘farthest from meeting needs’;  

• The fewest number of respondents (2%) believe Option 2 to be ‘closest to meeting need’ 
for stroke services.  

• Option 3 attracted the most responses for being ‘farthest from meeting needs’ at 40% 

Overall, Option 1 was the closest to meeting needs above options 2 and 3 and this was a 
significant difference. 

3.3 Stroke Service Option preferences by Area (Resident Street Survey) 

Preferences for the options being consulted on were also considered by area – South 
Tyneside and Sunderland separately. 

Q Using a scale of one to three please tell us which of the options for stroke services 
you feel is closest to meeting needs (1) and is farthest from meeting needs (3) 

 Closest to meeting needs Farthest from meeting needs 
 

South Tyneside Sunderland South Tyneside Sunderland 

Option 1  61% 190 77% 288 37% 107 9% 32 

Option 2 2% 6 3% 13 14% 41 44% 161 

Option 3  37% 116 20% 74 49% 142 48% 177 

* calculations are based on the percentage of respondents living in in each area (column totals), variances are 
explained by those who preferred not to say/other area and consequently are not counted.   

 For respondents living in South Tyneside: 

• Option 1 is the most favoured in terms of meeting needs in the ranking exercise with 
61% ranking it 1, with 37% citing Option 3. 

 Closest to meeting needs Farthest from meeting needs 

Option 1 59%  478 17%  139 

Option 2 2%  19 25%  202 

Option 3* 24%  190 40%  319 
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• Option 2 is the significantly lower ranked of the three in terms of meeting need at 2%. 
• Option 3 is the option felt to be farthest from meeting respondent needs with 49% 

ranking it third.  

For respondents living in Sunderland:  

• Option 1 is significantly more favourable in terms of meeting need with 77% ranking it 1. 
• Option 2 is least favoured with 3% ranking it 1. 
• Option 3 is the option felt to be farthest from meeting the needs of respondents in 

Sunderland with 48% ranking it 3. 

Therefore, although Option 1 is agreed as the option to be highest ranked by all 
respondents, when compared together the findings show Sunderland residents keener on 
this option (77%) than South Tyneside residents (62%). 

3.3.1 Stroke Service Option Preferences by Age (Resident Street Survey) 

Preferences were considered by Age: 

 

 Farthest from meeting needs 

 18-24 25-34 35-44 45-54 55-64 65-74 75+ 

Option 1  15% 15 24% 19 25% 30 19% 19 19% 23 23% 19 21% 12 

Option 2 33% 33 26% 20 29% 35 38% 37 28% 33 29% 24 34% 19 

Option 3  52% 53 50% 39 46% 55 43% 42 53% 62 48% 40 45% 25 

* calculations are based on the percentage of respondents in each age range (column totals), variances are 
explained by those who preferred not to say, and consequently are not counted.   

The breakdown of responses to the question on which option is preferred by age show that: 

• Option 1 is the clear and significant preferred option, irrespective of age.  
• Option 2 is the least popular choice by respondents either as that ‘closest to’ or 

’furthest from’ meeting needs across all age ranges. 
• Option 3 is felt to be least likely to meet needs for all age ranges 

It is also worth noting that there are no significant variations in opinion across the age 
ranges.  

 
Closest to meeting needs 

 
18-24 25-34 35-44 45-54 55-64 65-74 75+ 

Option 1  75% 79 68% 55 65% 79 72% 74 72% 89 67% 58 67% 40 

Option 2 3% 3 2% 2 6% 7 3% 3 1% 1 2% 2 2% 1 

Option 3  23% 24 30% 24 29% 35 25% 26 27% 34 30% 26 32% 19 
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3.3.2 Stroke Service Option Preferences by Sex (Resident Street Survey) 

Turning to consider any difference in opinion based on the sex of the respondent it can be 
seen that: 

 
Female Male 

Option 1 68% 240 71% 236 

Option 2 3% 9 3% 10 

Option 3 29% 102 26% 88 

* calculations are based on the percentage of respondents of each sex (column totals), variances are explained 
by those who preferred not to say, and consequently are not counted.   

°Note that no respondents signalled a sex other than male/female in this sample though ‘Transgender’ and 
‘other ‘were offered as alternatives. 

From these results we can see that: 

• Option 1 is ranked equally among women and men as most likely to meet needs;  
• Option 2 is least likely to meet needs, ranked equally by both sexes. 

3.4 Online/Paper Consultation Survey Analysis 

3.4.1 Overall Preferred Stroke Services Option (Online/Paper Consultation Survey) 

Respondents to the online/paper consultation questionnaire were also asked to rate which 
of the options being consulted on they had an overall preference for, expressed in terms of 
1 = ‘closest meeting needs’ and 3 = ‘farthest from meeting needs’  

Note that questions in the Online/Paper Consultation Survey Analysis were not 
mandatory and that respondents were able to skip this question if they wished.  
Therefore, not all respondents answered this ranking question and the numbers tend to 
be low and therefore less reliable. 

 

 Closest to meeting needs 
 

Farthest from meeting needs 

Option 1 25%  77 19%  59 
Option 2  7.5%  23 7%  21 
 Option 3  17%  52 23%  68 

*All % figures shown as a percentage of all survey respondents. variances are explained by those who preferred 
not to say, and consequently are not counted  

From the data available, for all respondents it can be seen that: 

• Option 1 has the highest rating with 25% of the responses saying it was closest to 
meeting needs, though 19% said it was furthest from meeting needs; and 

• Option 2 attracts the lowest rating in this respect (7.5%); and  
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• Option 3 is ranked as least likely to meet respondent’s needs (22%%) 

Of most note are the high levels of ‘no response/prefer not to say’, which represents 
respondents who chose not to answer this question in this method, rendering the sample 
size and therefore reliability low. 

3.4.2 Stroke Service Option preferences by Area (Online/Paper Consultation Survey) 

Options were analysed by area for this method. 
 

Closest to meeting needs Farthest from meeting needs 
 

South Tyneside Sunderland South Tyneside Sunderland 

Option 1  38% 25 69% 22 52% 37 17% 5 

Option 2 17% 11 16% 5 13% 9 17% 5 

Option 3  45% 30 16% 5 35% 25 66% 19 

* calculations are based on the percentage of respondents in each area (column totals), variances are 
explained by those who preferred not to say/other area and consequently are not counted.   

The data shows that: 

• In Sunderland Option 1 was most favourable whereas in South Tyneside Option 3 was 
thought to be ‘closest to meeting needs; 

• However, the preference for Option 1 in Sunderland was stronger (69%) than the 
preference for Option 3 in South Tyneside (45%). 

 
3.4.3 Stroke Service Option preferences by Age (Online/Paper Consultation Survey) 

From the online/paper consultation survey responses considered by age: 

• Option 1 is preferred by those aged 25 and above, apart from the 35-44 age bracket 
and collectively, over 45’s preference for Option 1 is significant. 

• Option 3 is least preferred by all but the 35-44 age bracket. 

• Individually, respondents split by age bracket produces low numbers and therefore 
are unreliable. 

* The calculations are based on the percentage of respondents in each age range (column totals), variances are 
explained by those who preferred not to say, and consequently are not counted.   

 
Closest to meeting needs 

 
18-24 25-34 35-44 45-54 55-64 65-74 75+ 

Option 1  0% 0 50% 10 35% 11 68% 23 54% 14 57% 4 86% 6 

Option 2 50% 1 20% 4 16% 5 18% 6 12% 3 0% 0 0% 0 

Option 3  50% 1 30% 6 48% 15 15% 5 35% 9 43% 3 14% 1 
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3.4.4 Stroke Service Option Preferences by Sex (Online/Paper Consultation Survey) 

Turning to consider any difference in opinion based on the sex of the respondent it can be 
seen that: 

• Option 1 is most likely to meet needs of both sexes, however men rated this more likely 
than women (f50%, m64%) 

• Option 2 is least likely to meet needs in both cases 

 Closest to meeting needs Farthest from meeting needs 
 

Female  Male  Female  Male  

Option 1  50% 50 64% 16 38% 36 41% 11 

Option 2 16% 16 8% 2 14% 13 11% 3 

Option 3  34% 34 28% 7 48% 46 48% 13 

* calculations are based on the percentage of respondents of each sex (column totals), variances are explained 
by those who preferred not to say, and consequently are not counted.   

° Note that no respondents signalled a sex other than male/female in this sample though ‘Transgender’ and 
‘other ‘were offered as alternatives. 

3.5 Direct Patient Survey Analysis 

3.5.1 Overall Preferred Stroke Service Option (Direct Patient Survey)  

Respondents to the direct survey of current and recent patients and service users were also 
asked to express rate which of the options being consulted on they had an overall 
preference for, expressed in terms of ‘closest meeting needs’ (1 = closest meeting needs 
and 3 farthest from meeting needs). 

Note that the overall numbers responding to this method for Stroke Services was low at 
n=81. In addition, respondents were able to skip this question if they wished therefore 
not all have answered every time. Therefore, results should be treated with caution.   

 

Q Using a scale of one to three please tell us which of the options for stroke services 
you feel is closest to meeting needs (1) and is farthest from meeting needs (3) 

 Closest to meeting needs Farthest from meeting needs 

Option 1 38%  31 12%  10 

Option 2 1.2%  1 2.5%  2 

Option 3 12%  10 15%  12 
*All % figures shown as a percentage of all survey respondents. Variances are explained by those who preferred 

not to say, and consequently are not counted.   
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From these preferences it can be seen that: 

• Option 1 has the highest rating with 38% of the responses saying it was closest to 
meeting needs; and 

• Option 2 attracts the lowest rating in this respect at 1.2%. 

3.5.2 Stroke Service Option preferences by Area (Direct Patient Survey) 

When considered by area - South Tyneside and Sunderland - responses show. 
  

Closest to meeting needs Farthest from meeting needs 
 

South Tyneside Sunderland South Tyneside Sunderland 
Option 1 38% 6 94% 17 73% 8 10% 1 
Option 2 6% 1 0% 0 9% 1 10% 1 

Option 3 56% 9 6% 1 18% 2 80% 8 
* calculations are based on the percentage of respondents living in in each area (column totals), 
variances are explained by those who preferred not to say/other areas and consequently are not 
counted.   

For respondents living in South Tyneside: 

• Option 3 is the most favoured in terms of meeting needs in the ranking exercise (56% 
ranking it 1).  

• Option 2 is the significantly lower ranked of the three in terms of meeting need (6%) 
• Option 1 is the option felt to be farthest from meeting respondent needs with 73% 

ranking it as 3.  

For respondents living in Sunderland:  

• Option 1 is the most favourable in terms of meeting need for Sunderland residents 
responding to the direct survey (94% ranking it 1). 

• No respondents favour option 2 
• Option 3 is the option felt to be farthest from meeting the needs of respondents in 

Sunderland (80% ranking it 3) 

From this we can see that for the Direct patient survey, Option 3 is the most favourable for 
South Tyneside respondents and Option 1 for Sunderland.  However, results should be 
treated with caution as both ‘prefer not to say’ and ‘other area’ have been excluded, 
therefore numbers are low.   

3.5.3 Stroke Service Option Preferences by Age (Direct Patient Survey) 

Given the nature of this survey – sent directly to recent or current and recent patients of 
stroke services, a high number of responses from younger people were not expected.  The 
youngest age of respondents is 35.  
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Closest to meeting 
needs 

 

 
35-44 45-54 55-64 65-74 75+ 

Option 1 100% 2 0% 0 50% 3 93% 13 65% 11 

Option 2 0% 0 0% 0 0% 0 0% 0 6% 1 

Option 3 0% 0 100% 1 50% 3 7% 1 29% 5 

 
 

Farthest from meeting needs 
 

35-44 45-54 55-64 65-74 75+ 

Option 1  0% 0 100% 1 50% 2 17% 1 60% 6 

Option 2 0% 0 0% 0 0% 0 0% 0 20% 2 

Option 3  100% 2 0% 0 50% 2 83% 5 20% 2 

* calculations are based on the percentage of respondents in each age range (column totals), variances are 
explained by those who preferred not to say, and consequently are not counted.   

From the direct survey responses by age we see: 

• Very low response numbers;  
• In general Option 1 is preferred; and  
• Option 3 is felt to be least likely to meet the needs of respondents.  

3.5.4 Stroke Service Option Preferences by Sex (Direct Patient Survey) 

Turning to consider any difference in opinion based on the sex of the respondent: 
 

Closest to meeting needs Farthest from meeting needs 
 

Female Male Female Male 

Option 1 50% 14 64% 17 38% 7 11% 3 

Option 2 16% 1 8% 0 14% 1 4% 1 

Option 3 34% 5 28% 5 48% 6 22% 6 

* calculations are based on the percentage of respondents of each sex (column totals), variances are explained 
by those who preferred not to say, and consequently are not counted.   

°Note that no respondents signalled a sex other than male/female in this sample though ‘Transgender’ and 
‘other ‘were offered as alternatives. 

From the preferences it can be seen that: 

• Option 1 is ranked as most likely to meet needs with men more likely (64%) to provide 
this response than women (50%); 
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• Option 2 attracts the least rankings overall for both sexes;  
• Option 3 is least likely to meet needs. 

3.5.5 Stroke Service Options scale of meeting need 

Respondents were asked to indicate to what extent the options meet their need in the 
Resident Street Survey: 

Q Do you feel that Option [1, 2 or 3] for stroke services would meet your needs or the 
needs of people you care for or those of the group or organisation you represent?  

Stroke Services (Resident Street Survey) 

 Option 1 Option 2 Option 3 

Fully/slightly meet needs 63% 510 34% 272 27% 217 

Neither  4% 33 11% 89 13% 108 

Fully/slightly fail to meet needs 24% 195 44% 354 48% 383 

Don't know  8% 66 11% 85 12% 93 

No response 0% 1 1% 5 0.5% 4 

The feedback overall suggests that only Option 1 is considered to either fully or slightly meet 
needs (63%) more than it would fully/slightly fail to meet needs, selected by 24%. More 
respondents considered Options 2 and 3 to fail fully or slightly to meet needs (44% and 48% 
respectively) than fully or slightly meet needs (34% and 13% respectively). 

Though Option 1 has seen to meet needs for 63% of respondents overall, there were 
significant? differences in the responses of South Tyneside and Sunderland residents.   

Stroke Services (Resident Street Survey) by area 

 
• Option 1 was favoured as slightly or fully meeting needs by 86% of Sunderland residents 

but only 41% of South Tyneside; a similar proportion to those in South Tyneside who felt 

 
Option 1 Option 2 Option 3  

South 
Tyneside Sunderland South 

Tyneside Sunderland South 
Tyneside Sunderland 

Fully/slightly 
meet needs 41% 168 86% 342 23% 90 66% 264 29% 117 67% 266 

Neither  5% 20 3% 13 17% 70 5% 19 22% 88 5% 20 
Fully/slightly 
fail to meet 
needs 

40% 164 8% 31 42% 170 26% 102 29% 117 25% 100 

Don't know  13.5% 55 3% 11 18% 75 2.5% 10 20% 83 2.5% 10 
No response 0% 0 0% 1 0.5% 2 1% 3 0.5% 2 0% 2 



The Path to Excellence Consultation Analysis – Final Draft Report 5th December 2017 

37 
 

it failed or slightly failed to meet needs (40%). 
• For Option 2, 66% Sunderland residents agree that this option meets their needs 

fully/slightly vs failing to meet needs (26%) whereas South Tyneside residents respond 
conversely, with 42% citing fully/slightly fails to meet needs vs 22% fully/slightly meets 
needs.  

• Option 3 shows broadly similar levels of meeting/failing to meet needs across the two 
areas. 

Respondents were also asked to indicate to what extent the options meet their needs in the 
Online/Paper Consultation Survey 

Stroke Services (Online/paper Consultation Survey) 
 

Option 1 Option 2 Option 3 

Fully/slightly meet needs 28% 85 21% 64 23% 70 
Neither  7% 22 11% 33 9% 27 
Fully/slightly fail to meet needs 62% 191 54% 166 51% 156 
Don't know  3% 10 7.8% 24 12% 38 
No response 0% 0 6.8% 21 5.5% 17 

• In all cases for this method, the options were felt to fail fully/slightly to meet needs 
more than they fully/slightly met needs.   

 

3.6 Stroke Services Quantitative Analysis Summary  

The quantitative methodologies reporting on preferences, where given, for the options 
indicate a clear preference for Option 1 in most of the data analysed.  In terms of a least 
preferred option, this is option 3.   

Whilst there is variance in the scale of favourability towards the options, the most 
favourable option is not affected by whether the respondent is male or female. 

This result also holds across age ranges.  

There are some differences of note in relation to area; the most marked difference in 
preference is when considering the respondents from South Tyneside or Sunderland; both 
groups cite Option 1 as that which most meets their needs in the Resident Street Survey and 
the Online/Paper Consultation Survey, though the strength of support for this is stronger in 
Sunderland than South Tyneside. 

This is also reflected when asked about whether the option meets or fails to meet needs in 
the self-selecting Online/Paper Consultation Survey where for Option 1, South Tyneside 
residents report this option as failing to meet needs in similar numbers to meeting needs.  
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4 Quantitative Responses: Maternity (obstetrics) and Women’s Healthcare 

Services (gynaecology)  

4.1 Introduction 

The section considers the responses from the three quantitative consultation methods to 
the proposed options for Maternity and women’s healthcare services.  The options put 
forward for consultation were: 

Maternity 
(obstetrics) 
and women’s 
healthcare 
services 
(gynaecology)  

Option 1:  

• Retaining a consultant-led maternity unit at Sunderland Royal Hospital 
and continuing to provide alongside midwifery-led care for low risk births 

• Developing a free-standing midwifery-led unit at South Tyneside District 
Hospital for low risk births 

• The provision of community midwifery care, including all community 
antenatal and postnatal care will remain unchanged 

• Providing inpatient gynaecology surgery from Sunderland Royal Hospital 
while continuing to provide day-case operations and outpatients 
consultations at both South Tyneside District and Sunderland Royal 
Hospitals 

• Single special care baby unit at Sunderland Royal Hospital 
 

Maternity 
(obstetrics) 
and women’s 
healthcare 
services 
(gynaecology)  

Option 2:  

• Retaining a consultant-led maternity unit at Sunderland Royal Hospital 
and continuing to provide alongside midwifery-led care for low risk births 

• The provision of community midwifery care, including all community 
antenatal and postnatal care will remain unchanged 

• Providing inpatient gynaecology surgery from Sunderland Royal Hospital 
while continuing to provide day-case operations and outpatients 
consultations at both South Tyneside District and Sunderland Royal 
Hospitals 

• Single special care baby unit at Sunderland Royal Hospital 

As previously noted, the Resident Street Survey is the only method for which results are 
significant at a population level.  

There were two key questions asked in these surveys: 

QUESTION 1: Using a scale of one to three please tell us which of the options for maternity 
and women’s healthcare services you feel is closest to meeting needs (1) and is farthest from 
meeting needs (2) 

This is option ranking. Sections 4.2 - 4.4 report on the quantitative responses by method on 
the preferences of respondents when asked to choose which option is closest to or farthest 
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away from meeting needs.  Survey respondents were asked to rate which of the options 
being consulted on they had an overall preference for, expressed in terms of ‘closest to 
meeting needs’, ranking options as 1, and which was least preferred or ‘farthest from 
meeting needs’, ranking 2. 

Note:  The rationale for this question was to require respondents to choose the option 
which they felt most suitable, in their opinion.  The question was not mandatory, 
and respondents could opt out of responding if they choose to. Therefore, discussion 
of the results has primarily been limited to choices about which option was 
considered ‘closest to meeting needs’. 

QUESTION 2: Do you feel that Option [1 or 2] for maternity and women’s healthcare services 
would meet your needs or the needs of people you care for or those of the group or 
organisation you represent? 

This indicates the scale of favourability: Section 4.5 reports on the scale of support for each 
option. This question encouraged respondents to begin to consider their preferences about 
the options whereas the question above requires a clearer choice to be made once all the 
options have been considered. Answer choices were presented as: 

I feel this 
option will 
fail to meet 

needs 

I feel this 
option will 

slightly fail to 
meet needs 

I feel this 
option will 

neither meet 
nor fail to 

meet needs 

I feel this 
option will 

slightly meet 
needs 

I feel this 
option will 
fully meet 

needs 

Don’t 
Know / 

Prefer not 
to say 

This is reported for the Resident Street Survey and the Online/Paper Consultation Survey 
only.  It is also reported by area for the Online/Paper Consultation Survey.  

Note:  For all other data this breakdown is not presented.  Because of the low numbers 
involved, results would be likely to be a co-incidence and therefore we would have 
no confidence in them. 
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4.2 Resident Street Survey Analysis 

4.2.1 Overall Maternity and Women’s Healthcare Services Preferred Option (Resident 
Street Survey) 

Overall as a total sample, responses to this question are shown below: 

Q Using a scale of one to two please tell us which of the options for maternity and 
women’s healthcare services you feel is closest to meeting needs (1) and is farthest 
from meeting needs (2) 

 Closest to meeting needs 
 

Farthest from meeting needs 
 

Option 1 72%  582 15%  118 
Option 2 15% 118 72%  582 

*All % figures shown as a percentage of all survey respondents. variances are explained by those who preferred 
not to say, and consequently are not counted  

From the results for the total sample responding to this question, it can be seen that: 

• A strong majority of respondents believe Option 1 to be the ‘closest to meeting needs’ 
at 72% with only 15% answering that this was ‘farthest from meeting needs’;  

 
4.2.2 Maternity and Women’s Healthcare Services Option preferences by Area (Resident 

Street Survey) 

Preferences for the options being consulted on were also considered by area – South 
Tyneside and Sunderland separately. 

 Closest to meeting needs Farthest from meeting needs 
 

South Tyneside Sunderland South Tyneside Sunderland 
Option 1 69% 226 95% 356 31% 101 5% 17 
Option 2 31% 101 5% 17 69% 226 95% 356 

* calculations are based on the percentage of respondents living in in each area (column totals), variances are 
explained by those who preferred not to say/other areas and consequently are not counted.   

For respondents who gave a response to this question living in South Tyneside: 

• Option 1 is the most favoured in terms of meeting needs in the ranking exercise with 
69% ranking it 1. 

For respondents living in Sunderland:  

• Option 1 is significantly more favourable in terms of meeting need with 95% ranking it 1. 

Therefore, although Option 1 is agreed as the option to be highest ranked by all 
respondents in the Resident Street Survey, when compared together the findings show 
Sunderland residents keener on this option (95%) than South Tyneside residents (69%). 
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4.2.3 Maternity and Women’s Healthcare Services Option preferences by Age (Resident 
Street Survey) 

Preferences were considered by Age: 
 

 Closest to meeting needs  
18-24 25-34 35-44 45-54 55-64 65-74 75+ 

Option 1  87% 89 87% 71 81% 101 85% 88 75% 97 87% 79 88% 52 
Option 2 13% 13 13% 11 19% 24 15% 16 25% 33 13% 12 12% 7 

* calculations are based on the percentage of respondents in each age range (column totals), variances are 
explained by those who preferred not to say, and consequently are not counted.   

From this breakdown we can see that: 

• for those who made a choice, Option 1 is the clear favourite across all age ranges 

4.2.4 Maternity and Women’s Healthcare Services Option Preferences by Sex (Resident 
Street Survey) 

Turning to consider any difference in opinion based on the sex of the respondent it can be 
seen that: 

 
Closest to meeting needs Farthest from meeting needs 

 
Female Male Female Male 

Option 1  81% 294 86% 288 19% 71 14% 46 
Option 2 19% 71 14% 46 81% 294 86% 288 

* calculations are based on the percentage of respondents of each sex (column totals), variances are explained 
by those who preferred not to say, and consequently are not counted  

° No respondents indicated sex other than male/female in this sample though ‘Transgender’ and ‘other ‘were 
offered as alternatives.   

• Option 1 is ranked equally highly among women (81%) and men (86%) as most likely to 
meet needs;  

4.2.5 Maternity and Women’s Healthcare Services Option Preferences by 
Pregnancy/child under 2 (Resident Street Survey) 

For this service area, responses were considered in terms of those who are either pregnant 
or have a child under two years: 

 
Closest to meeting needs Farthest from meeting needs 
Pregnant or child under 2 Pregnant or child under 2 
Yes No Yes No 

Option 1  85% 75 83% 502 15% 13 17% 105 
Option 2 15% 13 17% 105 85% 75 83% 502 

 

The results show that: 
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• Option 1 was closest to meeting needs irrespective of whether the respondent was 
pregnant/has a child under 2 years or not (85% and 83%) 

4.3 Online/Paper Consultation Survey Analysis 

4.3.1 Overall Preferred Maternity and Women’s Healthcare Services Option 
(Online/Paper Consultation Survey) 

Respondents to the online/paper consultation questionnaire were also asked to rate which 
of the options being consulted on they had an overall preference for, expressed in terms of 
1 = ‘closest meeting needs’ and 2 = ‘farthest from meeting needs’  

Note that questions in the Online/Paper Consultation Survey were not mandatory and 
that respondents were able to skip this question if they wished.  Therefore, not all 
respondents answered this ranking question and the numbers tend to be low and 
therefore less reliable. 

Using a scale of one to two please tell us which of the options for maternity and women’s 
healthcare services you feel is closest to meeting needs (1) and is farthest from meeting 
needs (2) 

 Closest to meeting needs Farthest from meeting needs 
Option 1 35%  108 13%  39 
Option 2  10%  32 38%  118 

*All % figures shown as a percentage of all survey respondents. Variances are explained by those who preferred 
not to say, and consequently are not counted  

From the data available, for all respondents to this question it can be seen that: 

• Option 1 has the highest rating with 35% of the responses saying it was closest to 
meeting needs and 10% said it was furthest from meeting needs; 

• A significant proportion chose not to respond to this ranking question. 

Of most note are the high levels of ‘no response/prefer not to say’, which represents 
respondents who chose not to answer this question in this method, rendering the sample 
size and therefore reliability, low. 

4.3.2 Maternity and Women’s Healthcare Services Option preferences by Area 
(Online/Paper Consultation Survey) 

Options were analysed by area for this method. 
 

Closest to meeting needs Farthest from meeting needs 
 

South Tyneside  Sunderland South Tyneside Sunderland 
Option 1  74% 55 78% 21 28% 26 20% 5 

Option 2 26% 19 22% 6 72% 66 80% 20 
* calculations are based on the percentage of respondents living in in each area (column totals), variances are 

explained by those who preferred not to say/other areas and consequently are not counted.   
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The data shows that of those: 

• Option 1 was most favourable in both South Tyneside and Sunderland areas at 

similar levels – 74% and 78% respectively. 

4.3.3 Maternity and Women’s Healthcare Services Option preferences by Age 
(Online/Paper Consultation Survey) 

From the online/paper consultation survey responses considered by age: 

* calculations are based on the percentage of respondents in each age range (column totals), variances are 
explained by those who preferred not to say, and consequently are not counted.   

The feedback tells us that:  

• There is a strong preference for Option 1 by those aged 25 and above 

4.3.4 Maternity and Women’s Healthcare Services Option Preferences by Sex 
(Online/Paper Consultation Survey) 

Turning to consider any difference in opinion based on the sex of the respondent: 
 

Closest to meeting needs Farthest from meeting needs 
 

Female Male Female Male 

Option 1  77% 80 75% 15 27% 33 22% 4 

Option 2 23% 24 25% 5 73% 90 78% 14 

* calculations are based on the percentage of respondents of each sex (column totals), variances are explained 
by those who preferred not to say, and consequently are not counted.   
°Note that no respondents signalled a sex other than male/female in this sample though ‘Transgender’ and 
‘other ‘were offered as alternatives. 

When analysing the responses by sex for the Online/Paper Consultation Survey, we can see 
that for the male and female respondents who have chosen to answer this question. 

• Option 1 is favoured to similar levels – 77% and 75% respectively. 

4.3.5 Maternity and Women’s Healthcare Services Option Preferences by 
Pregnancy/Child under 2 (Online/Paper Consultation Survey) 

For this service area, responses were considered in terms of those who are either pregnant 
or have a child under two years: 

 

 
Closest to meeting needs   

 
18-24 25-34 35-44 45-54 55-64 65-74 75+ 

Option 1  40% 2 81% 26 86% 25 61% 19 89% 16 67% 2 80% 4 

Option 2 60% 3 19% 6 14% 4 39% 12 11% 2 33% 1 20% 1 
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Closest to meeting needs Farthest to meeting needs 

 Pregnant or child under 2 Pregnant or child under 2  
Yes No Yes No 

Option 1  78% 21 77% 87 29% 10 24% 29 
Option 2 22% 6 23% 26 71% 24 76% 94 

* calculations are based on the percentage of respondents who are pregnant/have a child under 2 (column 
totals), variances are explained by those who preferred not to say, and consequently are not counted.   

Like the Resident Street Survey, these results show that: 

• Option 1 was closest to meeting needs irrespective of whether the respondent was 
pregnant/has a child under 2 years or not (78% and 77%) 

4.4 Direct Patient Survey Analysis 

4.4.1 Overall Preferred Maternity and Women’s Healthcare Services Option (Direct 
Patient Survey)  

Respondents to the direct survey of current and recent patients and service users were also 
asked to express rate which of the options being consulted on they had an overall 
preference for, expressed in terms of ‘closest meeting needs’ (1 = closest meeting needs 
and 3 farthest from meeting needs). 

For this method, the survey was sent directly to recent or current patients and therefore all 
respondents were women. 

Note that the overall numbers responding to this method for Stroke Services was low at 
n=141. In addition, respondents were able to skip this question if they wished therefore 
not all have answered every time. Therefore, results should be treated with caution.   

 

Q: Using a scale of one to two please tell us which of the options for Maternity and women’s 
healthcare services you feel is closest to meeting needs (1) and is farthest from meeting 
needs (2) 

 Closest to meeting needs Farthest from meeting needs 
Option 1 47% 66 8.5%  12 
Option 2  11%  16 43%  61 

*All % figures shown as a percentage of all survey respondents, variances are explained by those who preferred 
not to say, and consequently are not counted  

 From these preferences it can be seen that: 

• Option 1 has the highest rating with 47% of the responses saying it was closest to 
meeting needs, with 11% favouring Option 2. 

• A significant proportion chose not to respond to this ranking question. 
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4.4.2 Maternity and Women’s Healthcare Services Option preferences by Area (Direct 
Patient Survey) 

Responses were considered by area – South Tyneside and Sunderland. 
 

Closest to meeting needs Farthest from meeting needs 

 South Tyneside Sunderland South Tyneside Sunderland  

Option 1  92% 36 67% 16 10% 4 25% 5 
Option 2 8% 3 33% 8 90% 35 75% 15 

* calculations are based on the percentage of respondents living in in each area (column totals), variances are 
explained by those who preferred not to say/other areas and consequently are not counted.   

For respondents to this ranking question living in South Tyneside: 

• Option 1 is strongly favoured in terms of meeting needs in the ranking exercise (92% 
ranking it 1, over Option 2). 

For those who responded and live in Sunderland:  

• Option 1 is also the most favourable in terms of meeting need for Sunderland residents 
responding to the direct survey, to a slightly lesser extent at 67% 

The feedback should be treated with caution though as for this data numbers are low.  

4.5 Maternity and Women’s Healthcare Services Option Preferences by Age 
(Direct Patient Survey) 

This method engaged current or recent patients of maternity and women’s healthcare 
services. The breakdown by age can be seen: 

 
Closest to meeting needs 

 
 

18-24 25-34 35-44 45-54 55-64 65-74 75+ 
Option 1  4 100% 37 86% 15 75% 5 71% 3 100% 1 33% 1 100% 

Option 2 0 0% 6 14% 5 25% 2 29% 0 0% 2 67% 0 0% 
 

* calculations are based on the percentage of respondents in each age range (column totals), variances are 
explained by those who preferred not to say, and consequently are not counted.   

The breakdown of responses to the question on which option is preferred by age show that: 

• The biggest age bracket responding to this question was 25-34, followed by 35-44 
• Option 1 is the clear and significant preferred option, irrespective of age, apart from 

age bracket 65-74 but the number in this bracket is too low to be reliable.  

 
Farthest from meeting needs  

18-24 25-34 35-44 45-54 55-64 65-74 75+ 
Option 1  0 0% 4 10% 5 25% 0 0% 0 0% 2 67% 0 0% 
Option 2 3 100% 36 90% 15 75% 3 100% 2 100% 1 33% 1 100% 
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4.5.1 Maternity and Women’s Healthcare Services Option Preferences by 
Pregnancy/Child under 2 (Direct Patient Survey) 

For this service area, responses were considered in terms of those who are either pregnant 
or have a child under two years: 

 
Closest to meeting needs Farthest from meeting needs 

 
Pregnant or child under 2 Pregnant or child under 2  

 Yes No Yes No 

Option 1  84% 48 75% 18 13% 7 21% 4 

Option 2 16% 9 25% 6 87% 46 79% 15 

* calculations are based on the percentage of respondents living in in each area (column totals), variances are 
explained by those who preferred not to say and consequently are not counted 

Like the other methods, these results show that: 

• Option 1 was closest to meeting needs irrespective of whether the respondent was 
pregnant/has a child under 2 years or not (84% and 75%) 

4.6 Maternity and Women’s Healthcare Services Options scale of meeting need 

Respondents were asked to indicate to what extent the options meet their need in the 
Resident Street Survey: 

Q Do you feel that Option [1 or 2] for maternity and women’s healthcare services would 
meet your needs or the needs of people you care for or those of the group or 
organisation you represent?  

4.6.1 Maternity and Women's Healthcare Services (Resident Street Survey) 
 

Option 1 Option 2 
Fully/slightly meet needs 69% 559 59% 476 

Neither  4% 31 8% 61 

Fully/slightly fail to meet needs 15.5% 125 20% 164 

Don't know  11% 89 12.5% 101 

No response 0% 1 0% 3 

The feedback overall suggests that Option 1 and Option 2 are both considered to either fully 
or slightly meet needs (69% and 59% respectively).  

There were significant differences in the responses of South Tyneside and Sunderland 
residents.  
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4.6.2 Maternity and Women's Healthcare Services by Area (Resident Street Survey) 
 

Option 1 Option 2  
South 

Tyneside 
Sunderland South 

Tyneside 
Sunderland 

Fully/slightly meet needs 49% 199 91% 360 32% 132 86% 344 
Neither  5% 22 2% 9 12% 50 3% 11 
Fully/slightly fail to meet needs 28% 114 3% 11 35% 141 6% 23 
Don't know  18% 72 4% 17 21% 84 4% 17 
No response 0% 0 0 1 0% 0 1% 3 

• Option 1 was favoured as slightly or fully meeting needs by 90% of Sunderland residents 
but only 49% of South Tyneside;  

• For Option 2, 86% Sunderland residents agree that this option meets their needs 
fully/slightly whereas for South Tyneside residents the opinion is equally split - 32% cite 
that it fully/slightly meets needs vs 35% fully/slightly fails to meet needs.  

Respondents were also asked to indicate to what extent the options meet their needs in the 
Online/Paper Consultation Survey: 

4.6.3 Maternity and Women's Healthcare Services (Online/Paper Consultation Survey) 
 

Option 1 Option 2 
Fully/slightly meet needs 28% 87 10% 32 
Neither  5% 16 4.5% 14 
Fully/slightly fail to meet needs 58% 180 69% 213 
Don't know  4% 11 5% 15 
No response 5% 15 11% 35 

• In all cases for this method, the options were felt to fail fully/slightly to meet needs 
more than they fully/slightly met needs.   
 

4.7 Maternity and Women’s Healthcare Services Quantitative Analysis Summary  

These quantitative methodologies consider preferences for the options under consultation. 
In most cases, there is a preference for Option 1 over Option 2 in the ranking question. This 
Option remains the most popular when considered in terms of the two areas, South 
Tyneside and Sunderland, although Sunderland favours Option 1 more strongly than South 
Tyneside residents. 

In terms of the extent to which the options meet needs, Option 1 was strongly favoured as 
slightly or fully meeting needs Sunderland residents but less so by those in South Tyneside; 

For Option 2, Sunderland residents strongly state that this option meets their needs 
fully/slightly however for South Tyneside residents the opinion is equally split between 
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meeting and failing to meet needs.  

In the Online/Paper Consultation Survey, neither option was supported as fully/slightly 
meeting needs with respondents citing fully/slightly fails to meet needs in larger numbers. 

It is noted that there is a significant number of respondents choosing not to answer the 
ranked response question.   
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5 Quantitative Responses: Children and Young People’s Healthcare (urgent 
and emergency paediatrics) Services 

5.1 Introduction 

The section considers the responses from the three quantitative consultation methods to 
the proposed options for Children and Young People’s Healthcare (urgent and emergency 
paediatrics) Services.  The options put forward for consultation were: 

Option 1:  • Provision of a seven-day, 12 hour (8am to 8pm) paediatric 
emergency department and children’s short stay assessment unit 
at South Tyneside District Hospital with 24-hour, seven days a 
week paediatric emergency department at Sunderland Royal 
Hospital 

Option 2:  • Development of a nurse-led paediatric minor injury or illness 
service between 8am and 8pm at South Tyneside District 
Hospital with a 24 hour, seven days a week paediatric emergency 
department at Sunderland Royal Hospital 

As previously noted, the Resident Street Survey is the only method for which results are 
significant at a population level.  

There were two key questions asked in these surveys: 

QUESTION 1: Using a scale of one to three please tell us which of the options for maternity 
and women’s healthcare services you feel is closest to meeting needs (1) and is farthest from 
meeting needs (2) 

This is option ranking. Sections 5.2 - 5.4 report on the quantitative responses by method on 
the preferences of respondents when asked to choose which option is closest to or farthest 
away from meeting needs.  Survey respondents were asked to rate which of the options 
being consulted on they had an overall preference for, expressed in terms of ‘closest 
meeting needs’, ranking options as 1, and which was least preferred or ‘farthest from 
meeting needs’, ranking 2. 

Note:  The rationale for this question was to require respondents to choose the option 
which they felt most suitable, in their opinion.  The question was not mandatory, 
and respondents could opt out of responding if they choose to. Therefore, discussion 
of the results has primarily been limited to choices about which option was 
considered ‘closest to meeting needs’. 

QUESTION 2: Do you feel that Option [1 or 2] for maternity and women’s healthcare services 
would meet your needs or the needs of people you care for or those of the group or 
organisation you represent? 
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This indicates the scale of favourability: Section 5.5 reports on the scale of support for each 
option. This question encouraged respondents to begin to consider their preferences about 
the options this option whereas the question above requires a clearer choice to be made 
once all the options have been considered. Answer choices were presented as: 

I feel this 
option will 
fail to meet 

needs 

I feel this 
option will 

slightly fail to 
meet needs 

I feel this 
option will 

neither meet 
nor fail to 

meet needs 

I feel this 
option will 

slightly meet 
needs 

I feel this 
option will 
fully meet 

needs 

Don’t 
Know / 

Prefer not 
to say 

This is reported for the Resident Street Survey and the Online/Paper Consultation Survey 
only.  It is also reported by area for the Online/Paper Consultation Survey.  

Note:  For all other data this breakdown is not presented.  Because of the low numbers 
involved, results would be likely to be a co-incidence and therefore we would have 
no confidence in them. 

5.2 Resident Street Survey Analysis 

5.2.1 Overall Children and Young People’s Healthcare Services Preferred Option 
(Resident Street Survey) 

Overall as a total sample, responses to this question are shown below: 

Q: Using a scale of one to two please tell us which of the options for children and young 
people’s healthcare services you feel is closest to meeting needs (1) and is farthest from 
meeting needs (2) 

 Closest to meeting needs  Farthest from meeting needs  

Option 1 80% 644 8% 61 

Option 2  7.5% 60 80% 643 

*All % figures shown as a percentage of all survey respondents - variances are explained by those who 
preferred not to say, and consequently are not counted  

From the results for the total sample responding to this question, it can be seen that: 

• Option 1 is ranked as the proposal respondents feel most closely meets needs 
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5.2.2 Children and Young People’s Healthcare Services Option preferences by area 
(Resident Street Survey) 

Preferences for the options being consulted on were also considered by area – South 
Tyneside and Sunderland separately. 

 Closest to meeting needs Farthest from meeting needs 

 South Tyneside Sunderland South Tyneside Sunderland 

Option 1 88% 294 95% 350 13% 42 5% 19 

Option 2 13% 42 5% 18 87% 293 95% 350 

* calculations are based on the percentage of respondents living in in each area (column totals), variances are 
explained by those who preferred not to say/other areas, and consequently are not counted.   

For respondents who gave a response to this question living in South Tyneside: 

• Option 1 is the most favoured in terms of meeting needs in the ranking exercise with 
88% ranking it 1. 

For respondents living in Sunderland:  

• Option 1 is more favourable in terms of meeting need with 95% ranking it 1. 

Therefore, although Option 1 is agreed as the option to be highest ranked by all 
respondents in the Resident Street Survey, when compared together the findings show that 
Sunderland residents are slightly keener on this option (95%) than South Tyneside residents 
(88%). 

5.2.3 Children and Young People’s Healthcare Services Option Preferences by Age 
(Resident Street Survey) 

Preferences were considered by Age: 

* calculations are based on the percentage of respondents in each age range (column totals), variances are 
explained by those who preferred not to say, and consequently are not counted.   

• From this breakdown we can see that for those who made a choice, Option 1 is strongly 
favoured across all age ranges. 

 

 Closest to meeting needs 
 

18-24 25-34 35-44 45-54 55-64 65-74 75+ 

Option 
1  

91
% 

9
7 

94
% 

7
8 

93
% 

11
4 

94
% 

10
0 

89
% 

11
6 

90
% 

8
1 

93
% 

5
4 

Option 
2 

9% 1
0 

6% 5 7% 9 6% 6 11
% 

15 10
% 

9 7% 4 
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5.2.4 Children and Young People’s Healthcare Services Option Preferences by Sex 
(Resident Street Survey) 

Turning to consider any difference in opinion based on the sex of the respondent it can be 
seen that: 

 
Closest to meeting needs Farthest from meeting needs 

 
Female  Male  Female  Male  

Option 1  92% 335 91% 307 8% 28 10% 33 

Option 2 8% 28 9% 32 92% 334 90% 307 

* calculations are based on the percentage of respondents of each sex (column totals), variances are explained 
by those who preferred not to say, and consequently are not counted.   
°Note that no respondents signalled a sex other than male/female in this sample though ‘Transgender’ and 
‘other ‘were offered as alternatives. 

• Option 1 is ranked equally highly among women (92%) and men (91%) as most likely to 
meet needs;  

5.3 Online/Paper Consultation Survey Analysis 

5.3.1 Overall Preferred Children and Young People’s Healthcare Services Option 
(Online/Paper Consultation Survey) 

Respondents to the online/paper consultation questionnaire were also asked to rate which 
of the options being consulted on they had an overall preference for, expressed in terms of 
1 = ‘closest meeting needs’ and 2 = ‘farthest from meeting needs’  

Note that questions in the Online/Paper Consultation Survey were not mandatory and 
that respondents were able to skip this question if they wished.  Therefore, not all 
respondents answered this ranking question and the numbers tend to be low and 
therefore less reliable. 

 

Q Using a scale of one to two please tell us which of the options for children and young 
people’s healthcare services you feel is closest to meeting needs (1) and is farthest 
from meeting needs (2) 

 Closest to meeting 
needs 

Farthest from 
meeting needs 

No response/prefer 
not to say 

Option 1 36%  109 13%  39 51%  154 
Option 2  12%  36 31%  94 57%  172 

*All % figures shown as a percentage of all survey respondents. Variances are explained by those who preferred 
not to say, and consequently are not counted  

From the data available, for all respondents to this question it can be seen that: 

• A high proportion of respondents preferred not to respond to this ranking question 



The Path to Excellence Consultation Analysis – Final Draft Report 5th December 2017 

53 
 

• Of those who responded, there was a clear preference for Option 1 (36% closest to 
meeting needs) 

5.3.2 Children and Young People’s Healthcare Services Option Preferences by Area 
(Online/Paper Consultation Survey) 

Options were analysed by area for this method. 
 

Closest to meeting needs Farthest from meeting needs  
South Tyneside Sunderland South Tyneside Sunderland 

Option 1  79% 69 66% 17 28% 23 30% 7 
Option 2 21% 18 32% 8 72% 59 70% 16 

* calculations are based on the percentage of respondents living in in each area (column totals).  variances are 
explained by those who preferred not to say/other areas, and consequently are not counted.   

The data shows that of those who responded to this question from the two areas: 

• Option 1 was most favourable over Option 2 in both South Tyneside and Sunderland 
areas at similar levels – 79% and 68% respectively. 

 
5.3.3 Children and Young People’s Healthcare Services Preferences by Age (Online/Paper 

Consultation Survey) 

From the online/paper consultation survey responses considered by age: 

* calculations are based on the percentage of respondents in each age range (column totals), 
variances are explained by those who preferred not to say, and consequently are not counted.   

The feedback tells us that: 

• There is a strong preference for Option 1 by those aged 25 and above; 
• Treated separately age bracket numbers are low therefore not reliable; 
• Although the 18-24 age bracket all prefer option 2, this amounts to only 3 

respondents and therefore is not reliable. 

 

 

 

 

 
Closest to meeting needs 

 18-24 25-34 35-44 45-54 55-64 65-74 75+ 

Option 1  0% 0 82% 28 80% 32 70% 23 75% 15 40% 2 83% 5 
Option 2 100% 3 18% 6 20% 8 30% 10 25% 5 60% 3 17% 1 
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5.3.4 Children and Young People’s Healthcare Services Option Preferences by Sex 
(Online/Paper Consultation Survey) 

Turning to consider any difference in opinion based on the sex of the respondent: 
 

Closest to meeting needs Farthest from meeting needs 
 

Female Male Female Male 

Option 1  78% 91 61% 14 78% 29 47% 9 

Option 2 22% 25 39% 9 22% 8 53% 10 

* calculations are based on the percentage of respondents of each sex (column totals), variances are explained 
by those who preferred not to say, and consequently are not counted.   
°Note that no respondents signalled a sex other than male/female in this sample though ‘Transgender’ and 
‘other ‘were offered as alternatives. 

When analysing the responses by sex for the Online/Paper Consultation Survey, we can see 
that for the male and female respondents who have chosen to answer this question. 

• Option 1 is favoured to similar levels by both men and women – 78% and 61% 
respectively. 

5.4 Direct Patient Survey Analysis 

5.4.1 Overall Preferred Children and Young People’s Healthcare Services Option (Direct 
Patient Survey)  

Respondents to the direct survey of current and recent patients and service users were also 
asked to express rate which of the options being consulted on they had an overall 
preference for, expressed in terms of ‘closest meeting needs’ (1 = closest meeting needs 
and 2 farthest from meeting needs). 

Note that the overall numbers responding to this method for Children and Young People’s 
Healthcare Services was low at n=102. In addition, respondents were able to skip this 
question if they wished therefore not all have answered every time. Therefore, results 
should be treated with caution.   

Q Using a scale of one to two please tell us which of the options for children and young 
people’s healthcare services you feel is closest to meeting needs (1) and is farthest from 
meeting needs (2) 

 Closest to meeting 
needs 

Farthest from 
meeting needs 

No response/prefer 
not to say 

Option 1 58% 59 7%  7 35%  36 
Option 2  7%  7 54%  55 39%  40 

*All % figures shown as a percentage of all survey respondents  

 From these preferences it can be seen that: 
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• There is a strong preference for Option 1 for those who responded to this ranking 
question. 

5.4.2 Children and Young People’s Healthcare Services Option Preferences by Area 
(Direct Patient Survey) 

Responses were considered by area – South Tyneside and Sunderland: 
 

Closest to meeting needs Farthest from meeting needs 
 

South Tyneside Sunderland South Tyneside Sunderland 

Option 1  93% 38 78% 14 8% 3 25% 4 

Option 2 7% 3 22% 4 93% 37 75% 12 

* calculations are based on the percentage of respondents living in in each area (column totals), variances are 
explained by those who preferred not to say/other areas, and consequently are not counted.   

For respondents to this ranking question living in South Tyneside: 

• Option 1 is strongly favoured in terms of meeting needs in the ranking exercise (93% 
ranking it 1, over Option 2). 

For those who responded and live in Sunderland:  

• Option 1 is also the most favourable in terms of meeting need for Sunderland residents 
responding to the direct survey, to a slightly lesser extent at 78% 

The feedback should be treated with caution though as for this data numbers are low.  

5.4.3 Children and Young People’s Healthcare Services Option Preferences by Age (Direct 
Patient Survey) 

The breakdown by age for those who responded to this question can be shown: 

 

* calculations are based on the percentage of respondents in each age range (column totals), variances are 
explained by those who preferred not to say, and consequently are not counted.   

 Closest to meeting needs 

 16-18 18-24 25-34 35-44 45-54 55-64 

Option 1  100% 1 0% 0 93% 25 93% 25 73% 8 0% 0 

Option 2 0% 0 0% 0 7% 2 7% 2 27% 3 0% 0 

 Farthest from meeting needs 
 

16-18 18-24 25-34 35-44 45-54 55+ 

Option 1  0% 0 0% 0 8% 2 8% 2 30% 3 0% 0 

Option 2 100% 1 0% 0 92% 23 92% 24 70% 7 0% 0 
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The breakdown of responses to the question on which option is preferred by age show that: 

• Option 1 is the clear and significant preferred option, irrespective of age, though 
numbers are low and therefore less reliable. 

• The lack of younger people responding to the Survey despite being a Children and 
Young People’s Services survey is likely to be because the direct mailing was sent to 
parents registered on behalf of their child. 

5.4.4 Children and Young People’s Healthcare Services Option Preferences by Sex (Direct 
Patient Survey) 

Turning to consider any difference in opinion based on the sex of the respondent: 
 

Closest to meeting needs Farthest from meeting needs 
 

Female Male Female Male 

Option 1  91% 48 85% 11 10% 5 15% 2 

Option 2 9% 5 15% 2 90% 44 85% 11 

* calculations are based on the percentage of respondents of each sex (column totals), variances are explained 
by those who preferred not to say, and consequently are not counted.   
°Note that no respondents signalled a sex other than male/female in this sample though ‘Transgender’ and 
‘other ‘were offered as alternatives. 
 

From the preferences it can be seen that: 

• Option 1 is similarly favoured by both females and males responding (91% and 85% 
respectively) 
 

5.5 Children and Young People’s Healthcare Services Options scale of meeting 
need 

Respondents were asked to indicate to what extent the options meet their need in the 
Resident Street Survey: 

Q Do you feel that Option [1 or 2] for children and young people’s healthcare services would 
meet your needs or the needs of people you care for or those of the group or organisation 
you represent?  
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5.5.1 Children’s and Young People's Healthcare Services (Resident Street Survey) 
 

Option 1 Option 2 

Fully/slightly meet needs 65% 520 30% 238 

Neither  6.5% 52 6% 49 

Fully/slightly fail to meet 
needs 

19% 154 55.5% 447 

Don't know  10% 77 8% 67 

No response 0% 2 0% 4 

The feedback overall suggests that for Children and Young People’s Healthcare Services: 

• Option 1 is considered to fully/slightly meet meets for 65% of respondents to this 
question, over Option 2 at 19% 

• Conversely, Option 2 is reported to fully/slightly fail to meet needs for 55% of 
respondents compared with 30% who state it fully/slightly meets needs.  

When considered against area, for those who responded to this question: 

5.5.2 Children’s and Young People's Healthcare Services by Area (Resident Street Survey) 

  Option 1 Option 2 
 

South 
Tyneside 

Sunderland South 
Tyneside 

Sunderland 

Fully/slightly meet needs 46% 186 84% 334 13.5 55 46% 183 

Neither  9% 38 3.5% 14 8% 34 4% 15 

Fully/slightly fail to meet 
needs 

29% 117 9% 37 65% 264 46% 183 

Don't know  16% 66 3% 11 13% 54 3% 13 

No response 0% 0 0% 2 0% 0 1% 4 

 

• Option 1 was favoured as slightly or fully meeting needs by 84% of Sunderland residents 
but only 46% of South Tyneside, with 29% fully/slightly failing to meet needs 

• For Option 2, the proportion of Sunderland residents who report that this option meets 
their needs fully/slightly and fails to meet their needs fully/slightly is the same at 46%. 

• However, for South Tyneside residents 65% feel this Option 2 fully/slightly fails to meet 
needs vs only 13% who see it as fully/slightly meeting needs.  

Respondents were also asked to indicate to what extent the options meet their needs in the 
Online/Paper Consultation Survey: 
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5.5.3 Children’s and Young People's Healthcare Services (Online/Paper Consultation 
Survey) 

 
Option 1 Option 2 

Fully/slightly meet needs 30.5% 92 16% 49 

Neither  7% 20 7% 23 

Fully/slightly fail to meet 
needs 

58% 176 66% 198 

Don't know  3% 10 6% 17 

No response 1% 4 5% 15 

Again, here we see: 

• Option 1 is thought to fully/slightly fail to meet needs (58%) more than meets needs 
(30%) 

• Option 2 is also thought to fully/slightly fail to meet needs (66%) more than meets 
needs (16%) 
 

5.6 Children and Young People’s Healthcare Services Quantitative Analysis 
Summary  

In the quantitative methods, for Children and Young People’s Healthcare Services, Option 1 
is in the majority of cases the preferred option.  There is no significant difference in this 
when considered by age or sex and the option is strongly favoured in both South Tyneside 
and Sunderland areas. 

However, when asked to what extend the Options meet needs in the Resident Street 
Survey, Option 1 is seen to fully/slightly meet needs over Option 2 in Sunderland whereas in 
South Tyneside, Option 2 is considered to meet needs as oppose to Option 1, which is more 
commonly seen as failing to meet needs.   

In the Resident Street Survey, both Options 1 and 2 are supported as meeting needs but 
there is greater support for Option 1 meeting needs in Sunderland than in South Tyneside.   

Neither option is favoured in the Online/Paper Consultation Survey, with respondents 
favouring ‘fails to meet needs’ in both cases.   
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6 Quantitative Analysis: Process Questions 

6.1 Introduction 

All survey respondents were asked to give their opinion on the appropriateness of the criteria 
that are intended to be used to assess the proposed options and to help inform the 
recommendations to the CCGs making the final decisions.  

The criteria are listed below and are intended to ensure that the proposed changes will be:  

• High quality and safe: Deliver high quality, safe care (that is better than the current 
service arrangements and satisfies all relevant standards set out in law and 
guidance) 

• Sustainable: Support long terms service provision (including ensuring that the 
clinical workforce and patient numbers are there to make the service viable) 

• Affordable: Be affordable (without any significant extra costs) 
• Achievable: Be achievable within the next couple of years  

Respondents were firstly asked to rate each criterion on a scale of 1 to 10 (where 10 is 
strongly agree) to what extent they agreed that the criteria are appropriate to use as part of 
the decision-making process.  

Secondly, using a scale of 1 to 10 (where 10 is most important), respondents were asked to 
rate the importance of each in the decision-making process.  

This section of the survey was optional. Due to the high number who did not respond, 
responses are calculated as a proportion of those that answered each question.   

6.2 Findings: Quantitative Process Questions 

6.2.1 Criteria felt to be most appropriate to use in the decision-making process  

Across most of the quantitative samples, high quality and safe was considered to be the 
most appropriate criteria to use in the decision-making process. This was also the case when 
looking at the split of respondents by area.  

The overall results from each of the quantitative methodologies show that affordable is 
considered the least appropriate criteria to use in the decision-making process.  This again 
was also observed when looking at the split of respondents by area.  

6.2.2 Criteria felt to be most important in the decision-making process  

The results from the quantitative methodologies when looking at both the overall results 
and split of respondents from each area, suggest that high quality and safe is perceived to 
be the most important factor to use in the decision-making process, and affordable the least 
important.  
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6.2.3 Additional Criteria suggestions 

There were suggestions across all the quantitative methodologies that the following criteria 
were absent and should be considered in the decision-making process:  

• Impact on patient; safety, health and wellbeing and needs 
• Impact to other hospitals, departments, ambulance service and GP practices  
• Impact on staff  
• Convenience and accessibility of services including transport costs  
• Sustainability, justifiable, appropriate, practical, and desirable 
 
Note: Full breakdowns of the responses to both questions in each survey method by area 

can be found in Appendix Six.  
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7 Overall Options Preferences by Quantitative Method 

In collating the responses to all quantitative methods, it is important to recognise that the 
results of the different methodologies cannot be amalgamated. Each methodology is 
different with differing response levels and statistical reliability. Therefore, each 
methodology is presented separately, by service area, as a representation of overall options 
preference. 

7.1 Stroke Services 

7.1.1 Stroke Services – all respondents 
 

Resident Street Survey  Online/paper Direct Patient Survey  

 Closest to 
meeting 

needs 

Farthest to 
meeting 

needs 

Closest to 
meeting 

needs 

Farthest to 
meeting 

needs 

Closest to 
meeting 

needs 

Farthest to 
meeting 

needs 

Option 1 59%     478 17%     139 25%     77 19%     59 38%     31 12%     10 

Option 2 2%     19 25%     139 8%       23 7%     21 1%     1 3%     2 

Option 3  24%     190 40%     319 17%     52 23%     68 12%     10  15%     12 

*All % figures shown as a percentage of all survey respondents, including those who 
preferred not say 

Considering all three methods together, Option 1 is the most popular across all methods.  
However, Option 1 is most popular for respondents to the Resident Street Survey, followed 
by the Direct Patient Survey, with the Online/Paper Consultation Survey respondents 
offering the lowest level of support. 

7.1.2 Stroke Services by area 

Stroke Services – South Tyneside respondents 
 

Resident Street Survey  Online/paper Direct Patient Survey  

 Closest to 
meeting 

needs 

Farthest to 
meeting 

needs 

Closest to 
meeting 

needs 

Farthest to 
meeting 

needs 

Closest to 
meeting 

needs 

Farthest to 
meeting 

needs 

Option 1 61%     190 37%     107 38%     25 52%     37 38%     6 73%     8 

Option 2 2%     6 14%     41 17%     11 13%     9 6%     1 9%     1 

Option 3  37%     116 49%     142 45%     30 35%     25 56%     9 18%     2 

* calculations are based on the percentage of respondents living in in each area (column totals), variances are 
explained by those who preferred not to say/other areas and consequently are not counted.   
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Stroke Services – Sunderland respondents 
 

Resident Street Survey Online/paper Direct Patient Survey 

 Closest to 
meeting 

needs 

Farthest to 
meeting 

needs 

Closest to 
meeting 

needs 

Farthest to 
meeting 

needs 

Closest to 
meeting 

needs 

Farthest to 
meeting 

needs 
Option 1 77%     288 9%     32 69%     22 17%     5 94%     17 10%     1 

Option 2 3%     13 44%     161 16%     5 17%     5 0%     0 10%     1 

Option 3  20%     74 48%     177 16%     5 66%     19 6%     1 80%     8 
* calculations are based on the percentage of respondents living in in each area (column totals), variances are 

explained by those who preferred not to say/other areas and consequently are not counted.   

From this comparison by area of residence we can see: 

• Option 1 is the preferred for both South Tyneside and Sunderland; 
• However, Sunderland residents are more likely to state preference (77%) when 

compared with people living in South Tyneside (61%) 

7.2 Maternity Services and Women’s Healthcare Services 

7.2.1 Maternity Services and Women’s Healthcare Services – all respondents 
 

Resident Street Survey  Online/paper Direct Patient Survey  

 Closest to 
meeting 

needs 

Farthest to 
meeting 

needs 

Closest to 
meeting 

needs 

Farthest to 
meeting 

needs 

Closest to 
meeting 

needs 

Farthest to 
meeting 

needs 

Option 1 72%     582 15%     118 35%     108 13%     39 47%     66 9%     12 

Option 2 15%     118 72%     582 10%     32 38%     118 11%     16 43%     61 

*All % figures shown as a percentage of all survey respondents, including those who preferred not say 

Considering all three methods together, it can be seen that as per Stroke Services Option 1 
is the most popular across all methods.  Similarly, Option 1 is most popular for respondents 
to the Resident Street Survey, followed by the Direct Patient Survey, with the Online/Paper 
Consultation Survey respondents offering the lowest level of support. 

7.2.2 Maternity Services and Women’s Healthcare Services - by area 

Maternity Services and Women’s Healthcare Services – South Tyneside respondents 
 

Resident Street Survey  Online/paper Direct Patient Survey  

 Closest to 
meeting 

needs 

Farthest to 
meeting 

needs 

Closest to 
meeting 

needs 

Farthest to 
meeting 

needs 

Closest to 
meeting 

needs 

Farthest to 
meeting 

needs 

Option 1 69%     226 31%     101 74%     55 28%     26 92%     36 10%     4 

Option 2 31%     101 69%     226 26%     19 72%     66 8%     3 90%     35  
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* calculations are based on the percentage of respondents living in in each area (column totals), variances are 
explained by those who preferred not to say/other areas and consequently are not counted.   

 

Maternity Services and Women’s Healthcare Services – Sunderland respondents 
 

Resident Street Survey  Online/paper Direct Patient Survey  

 Closest to 
meeting 

needs 

Farthest to 
meeting 

needs 

Closest to 
meeting 

needs 

Farthest to 
meeting 

needs 

Closest to 
meeting 

needs 

Farthest to 
meeting 

needs 

Option 1 95%     356 5%     17 78%     21 20%     5  67%     16 25%     5 

Option 2 5%     17 95%     356 22%     6 80%     20 33%     8 75%     15 

* calculations are based on the percentage of respondents living in in each area (column totals), variances are 
explained by those who preferred not to say/other areas and consequently are not counted.   

From this comparison by area of residence we can see: 

• Option 1 is the preferred for both South Tyneside and Sunderland; 
• However, Sunderland residents are more significantly likely to state preference (95%) 

when compared with people living in South Tyneside (69%) 

7.3 Children and Young People’s Healthcare Services 

7.3.1 Children and Young People’s Healthcare Services - all respondents 
 

Resident Street Survey  Online/paper Direct Patient Survey  

 Closest to 
meeting 

needs 

Farthest to 
meeting 

needs 

Closest to 
meeting 

needs 

Farthest to 
meeting 

needs 

Closest to 
meeting 

needs 

Farthest to 
meeting 

needs 

Option 1 80%     644 8%     61 36%     109 13%     39 58%     59 7%     7 

Option 2 8%     60 80%     643 12%     36 31%     94 7%     7 54%     55 

*All % figures shown as a percentage of all survey respondents, including those who preferred not say 

Considering all three methods together, it can be seen that as per the other services areas, 
Option 1 is the most popular across all methods.  Again Option 1 is most popular for 
respondents to the Resident Street Survey, followed by the Direct Patient Survey, with the 
Online/Paper Consultation Survey respondents offering the lowest level of support. 
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7.3.2 Children and Young People’s Healthcare Services – by area 

Children and Young People’s Healthcare Services – South Tyneside respondents 
 

Resident Street Survey  Online/paper Direct Patient Survey  

 Closest to 
meeting 

needs 

Farthest to 
meeting 

needs 

Closest to 
meeting 

needs 

Farthest to 
meeting 

needs 

Closest to 
meeting 

needs 

Farthest to 
meeting 

needs 

Option 1 88%     294 13%     42 79%     69 28%     23 93%     38 8%     3 

Option 2 13%     42 87%     293  21%     18 72%     59 7%     3 93%     37 

* calculations are based on the percentage of respondents living in in each area (column totals), variances are 
explained by those who preferred not to say/other areas and consequently are not counted.   

Children and Young People’s Healthcare Services – Sunderland respondents 
 

Resident Street Survey  Online/paper Direct Patient Survey  

 Closest to 
meeting 

needs 

Farthest to 
meeting 

needs 

Closest to 
meeting 

needs 

Farthest to 
meeting 

needs 

Closest to 
meeting 

needs 

Farthest to 
meeting 

needs 

Option 1 95%     350 13%     42 66%     17 30%     7 78%     14 25%     4 

Option 2 5%     18 87%     293 32%     8 70%     16 22%     4 75%     12 

* calculations are based on the percentage of respondents living in in each area (column totals), variances are 
explained by those who preferred not to say/other areas and consequently are not counted.   

From this comparison by area of residence we can see: 

• Option 1 is the preferred for both South Tyneside and Sunderland; 
• However, Sunderland residents are more likely to state preference (95%) when 

compared with people living in South Tyneside (88%) 

 
8 Quantitative Key Themes from Open Text Responses 

In each of the quantitative methodologies (online and paper consultation, direct patient, 
and street survey) respondents were asked to comment for each option on: 

• What do you like about this option? 
• What don’t you like about this option? 

These questions were asked of all respondents, against all options for all services, though 
responses were not mandatory. 
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The outcomes from this exercise have informed and largely reflect the further analysis of 
the qualitative discussions reported in the Qualitative Findings section below, which form 
the substantive qualitative content of the consultation analysis15.   

The individual responses have been grouped into themes using the same grounded theory 
approach as applied to the qualitative discussions. 

Appendix Five provides a breakdown of the themes taken from these questions, collated 
across all quantitative methodologies, to provide an indication of the key feedback in each 
theme. 

  

                                                      
15 Note that the free text responses in qualitative analysis do not provide the opportunity for discussion of the 
options and issues in depth, as is possible for the qualitative analysis methods and therefore whilst valid and 
analysed, are most appropriately viewed as additional information. 
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9 Qualitative Findings: Public, Staff and Stakeholder Meetings 

In total nineteen public consultation events were organised, delivered, and attended by the 
public as well as NHS staff, Community and Voluntary Sector (VCS)/Third Sector 
organisations and elected members.  This includes three ‘launch’ events which set the scene 
and gave information about the consultation. 

Only one event, organised in Sunderland as a Q&A session, was not attended by anyone, 
and was therefore not reported.  

A breakdown of events is shown in Appendix Eight of this report. 

9.1 Meeting Records  

All meetings were supported by the communications and engagement team from NECS. 
Events were facilitated by NECS alongside volunteers from local health organisations, 
including NHS staff and HealthWatch volunteers who acted as table facilitators and note 
takers. Staff working at the public events had received facilitation training as part of the 
programme, which was delivered in partnership with experts from The Consultation 
Institute, in order to provide a good environment on tables for all participants to express 
their views. 
  
In line with good event practice, staff working at the events were fully briefed and received 
an event pre-brief document, were asked to arrive early to be briefed in advance of the 
event, and stayed behind afterwards to take part in a debrief. This ensured that key 
learnings were taking forward into the next events, and staff were able to share their 
experiences in order to improve subsequent events again to continuously improve to 
provide the best safe environment for people to participate. 
  
All notes were recorded in a pro forma template and were published within seven working 
days on the programme website to allow time for checking by meeting participants. The 
pro-forma templates were provided to SMP for analysis and reporting.  
 
• Analysis Caveat: The issues developed in this section are based on the reports provided 

to us and we make no guarantee of the accuracy of the content we reviewed. Where 
responses are quoted these are based on the reports provided. 
 

9.1.1 Summary of key issues across all service areas  

ABILITY TO COPE (ESTATES AND FACILITIES) 
The extent to which the options will have a detrimental impact on the fabric of Sunderland 
Royal Hospital (SRH) was a commonly occurring theme across all three service areas, in the 
case of this quote in relation to maternity and gynaecology department facilities.  
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“Sunderland will see increased demand – will quality be maintained?” 

“Have we got room in Sunderland?” 

STAFFING 
The most important question asked around staffing related to the confidence that the 
capacity to deal with the increased demand existed or will be able to be put in place in 
Sunderland to deal with the proposed service change options. 

“Sunderland numbers are at capacity and to deliver to South Tyneside services as 
well?”  

“Why are staff and services moving to Sunderland, and not the other way around? 

What will happen to existing staff under the proposed changes: 

“Will all jobs be open to all staff, Sunderland and South Tyneside; or will just 
Sunderland staff be safe” 

“What happens to non-medical staff; porters, admin, and ward clerks?” 

The groups recognised the struggle to recruit staff and the low numbers in South Tyneside, 
making staff skill development and service quality an issue, and a consequent concern at the 
perceptions that the plans are “…a comment on South Tyneside staff care and 
performance.” 

The feeling was also that waiting times are likely to increase with a detrimental impact on 
both patients and staff. 

Ambulance staff were also considered in the discussions. 

“…huge impact on NEAS – how will they manage both staff and facilities?” 

THE ADDITIONAL COSTS (DEPRIVATION) 
The group discussions identified the well understood local issues of low car ownership and 
high levels of poverty in South Tyneside and felt that this would increase the potential for 
detrimental impact of moving services from South Tyneside to Sunderland. 

“…this could cause health problems.  It’s difficult if you have no resources and are in 
some hospital miles away from your family…” 

The cost of parking, fuel, and the physical trauma of travel was raised with a special 
reference on the people who live in the most deprived areas of South Tyneside who will 
have to access services in Sunderland. A high percentage of those without a car said this was 
worse for them when considering the costs and availability of public transport when there 
are no direct buses to Sunderland Royal Hospital, and taxis are too expensive for lower 
income families facing multiple disadvantages.  

There is of course the overarching concern amongst this group, and others, of coping with 
travel demands in an urgent situation. 
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“Public transport; when emergency happens, it is unpredictable…” 

This led to speculation that moving services to Sunderland would lead to an increase in calls 
to the Ambulance Service from deprived areas due to the simple economics of the situation.  

“…they can’t afford a taxi, so the only other option is to call an ambulance…” 

TRAVEL AND TRANSPORT 
Setting aside the issues of specific disadvantage, the groups identified a general and 
significant concern over distance between Sunderland and South Tyneside and the time it 
will take to travel. This was heightened by concerns expressed over the travel times used in 
the impact assessment, with the belief being that these were not based in reality; unless as 
a ‘blue light’ journey, and even then, there was scepticism.  

“…the consultation document says 12 minutes from South Tyneside to SRH…not 
realistic…” 

“…e.g. page 94, 6 minutes, is this a misprint?” 

Concerns were also raised in the groups over the public transport figures being used.  

“…the stats on metro stations being within 800m of the hospital are incorrect – its 
more than a mile and a half…” 

All of which undermined faith in the process, again aggravated by the real difficulties faced 
by public transport users in the journey between South Tyneside and Sunderland, 
particularly the issues faced in making connecting buses, with no direct route available.  

“You can’t get a direct bus from South Tyneside to Sunderland Royal Hospital” 

There were also requests that this issue was addressed as part of the service reorganisation 
by provision of regular transport, provided by the NHS, between the two sites.  

“Will transfers be put on?” 

Another area of concern in the public meetings was the extent to which the safety of 
patients, family and other visitors was considered in the formulation of the options and the 
in the potential implementation. This was felt to be particularly important for vulnerable 
groups.  

“…late night travel… not safe for children…if...discharge late night/early morning…” 

“…issue for lone mothers with siblings, how will they get there through the night 
with no transport?” 

Parking was highlighted as a concern at the Sunderland hospital site with a strong message 
that “…additional needed at Sunderland…” to cope with an increase in patient numbers 
resulting from the proposed service reorganisation. The cost of the parking was also  

“…can you put something like a temporary parking pass for the duration of 
treatment…like Q?” 
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One very major concern around the issues associated with travel and transport is the view 
that this consultation cannot influence transport providers and patients and relatives will be 
faced with service change with no real public transport options.  

“…new bus services are under review (Stagecoach)…this link service is being 
removed!” 

There was also an opinion that the travel difficulties between South Tyneside and 
Sunderland would result in the transfer of demand to other areas, specifically Gateshead 
and Newcastle.  
 

“…from Hebburn you would go to Gateshead not Sunderland…” 

“…the public want the best on their doorstep…people want to go where they have 
always gone…” 

AMBULANCE SERVICE 
A large strand of discussion was around the provision of ambulances by the North-East 
Ambulance Service (NEAS) and the perceived uncertainty of their support for the options, 
sparked by the lack of published information about this at the events. The key issue was: 

“…can NEAS cope…have the got the capacity for the transfers implied in the 
options?”  

“… NEAS are not guaranteeing transfer times…will they be able to guarantee 
adequate coverage?” 

THE CONSULTATION PROCESSES 
There was widespread criticism of the Path to Excellence consultation exercise, much of it 
directed towards Government policies outside South Tyneside and Sunderland that are 
viewed as driving these changes. These are described below: 

“Government cuts driving this…we know Government cuts are having this effect” 

“Finance, it’s about money…will the saved money be invested into the NHS?” 

There were also strongly voiced concerns that staff had not been involved in developing the 
options and being consulted 

“…which clinicians were involved in the options development?” 

“Staff (Paediatrics A&E) were not involved in the process” 

“Staff don’t feel consulted” 

This was coupled with very strong concerns that third options put forward by staff for 
maternity and paediatric services were not in final cut, leading to staff feeling their opinions 
were not listened to or valued. This suggestion was, at its simplest: 

 “There should be an Option 3 – where clinicians rotate” 
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CRITICISM OF THE OPTIONS 
There were many comments about why it appears that South Tyneside District Hospital was 
being downgraded, and concerns over the apparent lack of supporting evidence presented 
in the meetings: 

“…services are all moving to Sunderland, why not South Tyneside?” 

 “…will anything be moving from Sunderland to South Tyneside?” 

There were also concerns raised over the financial modelling of the options: 

“Where does the extra funding come from?” 

“…why does Option 1 cost more but Options 2 generate savings?” 

 “Option 1 costs are misleading…don’t make sense; how can it close at night, save 
money and still run at a loss?” (Paediatric Services)  

The overall impact of all the service changes together were felt to be detrimental to South 
Tyneside: 

“If Option 2 is chosen for both Maternity and Children and Young people’s services 
it would be worse effect on South Tyneside…” 

 

9.1.2 Summary of key Issues: Stroke Services 

Discussions focused on the Stroke Services options produced the following key themes: 

COMMENTS ON CONSULTATION/OPTIONS 
There was general confusion about what the options will mean in practice and how the 
benefits and costs had been generated. 

“…not sure where the additional investment would come from for Options 2/3 or 
where savings in Option 1 would be invested…” 

Additionally, there were comments on the apparent lack of NEAS involvement in the 
assessment and the fact that they had not published their assessment of the travel times, 
and implications of the various options.  

CAPACITY AT SUNDERLAND 
The transfer of hyper acute and acute stroke services to Sunderland led to discussions in all 
groups of the issues around the fabric and facilities of Sunderland Royal Hospital to cope 
with the consequential increase in capacity: 

“Does size of stroke ward need to increase?” 

This also prompted discussion of the staffing levels in Sunderland.  

“Will the level of staffing need to increase?” 

“Will there be a transfer of current staff from South Tyneside to Sunderland?” 
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“Is there a recruitment need for staff to meet the demand?” 

URGENCY OF RESPONSE – THE ‘GOLDEN HOUR’ 
There were very specific concerns around the ability of the proposed service rearrangement 
to meet stroke victim’s need for treatment in the so-called golden hour16.  

“…the first hour, the ‘Golden hour’ is important…” 

“In Stroke, the first 30 minutes is really important…” 

This was also linked to the ambulance service responses for stroke victims, not only in terms 
of ensuring they are in hospital receiving treatment within the golden hour, but also that 
any additional transfer time does not result in a worse outcome for the patient.  

“What about the added stress in the increase of travel when people are having a 
stroke?” 

SPECIALIST CARE  
The importance of providing stroke patients with specialist care was recognised and viewed 
as being a very positive element of the options for rearranged services.  

“…specialist care is crucial and overrides travel issues as it impacts on recovery…” 

However, there was a contrary concern that the travel burdens, if too repetitious could 
actually have a negative impact on stroke patients.  

“…need to avoid…unnecessary transfer for specialist care…” 

“Transferring patients back and forth after three or five days would be bad 
treatment…” 

A general query was raised in the groups around the way in which people having a transient 
ischaemic attack (TIA) or ‘mini-strokes’, which though felt to be less serious are still serious 
and it is not apparent how they are dealt with in the options presented. 

“…what will be the position for people having TIAs… what is the treatment 
pathway?” 

This was also queried in terms of services for younger stroke patients, which while 
recognised as being rarer than in older people is perhaps more distressing because of that.  

“…what services are offered to younger stroke survivors?” 

There was a real concern that stroke patients are offered Rehab and reablement closer to 
their home, irrespective of the hospital in which they received care.  

 “…how can the relevant discharge services and care plans be co-ordinated?” 

                                                      
16 The term golden hour is used to designate the hour immediately following the onset of stroke 
symptoms.  Stroke patients have a much greater chance of surviving and avoiding long-term brain 
damage if they arrive at hospital and receive treatment within that first hour. 
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The issue of the length of stay before transferring out of Sunderland for South Tyneside 
patients, was welcomed. There were, however, specific concerns over the options which 
cited specific three or seven-day time windows, as being arbitrary and not taking account of 
individual care needs 

“…the days should be specific to the patient and decided by a consultant…” 

MENTAL WELLBEING OF PATIENTS 
There was a widespread recognition in the groups of the need to consider the mental health 
impact for patients: 

• In the case of increased patient numbers, and associated staff, etc: 

“…could affect Sunderland patients if numbers went up...” 

• Where patients who have had a Stroke, know family/friends can’t visit so often due to 
the distance from their home, and the effect this could have on their mental wellbeing: 

“…older people who end up on a Stroke unit at Sunderland…how do elderly 
relatives visit patients further away?” 

 

9.1.3 Summary of Key Issues: Maternity and Women’s Healthcare Services 

Discussions focused on the Maternity and Women’s Healthcare Services options produced 
the following key themes: 

LOW TO HIGH RISK BIRTHS 
The most prevalent concern was for mothers in South Tyneside in circumstances where 
there was an emergency for a woman classified as being a low risk birth: 

“…what about women attending antenatal clinic and need to delivery immediately 
if there is no delivery suite?” 

“If a low risk turns to a high risk during labour, what happens then?” 

This prompted further concerns that the move to another hospital during birth could be 
unrealistic; there was a specific concern around Option One if emergency transfers are 
required, specifically for caesarean sections and should this involve a significant journey to 
receive care; 

“…will there be time for emergency C-sections for example?” 

“…the need for C-sections can change quickly…is there capacity/space at 
Sunderland for an emergency?” 

With the lack of a SCBU at South Tyneside there were concerns over neonatal transfers too. 

“…provision for babies who become high risk before they’re transferred to 
Sunderland…what facilities are at South Tyneside?” 
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SCBU 
There was widespread confusion about impact of no option to include a Special Care Baby 
Unit SCBU at South Tyneside; 

“…what options were considered and rejected for SCBU?” 

“…why can’t a third model be looked at for SCBU to provide ‘transitional’ phase for 
pre-term babies for weeks/months before discharge in South Tyneside…” 

MLUS 
Concerns about midwife led units were widely expressed: 

“…do they work?” 

“…MLUs, seem to have an issue with sustainability, there is evidence of closure 
elsewhere…” 

“Most Midwifery Units end up being closed...” 

However, some parents expressed contrary and more favourable views on an MLU option? 

“I would go for an MLU birth if I had another child…”  

TRAVEL  
There was a feeling that the issues of traveling to Sunderland could introduce bonding and 
breastfeeding issues between mother and child: 

“Travelling to Sunderland and having to breastfeed – nightmare…” 

Additionally, it was felt by some that the travel issues could increase the number of home 
births, sometimes not in the woman or their child’s best interests: 

“…women may be choosing when they shouldn’t because they don’t want to 
travel…” 

OPTIONS: OBSERVATIONS AND COMMENT  
There were a number of general comments about all of the options: 

“…with no consultant led option at South Tyneside, women will choose to go to a 
specialist”  

“Post-natal depression considerations are not made clear…”  

“You do not know when things can go wrong, can’t predict it and when things go 
wrong they go wrong fast…” 

There were also specific comments from the groups on the specific options 

 

Option One: 

“…monitoring equipment is a lot more advanced to pick up issues during labour…” 
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“…saves £1.3Million, goes a long way to budgets cuts….” 

“This won’t work as its dangerous unless transport issue is resolved…”  

“…unsafe and unfair…” 

“Only positive is financial saving…” 

“Might increase the homebirth rate…” 

“Should increase the consultant care and so improve Quality of Care…” 

“There will be more patient choice…” 

Option Two: 

“People from South Tyneside are being robbed in option…” 

“Option 2 not liked, especially as there are no births in South Tyneside…” 

“…site transfer and discharge issues…” 

LOCAL TRADITION  
While it is paramount that all the options provide a safe service, many South Tyneside 
women are proud. There are traditional and specific cultural issues which might mitigate 
against choosing to give birth in Sunderland: 

 “…my dad would be devastated if my child was born a Mackem…” 

“…don’t want a Sunderland baby…” 

SPECIFIC (CONTENTIOUS?) CARE ISSUES 
There were specific concerns around the offer of terminations for women: 

“…how would these work for South Tyneside…” 

And, concerns over the professional pressures the options might have on midwives, 
particularly in the MLU: 

“…could be at risk if can’t offer the correct care, medical insurance?” 

 

9.1.4 Summary of Key Issues: Children and Young People’s Healthcare (Urgent and 
Emergency Paediatrics) Services 

Discussions focused on the Children and Young People’s Healthcare Services options 
produced the following key themes: 

TIME (8 TO 8?) 
There was general confusion in the groups over what will happen with an 8pm closing time 
with a number questioning the decision to close at 8PM.  Young people responding also 
assumed that they would be more likely to require services at night: 

After hours, who will look after paediatric patients who walk in with no trained 
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paediatric staff?  

“…head injury patients arriving at 6PM need a six-hour observation – what happens 
then?” 

“Out of hours – what happens?”  

“…children may arrive late and still need care…” 

“8 pm the right closure time? This is the busiest time of the day and where do the 
children in the department go physically when it closes?” 

“Mental impact of staff that have to turn away a child at 8pm….” 

COMMUNICATIONS/INFORMING THE PUBLIC 
Communicating the change will be important for the service to ensure children and young 
people get the right care, when they need it. 

‘People still turn up at Jarrow walk in centre…” 

“How will the public know there’s no children’s A&E? What if they are visiting on 
holiday?” 

“There is an education need for parents, supported by communications, otherwise 
they will still go to STDH…”  

“As a member of the public I would like to know where to go…” 

CAPACITY 
Does Sunderland have capacity for additional children? 

“How are SRH going to look after 39,000 children? That’s double!” 

SPECIALIST A&E/SPECIALIST NEEDS AND SAFETY 
There were very specific concerns around the level of care offered to children and young 
adults when the specialist paediatric services could be closed 

“…after 8pm would children have to mix with Adult A&E and deal with/be faced 
with drunkenness and aggression etc.”  

There were also concerns over the safety of the option in promoting the best care for 
children and young people 

“…the only choice is to wait for 8 am if you can’t afford to travel…” 

“Children will be more ill as they will wait until morning - children can 
deteriorate…” 

SPECIALIST EMERGENCY 
Emergency Paeds Dental service not involved  

No day surgery can happen if not general anaesthetics 
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COMMENTS ON THE OPTIONS 
There were general, in the most part not very positive, comments on both options:  

In both options, children need to be seen by consultants 

Feeling like everything is going to Sunderland 

Travel at night without access to a car 

Is 8AM-8Pm the right times? When do kids have accidents? 

If you turn up at A&E with a sick child out of hours will they be transferred by the 
hospital to Sunderland? 

3rd options – could stay open 8pm-8am staffed by APNs (currently happening) 

Option One 

Specific comments on Option One, included: 

“…more straightforward for parents to understand…” 

“Potential training base – all experts in one place…”  

“I want Option 1 if this is what we must choose from, to retain what we already 
have…” 

Option Two 

“…more like a walk-in centre.” 

“…confusion in access?” 

“This feels a backward step…” 

“In an emergency situation the public will instinctively go to nearest facility…” 
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10 Focus Groups  

The Equalities Impact assessment activity conducted by the Path to Excellence programme 
identified those protected characteristic and other equalities groups most likely to be 
affected by the proposed service changes. Recognising some of the difficulties NHS 
organisations face in reaching these groups the programme adopted an asset based 
approach, engaging with third sector and interest groups in South Tyneside and Sunderland 
to support people who may face barriers to taking part in the consultation.  

32 focus groups were convened, moderated, and reported by Voluntary and Community 
Sector (VCS)/third sector partners across South Tyneside and Sunderland, though only 28 
were reported for analysis.   Originally planned for September/October but running into 
November, the groups reached as far as possible the identified target groups likely to be 
affected by the proposed service changes. The dates and details of the focus groups are 
shown in Appendix Seven.   

We are also aware of other groups convened and moderated with a specific focus on BME 
groups, however reports of these events have not been provided to the consultors. We 
understand these to have been for reasons of genuine difficulties, unfortunately we are 
unable to include these in the analysis to meet agreed reporting deadlines for the decision 
makers and scrutineers. Therefore, 28 of the 32 groups were included in this analysis. 

10.1.1 Format of meetings 

Each of the groups ran for a maximum of 1.5 hours and were conducted against an 
approved semi-directive moderator’s script, providing the main lines of enquiry along with 
guidance on running the groups, including prompting for depth responses.   

To support the delivery of Focus Group sessions, Voluntary and Community Sector 
(VCS)/third sector group moderators were provided with access to training to support them 
in running the groups and with a report template along with guidance on completion.  

All groups used a standardised feedback template, which form the basis of our analysis.  

The pattern of discussion in the focus groups tended to be upon general issues around 
access to service rather than the specific options. Therefore, we present the results from 
these groups as a discussion of the broad themes around common issues for consideration 
by the consultors, reflecting the diverse opinion and ability of the groups. The highest 
volume of consideration is given to the common and general issues, echoing the records. 

• Analysis Caveat: The issues developed in this section are based on the reports provide 
to us and we make no guarantee of the accuracy or independence of the content we 
reviewed. Where responses are quoted these are based on the reports provided. 
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10.1.2 Summary of key issues across all service area discussions  

Each of the focus groups considered all or some of the proposed options for service change 
– depending on the interest and purpose of the group/organisation being consulted - there 
were differing opinions expressed based on: 

• The specific needs of the respondent group (specifically learning disability, sensory 
disability, cognitive impairment, disability, English not a first language and, single 
parents); 

• The social implications of the options; 
• The costs to the individual both financial and time implied in the options.  

These are discussed throughout in each of the specific service areas, however, it is clear 
from the review that there are several issues that are common to all, which in summary 
are: 

WHY THE ENHANCED FOCUS ON SUNDERLAND ROYAL HOSPITAL; WHERE’S THE EVIDENCE, CAN IT 

COPE? 
There is a continuous theme in the groups’ dialogue which questions: 

• The fundamental rationale of consolidation of service, in many cases recognising the 
benefits, but still essentially unconvinced by the evidence as presented to them, 
particularly in the commonly held view that South Tyneside Hospital performance is the 
better of the two; 

• The ability of estates and facilities (car parking, general hospital estates/roads and hotel 
services) at Sunderland Royal Hospital (SRH) to cope with the cumulative increase in 
demand implicit in all the options; 

• The impact on clinical and other staff at SRH coping with increased demand from the 
proposed service rearrangements, with specific concerns over stress and morale, along 
with concerns for Paramedics and other North-East Ambulance Service (NEAS) 
ambulance staff, described as ‘valuable and scarce resources’.  

• The proposed options were all felt to focus on a downgrading of services at South 
Tyneside District Hospital (STDH).  The general feeling across the groups was that this – 
irrespective of service under consideration –was likely to foster health inequalities. The 
common rationale for this opinion was: 

‘most people will put off going to Sunderland until it becomes a major issue… more 
health problems’  

The feeling was that the case for Sunderland Royal Hospital had not been successfully made 
and there was equal justification for some or all of the services to be centred on South 
Tyneside District Hospital.  

TRAVEL AND ACCESS (SPECIFIC NEEDS) 
Participants in the groups with specific needs highlighted the specific issues around 
transport and accessibility, summarised as: 
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• The extra travel demands put on patients and family/friends of travelling from South 
Tyneside to Sunderland (with recognised poor public transport links) present significant 
if not surmountable difficulties for those with additional needs. The view was that for 
any of the current options to be provided without extra transport support leads to 
inequalities in service provision. 

• Transport is difficult for stroke survivors at any time and this will be much worse for 
those from South Tyneside who may have to access services in Sunderland; 

• Accessibility of new services and unfamiliar surroundings are particularly challenging for 
those with sensory/cognitive impairment, again without additional support in place they 
are inequitable.  

These concerns cover the opinion expressed by groups representing:  

• Physical disability; 
• Learning disability; 
• Sensory disability;  
• Single parent families; 
• BME communities, particularly where English is not spoken as a first language; 
• Cognitive impairment; and  
• Low incomes from disadvantaged areas all expressed opinions 

AMBULANCE RESPONSE TIMES 
The groups expressed specific concern over the ability of the ambulance service to respond 
to emergency situations, specifically the ‘blue light’ travel time to Sunderland from South 
Tyneside, citing; 

• Concerns from stroke survivors on the likely impact of delivering hyperacute care within 
the so-called ‘golden hour’ in which the extent of recovery of the individual is largely 
determined;  

• For maternity services the issues around labour, which can go wrong quickly and at any 
time, and the capacity of the transfer from South Tyneside quickly enough to ensure the 
safety of mother and child.  

• For children and young people’s urgent and emergency services there are specific 
concerns from South Tyneside residents about emergency transfers to Sunderland in 
cases outside the 8-to-8 window or where the 24-hour nurse led service can’t deal with 
the emergency.  

This is coupled with a further concern over the additional pressure this puts on ambulance 
services and their crews dealing with these service changes.  

Note: NEAS have subsequently provided a statement detailing the impact on Ambulance 
services which is available to the  

STATUS QUO AND FINANCIAL PRESSURES 
The overarching view is that the only fair and equitable service provision is to leave it the 
same and there was strong opposition in the groups to all the implementation of all the 
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options. Equally, there is a balancing view that the cuts in NHS funding are the driver for 
these changes and the best care that can be provided is the most important, if not ideal, 
factor.  

HEALTH AND WELLBEING 
Each group, considering each of the service areas, to a greater or lesser extent highlighted 
the potential negative impact on the overall health and wellbeing of patients, service users, 
family, friends, and staff.  These involved: 

• The pressure of additional travel, impacting on mental health; 
• Isolation of patients whose friends and family find it difficult to make the journey 

from South Tyneside to Sunderland on a regular basis; 
• The burden on physical and mental health of friends, family and carers resulting 

from the increased travelling required to visit Sunderland from South Tyneside; and 
• The pressure on all staff in delivering these service changes, which the groups feared 

would lead to resourcing crises.  

SHIFTING SERVICE TO OTHER AREAS 
The groups indicated they felt the intention of changes in service options was to redirect 
patients to Sunderland from South Tyneside. However, it was identified that this ignored the 
local geography, preferences (“we don’t mix well with Mackems”), and road networks and, 
perhaps, introduced an unintended or unconsidered consequence of the changes resulting 
in patient flow to other areas. Respondents from South Tyneside cited the difficulties with 
traffic on the A19 and the availability of services closer to home: 

“QE and RVI 17are easier to get to than SRH –I wouldn’t even think of going to 
Sunderland” 

TRAVEL AND TRANSPORT: THE FINANCIAL & TIME BURDEN PLACED ON THOSE WHO CAN LEAST 

AFFORD IT 
Again, irrespective of service the proposals require extra travel time for all, of concern 
amongst the representatives of the equalities groups were: 

• The lack of direct public transport links to Sunderland from South Tyneside; 
• The prohibitive cost of public transport for those on low incomes; 
• The impact of having to use public transport for single parents with children; 
• Difficulties for people who do not speak English as their first language in using public 

transport; 
• Difficulties in travelling to Sunderland from South Tyneside at night, particularly in 

the case of BME groups with a high prevalence of evening/night workers. 

                                                      
17 QE = Queen Elizabeth Hospital, Gateshead, and RVI = Royal Victoria Infirmary, Newcastle 
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TRUST 
For many of the equalities groups one of the biggest barriers is gaining trust in the service. 
The changes were felt to have a disproportionate effect on those with sensory or learning 
disabilities, cognitive impairment and people from BME backgrounds who find it difficult to 
establish this trust in new services and particularly difficult to navigate a new environment 
with confidence. The common issue being communication and understanding. 

TRAVEL AND TRANSPORT: AN ADDITIONAL TIME AND COST BURDEN ON THOSE WHO CAN LEAST 

AFFORD IT 
The issue of travel and transport related to the options came up in all groups, irrespective of 
their interest area, highlighting the problems and an overall lack of additional transport. 
support in the options presented. The major concerns were: 

• The cost of additional public transport for those on low incomes; 
• The burden placed on people from the additional travel requirements and potential for 

consequential impacts on physical and mental health; and  
• The difficulties associated with public transport for those with additional needs, 

summarised in one group as: 

“Extra and complex humanitarian demands on people with additional needs 
travelling from South Tyneside to Sunderland” 

Specific issues included: 

• Single parents travelling on public transport with young children, in terms of cost and 
managing them over a long journey; 

• Navigating a more complex street system in Sunderland for drivers from South Tyneside; 
• The increased costs for drivers from South Tyneside, in fuel, wear and tear and parking 

charges in travelling to Sunderland.  

THE CONSULTATION PROCESSES AND EVIDENCE BASE 
There was widespread discussion of the consultation processes themselves, the 
presentation of the options and the language used to describe them, as: 

• The option descriptions are all the same or very similar, the favourite in all of them is 
Sunderland, with South Tyneside facing service reduction in all of them. Equally the 
options are presented in such a way that it is clear the way the groups feel they are 
expected to express a preference. From one of the groups it is described as ‘loading the 
dice’ 

• The overall format of the consultation is too complex in its language and the number of 
services and options being considered. This was particularly true for the groups where 
English is not their first language, those with learning disability or cognitive impairment 
and the time pressured, parents specifically.  

• There were observations, particularly from stroke survivors, that: 

“…the options had been loaded to make you have to choose the best of a bunch of 
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unacceptable options and that there was no evidence to show that these options 
were necessary for consideration.”  

Concluding that the case presented to the groups offered no supporting evidence that 
options were an improvement in the “duty of care the NHS has to the residents of South 
Tyneside.” 

• What’s the point: While some groups were welcoming of the opportunity to be 
consulted on the options, there were a range of specific and sometimes heated opinions 
on this matter, notably: 
• Young people who feel their opinions are overlooked; 
• Disability groups who feel they are a ‘tick box’ consultee for the local authority and 

NHS organisations whenever there is an issue; 
• Single mothers who feel they have been consulted in the past on different issues 

only to have their views ignored. 

Overall, while continuing to support consultation the view is increasingly ‘what’s the 
point’ in contributing. 

 

10.1.3 Summary of key issues: Stroke Services 

OVERALL COMMENTS 
Overall the groups recognised that financial pressure and the need for modern services led 
to the need for a concentration of hyperacute and acute stroke services in one place, with 
24-hour, seven days a week access to specialist skills, care and equipment. Stroke survivors 
were delighted to be consulted on this issue. Despite this, it was also clear that this 
acceptance comes with several qualifications, namely: 

• The move to Sunderland of the hyperacute and acute services is likely to cause extra 
pressure on the Ambulance Service and Paramedics, which could have serious 
consequences for staff if this additional pressure is not supported; 

• The perceived lack of hyperacute and acute stroke care at South Tyneside in a time 
sensitive intervention, would disadvantage residents in receiving care to minimise long 
term damage in the so-call golden hour; and  

• Public transport from South Tyneside to Sunderland is a major issue described as 
‘geographical nightmare’, overall the view was that adding extra travel distance without 
focussed support is unacceptable. However, participants in the Sunderland coalfields 
area stated they were used to travelling some distance to SRH anyway, and “…failed to 
see why additional travel should or would be an issue…” (Stoke Survivors) 

QUALITY OF CARE AND A CENTRE OF EXCELLENCE (STROKE) 
The groups generally favoured the idea of a concentration of hyperacute and acute services 
in one area, recognising this provided a concentration of excellence in terms of skills, 
personnel, and equipment. 
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“…we agree with the clinical people...we’ve already moved stroke care from South 
Tyneside to Newcastle and Sunderland…that can cover everything at the same 
time…” (BME group, South Shields) 

“…the centralisations of services is far better than having a few mediocre 
services…” (Stroke Survivor’s Carer, Sunderland)  

INEQUALITIES 
The main issues related to service inequalities were associated with all three options for 
stroke services reorganisation – namely that South Tyneside would only have rehab services 
provided locally. These were viewed by many participants as being inadequate and were 
therefore considered to result in inequalities in service provision for South Tyneside 
residents.  

FINANCES AND REALITY 
Many, but not all, of the groups accepted the ‘reality’ as they perceived it that the 
reorganisation was based on the national pressure on NHS finances and the need to do 
more with less. However, there was a genuine desire to understand if these were real 
savings that could be reallocated or simply reductions in running costs. 

“What happens to the savings?” 

“Are the savings put into nurses and doctors for South Tyneside?” 

Underpinning this was the recognition that the benefits of centralising the acute and 
hyperacute services in one area outweigh other issues. However, the overall savings were 
felt to be relatively small. 

“Savings of £510,00 does not seem significant for such a change.” 

OPTION PREFERENCES AND THE STATUS QUO 
Option 1 was the preferred option for stroke services in the minority of cases where the 
groups were able to agree, mainly based on the cost saving element. But, those that did 
agree did so with the caveat that “dice heavily loaded” in favour of Option 1. 

All groups defended the current situation and felt that provision of hyperacute and acute 
services at SRH and STDH were the only equitable options. Perhaps better defined as status 
quo plus.  

10.1.4 Summary of key issues: Maternity and Women’s Healthcare Services 

OVERALL CONCERNS 
The major concern voiced in most groups over the two proposed options was the lack of 
Consultants on site at South Tyneside District Hospital. This was based on the assertion that 
child birth is not a simple, prescriptive event for anyone and reducing services would be to 
the detriment of the residents of South Tyneside, introducing a perceived unnecessary and 
unacceptable risk.  
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The time it takes to independently transport a mother in labour to Sunderland could have 
major detrimental effects. People unfamiliar with Sunderland, its road systems and 
transport would struggle with transport and extra costs incurred which would in turn create 
more issues and problems.  

The groups were also concerned about the proposed changes and felt that they were 
unnecessary and would be confusing for people who were accessing them. There was a 
general lack of confidence that the decision had not already been reached despite 
information provided to the contrary both verbally and in consultation documents.  

QUALITY OF CARE AND A CENTRE OF EXCELLENCE 
The groups felt that, despite previously expressed reservations about the lack of Consultant 
care at South Tyneside, the concentration of expertise on one site was a major benefit of 
the proposals. 

“Best care is most important” 

“Most of the patients would prefer to give birth in a more specialised hospital” 

The overarching concern is the safety of mother and child, supported by a centre of 
excellence in Sunderland. However, this aspect of safety was questioned for South Tyneside 
in terms of the extreme pressure this will put Midwives under; they will be called upon to 
assess need and to establish if a birth at the MLU was becoming higher-risk and have 
responsibility for deciding if this requires emergency transfer to Sunderland.  

There was a strong feeling that the downgrading of maternity services in South Tyneside 
would lead to an increase in home births in the borough.  There was also concern at the loss 
of a Special Care Baby Unit (SCBU), particularly amongst recent mothers. 

“…my baby was in the SCBU (at STDH) we need that here; I’d be scared if it wasn’t 
close...” 

AMBULANCE RESPONSE TIMES 
Again, linked to the issues of safety concern was expressed over the ability of the 
Ambulance Service to respond to pregnancies that become high risk/emergency very 
quickly. The specific concern was around transporting mothers’ in distress to Sunderland in 
time to be safe for both them and their baby.  

TRAVEL  
While the groups discussing the maternity options identified the concerns over travel 
discussed in the overall concerns there were specific concerns raised in relation to 
childbirth. This was mainly concerned with issues associated with travel to Sunderland from 
South Tyneside for higher-risk births at night time, particularly amongst communities where 
there are high levels of employment in the evening/night time economy, meaning partners 
are not always available.  

“Travel from South Shields to Sunderland to give birth during night time will be very 
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hard, time consuming and expensive” (BME group) 

OPTION PREFERENCES 
There was no clear preference expressed with the general feeling being that the ideal 
solution would be to provide the same level of staff and services in both Sunderland and 
South Tyneside.  

Where a preference for an option was expressed this was for Option 1.  

 

10.1.5 Summary of Key Issues: Children and Young People’s Healthcare (Urgent and 
Emergency Paediatrics) Services 

OVERALL CONCERNS 
Discussions in the groups highlighted the following overall concerns with the proposed 
options 

• Children get sick 24 hours a day, seven days a week and an appropriate inclusive service 
needs to reflect that. The groups highlighted a consistent concern that an illness or 
condition that starts off not being an emergency with a child can quickly become life-
threatening 

• As with the other services there was concern over the general downgrading of services 
at South Tyneside, particularly for a group as vulnerable as children and young people.  

QUALITY OF CARE AND A CENTRE OF EXCELLENCE 
The groups felt the needs of children to be paramount in this dialogue, the options should 
focus on delivering safe care always and in the most efficient way. For many this was 
unclear under the proposals, particularly for services in South Tyneside, this confusion 
summed up as: 

“…don’t understand, if you go and nurse can’t diagnose you would you be 
transferred to Sunderland?” “...wasted time, there and back and then sent to 
Sunderland…” 

AMBULANCE SERVICE RESPONSE TIMES 
There was a view that an increased number of ambulances would be needed to cover the 
transfer issues for children and young people between the twelve hour or nurse led services 
at South Tyneside to those in Sunderland. 

TRAVEL AND TRANSPORT 
There were several specific concerns raised over the issues of transport and travel in the 
care of children and young people, notably: 

What decision should be made about taking a ‘poorly’ child to South Tyneside at 
18:50 “how would the 8pm cut-off be managed, where should I go?” 

“How would the proposed service accommodate, and support families from South 
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Tyneside who have complex issues with transport, financial hardship, and lack of 
knowledge of the area?” 

ACCESS INEQUALITIES  
There was felt to be an inequity in access for parents, children, and young people through 
the changes in services in South Tyneside, specifically in terms of impacting on employment: 

“More time off work as I’ll need to go between 8am and 8pm’ 

The issue of access to an 8am to 8pm service was also highlighted for younger children, 
where symptoms are generally only noticed later in the day: 

“…don’t usually notice a rash until bath time…” 

HEALTH AND WELLBEING 
There were concerns raised over the general health and wellbeing of children and young 
people based on a delay in care if people can’t get to Sunderland and they decide to ‘wait 
and see’ if the issue will resolve itself. This was felt to lead to “more health problems for 
kids” and ultimately it “…might put kids in danger if you waited” 

OPTION PREFERENCES 
The preferred option where consensus was reached was for Option 1 on the basis that there 
would at least be Doctors at South Tyneside District Hospital for twelve hours a day. 
However, this was felt to be a compromise and ultimately led to downgrading of service at 
South Tyneside.  

 

10.1.6 Impact on Equalities Groups of the Proposals 

In addition to the discussions, participants at each of the focus group were asked to 
complete a monitoring form. As well as the standard demographics and satisfaction 
inquiries participants were asked the following question to help assess the impact of the 
options on the representative equalities groups: 

Q Can you think of any way in which the proposals in the Path to Excellence consultation 
will affect you more than other people?  

Where answers were provided18, it is possible to group these impacts around five major 
areas of concern, which broadly support the overall thematic concerns of the focus groups: 

• Impacts upon the family, for single parents, caused by moving service from South 
Tyneside to Sunderland; 

• Concerns related to the proposed options relate to specific present and future need 
from representatives of the equalities groups; 

• Developing trust in the new services and demonstrating respect for the specific needs of 
the community with additional needs; 

                                                      
18 It is important to note the relatively small response rate from the overall group attendance; however, these 
provide an insight to be investigated in the consultation dialogue. 
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• The impact on the overall health and wellbeing – their mental health included – of the 
equalities groups represented in discussions; 

• Representatives of the equalities groups resident in South Tyneside are more likely to be 
concerned about the additional travel burdens placed on them by the proposed move of 
services to Sunderland. This is largely due to a reliance on public transport, which 
presents complex challenges including, but not limited to, confidence, ability and 
communication. 

The grouped comments19,  leading to these themes are shown below:  

FAMILY IMPACTS: 
• As a single parent if I had to stay overnight in Sunderland it would be impossible 

regarding childcare/visits.  I would not see my daughter and if it was a prolonged stay 
this would be awful. 

FUTURE AND PRESENT NEEDS – SPECIFIC CONCERNS OVER THE OPTIONS: 
Reponses show a real concern for the ability of the proposed service changes on their 
specific needs, now and in the future: 

• At any time, I could have a stroke and require gynaecology services. 
• Because I am pregnant, and nobody can predict what labour will look like but in case of 

any emergency the women and baby are at risk. 
• I am a carer of a stroke patient. 
• As recently had to use emergency services. 
• I am a single parent with 3 children on a low income. 
• I have young children who may be affected to the changes 

TRUST AND RESPECT: 
• Need to be more ‘deaf aware’ and be more flexible to the deaf community.   We are 

human beings. 

HEALTH AND WELLBEING: 
• I have long term health problems and anxiety and travelling to Sunderland would make 

this worse.  

TRAVEL AND TRANSPORT: 
• If everything goes to Sunderland it will make getting my children to hospital harder (one 

is disabled, I always have to take both children along) 
• Lack of funds and transport. 
• Transport 
• Travelling would create anxiety as I'm nervous about medical appointments anyway. 
• Unable to drive.  Restricted walking.  

• Distance to travel and lack of transport (affordable).  
                                                      
19 Reported as verbatim from the anonymised data provided to SMP.  
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10.2 Travel and Transport Discussion Group 

In line with the principles of consultation as a continuous dialogue, the consultors 
recognised the importance of the issues around travel and transport arising in public groups 
convened a specific discussion on the issues. This event took place on the 4th of October 
2017 and was attended by 52 people.  

The discussions mainly, but not exclusively, focused around public transport and the use of 
taxis. The broad themes emerging from these discussions were: 

ACCESSIBILITY  
Discussion focused around the issues faced by people with physical disabilities using public 
transport to get to hospital for appointments and treatment. 

“…lady in a wheelchair…took…4 hours to travel by bus from Whitburn to 
Sunderland.  Not all the busses were wheelchair accessible and those who did had 
no space…either being used by another person or by someone with a pram...”   

“… how is a wheelchair user expected to get to hospital in the middle of the night – 
there are no wheelchair friendly taxis and the metro is not wheelchair friendly.  She 
has a family and is concerned that if her daughter is rushed to hospital in an 
ambulance she is unable to travel with her as the wheelchair won’t fit. 

There were also concerns raised around the provision of ambulance transfers for people 
with additional needs.  

“…(he) needed 2 people to take him to hospital for an appointment.  He rang NEAS 
and was told there would be two people to take him but not to bring him back and 
because of this he missed his appointment…” 

EXISTING AND EXTRA BUS AND METRO PROVISION 
 There was a major issue identified in the lack of direct bus services from STDH to SRH, 
which will have an impact on ability to travel by public transport. 

“…need a direct bus service, the direct service needs to be reinstated. The bus 
service from South Tyneside to Sunderland goes all through the borough and is not 
currently going to Park Lane. A bus operator needs to provide the service…”  

“…Want to go direct without changing, we need several buses on a borough wide 
basis – not just one bus service, that will take too long…” 

 “…need a direct bus service from Sunderland to South Tyneside hospital…” 

There were also concerns around using the Metro system to get to hospital.  

“Metro system is very unreliable – how will sick people cope?” 

“…concern about Metro safety at stations…” 
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There was a genuine desire to understand the role of the operator providing public 
transport and the extent to which they had been involved in the process so far.   

“We want to know what the bus companies have to say…” 

Tempered with a healthy level of scepticism around the issue of the same operators being 
‘for profit’ organisations: 

“…public transport operators will be richer but residents poorer.” 

Parents also felt there was an issue for them in terms of Paediatric services moving to 
Sunderland and the likelihood of high volumes travelling at the same time on public 
transport without the capacity to deal with them.  

“…only 2 prams on a bus at one time… wheelchair priority over prams…access to 
buses?” 

PRIVATE TRANSPORT (TAXIS) 
It was acknowledged that taxis offered the most flexible means of getting to hospital for 
those without their own car or access to other means of transport. It was also 
acknowledged that the  

“…people can’t afford to get taxis...” 

“Taxi fares are £11 a day and £16 after 10pm...” 

This was particularly difficult for people with low incomes.  

People who are unemployed won’t use them for transfers. 

It was also commented on that while there is existing support for people who need to 
use taxis this is a limited facility which could be useful if more widely available.  

The taxi card facility is not for everyone. 

OUT OF HOURS? 
The relocation of services from South Tyneside to Sunderland was particularly troubling 
when considering the need to travel at night for those lacking their own transport.  

This centred around general concern about night time discharge or completion of treatment 
and being unable to return to their own home, again coupled to concerns over cost of other 
forms of transport.  

“Overnight we need a 24-hour patient mini bus service to take people back to their 
home…” 

This was particularly troubling for those with children who have additional needs requiring 
care in the night.  

“…how do you get a child who is disabled from one place to another overnight?” 
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AMBULANCE SERVICE RESPONSES 
The overall comments around the Ambulance Service focused on the perceived lack of 
concrete information around their responses to the proposals and the difficulty in 
making any informed input into the consultation.  

“…there is not clear evidence re NEAS to consult properly…” 

 “Discussions with NEAS have been taking place for over a year and we are still no 
further forward.” 

It was also noted that the Path to Excellence is a phased process, with concern raised over 
the effect of additional change on NEAS services. The worry was that this had not been 
accounted for in planning or cost saving calculations.  

“…this is just the first phase – what will happen when more trusts come together – 
what will the overall impact on NEAS be across the region…” 

Service specific issues were also raised, in particular the ability of ambulances to respond to 
Strokes and ensure the patient is treated within the ‘golden hour’.  

“Stroke: does the 12-minute transfer time include the time you wait for a blue light 
ambulance?”  

Passenger Transport Service (PTS) ambulances were also seen as an issue, particularly for 
those reliant on them and needing to attend appointments at short notice.  

“…booking PTS ambulance - need 5 days’ notice…” 

PARKING 
The first and most common comment made around parking was the cost, seen as a major 
barrier to access for patients, family, and visitors.   

“Car parking fees should be abolished or there should be a system to get a free slot 
if you are a regular visitor.” 

“Stop parking charges for all staff and patients.” 

This was also supported by several suggestions of practical solutions to the issue, mostly 
focused on aiding staff parking to help families and visitors.  

Staff to use multi-story car park which is separate to patients – also safer as they 
will leave through a separate entrance…free up space for patient parking. 

 COST (PARTICULARLY FOR THOSE ON LOW INCOMES) 
The most notable concern in this area was the affordability of transport for those on low 
incomes, particularly those living in areas of deprivation. 

“…high unemployment/poverty in South Tyneside – people can’t afford to get 
taxis…” 
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Furthermore, the proposed move to Sunderland of services from South Tyneside was felt to 
add worries about the cost of transport in already difficult time. A specific example was 
given in relation to Stroke services.  

“…how does someone get to hospital to visit their loved ones when they are dying 
in the middle of the night?  There is no public transport and taxis are expensive…” 

This issue was also discussed in relation to Maternity services.  

“…women can’t afford to go home currently from maternity at South Tyneside…” 

This is linked to the discussions around support for transport needs and the need to 
overcome any attached stigma to ensure those who need it most are able to access help 
with transport. 

“…parents don’t apply for free school meals so how will they apply for transport 
help...” 

This was extended to cover all patient travel needs.  

Patient transport should not be means tested, but be available to those who 
genuinely need it. 

ADDITIONAL BURDENS ON RELATIVES AND FRIENDS 
The most significant issue was in relation to immediate family, partners and the additional 
pressure travelling from South Tyneside to Sunderland will put on them.  

“…neighbour’s husband…suffered a stroke and had been taken to Sunderland 
hospital – where he later died.  She spent all day travelling back and forward to 
Sunderland from South Shields to visit her husband and then come back to see to 
her dog.  This took her all day and cost her a fortune.  She would have had a much 
better quality of life if her husband had been in South Tyneside and someone could 
have looked after her dog, taking the pressure off her...” 

This was also extended to include the wider family, the need to visit and the potential 
isolation of patients if this is not possible. 

“…how will anyone without a car (family/visitors) get back to South Shields from 
Sunderland…” 

The group recognised this burden to include both time and money, resources in very short 
supply for many people.  

“…Cleadon Park to Sunderland bus station £3 and takes 78 minutes…” 

TRAVEL AND TRANSPORT ANALYSIS CONCERNS 
There was some scepticism of the validity of the field testing used in the transport 
impact assessment and the assumptions contained around travel times. 

Is the field testing late at night/overnight?  
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“(I) dispute 20-minute time to SRH from South Shields.  There are lots of bus 
changes and this is particularly difficult for mums with kids. Whiteleas takes 3 
buses, Hebburn 2/3 buses – therefore, not 20 minutes with lots of bus 
connections…” 

In some cases, people involved in the qualitative discussions held the perception that 
evidence was not available on the travel and transport issues during the consultation 
period, despite its publication and widespread availability.  Consequently, some 
respondents felt meant decisions were being made without having the facts available.  

Evidence will appear later, and public won’t get a chance to have a say – will the 
consultation be extended? 

ALTERNATIVE SOLUTIONS 
The group did offer several practical suggestions to address the travel issues, which were: 

Provision of travel advice at both hospitals to support travellers  

“…travel plan coordinators at SRH and STDH…” 

The adoption of more community focused, not-for-profit solutions to transport issues.  

“…community transport/subsidised shuttle bus…” 

The use of technology as an alternative to travelling such as telemedicine: 

“Stroke consultants do video inks in SRH so why can’t we do that in STDH?” 

 

10.3 Staff Q&A events 

Consultation groups were held to provide the staff in the services impacted by the options 
put forward in the Path to Excellence consultation with the opportunity to contribute to the 
consultation process. In total twelve clinician led briefing sessions were conducted in either 
South Tyneside District Hospital (STDH) Lecture Theatre of Sunderland Royal Hospital (SRH) 
Lecture Theatre.  

These briefing sessions were attended by 174 members of staff from the three services the 
subject of Phase 1 consultations. The details of these sessions are shown below.  

Service Date and Venue Staff Attending 
Stroke Services 26th September 2017, STDH 

29 September 2017, STDH  
20 September 2017, SRH 
20 September 2017,  

13 
8 
7 

19 
Maternity and Gynaecology 
Services 

21 September 2017, STDH 
22 September 2107, STDH 
8 September 2017, SRH 

31 
21 
10 
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20 September 2017, SRH 9 
Paediatrics Services 27 September 2017, STDH 

3 October 2017, STDH 
8 September 2017, SRH 
28 September 2017, SRH 

13 
26 
10 
7 

TOTAL 174 
 

The overall sentiment of the staff groups, irrespective of the service focus of the discussion, 
was reflected in the following points: 

• Concern/disapproval that as a group they had not been involved in the pre-consultation 
stages of this exercise. The feeling was their expertise and experience had been 
overlooked and where they had 

• A real uncertainty over the security of jobs and anxiety over an unknown, not fully 
described, new job role with undetermined risk and protections.  

• There is a reliance on a responsive ambulance service, staff feel this has not been 
confirmed which makes meaningful discussion difficult, if not impossible.  

Recent experience of a request for an 8-minute ambulance transfer which took 45 
minutes. 

NEAS response and risk assessment hasn’t been shared – asking for comment with 
the full facts 

 

10.3.1 Stroke Services 

CONSULTATION PROCESS AND THE OPTIONS 
There was a general concern that the documentation and wording of the options were 
heavily leading the decisions. 

All the documentation seems to support Option1 – are staff being told this is the 
only option 

OPERATIONAL REALITY? 
While there was a positive recognition of the fact that other realities than individual fault 
are drivers for these changes, including long term recruitment difficulties. However, there 
were concerns that the options seemed to have been developed in isolation, without staff 
consultation and involvement in the early stages.  

None of the senior therapy staff were involved in the early stages of preparing the 
consultation 

Can staff put forward their own options? 
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COSTS 
It is not clear where the financial models come from, and until costs are understood it is 
difficult to become fully engaged.  

CAPACITY AT SUNDERLAND 
There was a concern over the overall capacity of the facilities and staff at Sunderland to 
cope with the increased demand. 

REHAB/REABLEMENT  
Staff felt that while the service would benefit from the proposals, the major omission was 
consideration of the discharge support and service offers. 

“Care packages are influencing length of stay, dependent on borough…” 

SAFE STAFFING 
Once the changes are implemented and the temporary measures lifted will the need to 
meet NICE safe staffing levels have a negative impact on savings or has this been 
considered? 

PRACTICAL ISSUES 
There were a number of practical issues not fully explained or explored in the options such 
as: 

“if we get a suspected stroke via ambulance in ED but the diagnosis is not stroke 
would the patient be repatriated back to South Tyneside?” 

“Would patients from South Tyneside have to move to STDH even if they chose not 
to? 

 

10.3.2 Children and Young People’s healthcare Services  

STAFF CONSULTATION 
Some staff feel their opinions are neither listened to nor valued and that a third option put 
forward for Paediatric A&E was not considered. More importantly, they feel that the reason 
for this was not communicated to them. 

IDENTITY 
The general feeling among staff was that South Tyneside District Hospital was being 
systematically downgraded and with this comes a loss of identity as a hospital. 

TRANSPORT 
The move to Sunderland was of great concern, for staff who will be required to travel and 
more importantly for the residents of South Tyneside. Many cannot afford to travel to 
Sunderland and this was felt to be likely to have a long-term impact on the health of local 
children where parents will delay care for financial reasons.  
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ADULT A&E? 
Staff felt strongly that children and young people should not have to be treated in adult A&E 
between 8pm and 8am, citing concerns over drunkenness, violence, and aggression. They 
were particularly concerned over existing A&E staff being trained in paediatric medicine 
when the skills already exist in them. 

MINOR ISSUES 
It was not clear what the pathway was for children presenting with minor health conditions, 
particularly out of hours. 

CONSULTANT REVIEW 
The need for consultant review and how this would be handled is not clearly explained in 
the options, leading to concerns over patient safety. 

EVIDENCE BASE AND 24-HOUR DEMAND 
The overall evidence base to support the options was queried and the decision to close from 
8pm to 8am.  8pm-12pm was highlighted by a number of respondents to be the 
departments busiest time. 

CAPACITY 
Overall, along with other services, staff have concerns over the ability (capacity) of SRH to 
cope with the increased demand.  

 

10.3.3 Maternity and Women’s Healthcare Services  

THE IMPACT ON COMMUNITY TEAMS 
In terms of the impact of the options on community teams, staff feel that this does not 
appear to have been thought through and that Option 1 is likely to see an increase in home 
births and increased risk for high risk women. 

MIDWIFE LED UNITS (MLU) 
There was a general concern over recent history of MLU closures across the region, coupled 
with concerns over no specialist Doctors being at STDH  

Low risk is a retrospective diagnosis. You can’t foresee complications.  

Evidence for locating MLU in South Tyneside 

“You cannot compare it to an affluent area…we have higher levels of deprivation 
and morbidity” 

 “…Option 1 is nonsense and just to make Joe public reassured that they have a 
unit. Why would we put our staff through that when we know they don’t work…” 

“Many women will come to a high-risk unit because they think they’ll get better 
care…” 

However, some midwives supported the MLU 



The Path to Excellence Consultation Analysis – Final Draft Report 5th December 2017 

96 
 

“If there is a MLU at STDH, I would want it to be successful, however Im aware they 
are under pressure. I support a MLU, but it will be important to have excellent 
transport.” 

ROLE OF STAFF 
Pre-consultation business case, not specific about integration of community teams and the 
role of those who don’t drive in this integration 

“…we need to get away from seeing ourselves as two separate units and have staff 
working across both sites…” 

TRAVEL IMPACT  
Query evidence base and concerns over ‘facts’ cited in the travel impact assessment: 

“…need to be clear about transfer times and we don’t have that detail yet from 
NEAS...” 

STAFF 
There is a general level of disquiet about the staffing implications of the proposals: 

“…most midwives are wondering about their jobs. We need to know how many 
midwives will be needed…” 

“…some…are terrified of working in a free standing MLU – will midwives be given a 
choice of where they work? 

11 Individual Submissions  

11.1 Introduction  

To ensure as fair an opportunity as possible was given for all to provide a contribution to the 
Phase 1 Pathway to Excellence consultation direct communications were accepted and 
actively encouraged.  In total 57 submissions to the consultation were received from the 
following: 

• Health Scrutiny and HealthWatch organisations; 
• NHS Organisations; 
• VCS Organisations – including national organisations; 
• Patients and public; 
• NHS staff groups including governors; 
• Trade unions and staff groups 
• Elected representatives, Members of parliament and political parties.  

The detailed submissions were collected centrally by NECS during the consultation period 
and are available to consider in the ongoing decision-making process. The summary of these 
responses, and broad emerging themes are discussed in turn in the remainder of this 
section.  
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11.2 Health Scrutiny and Healthwatch organisations 

Submissions were received from: 

• HealthWatch South Tyneside 
• HealthWatch Sunderland  
• South Tyneside and Sunderland JHOSC 
• South Tyneside Council 
• Sunderland Health and Wellbeing Board 
• Durham County Council 

11.2.1 HealthWatch  

CONSULTATION PROCESS 
The level of involvement by the programme team and the appointment of an independent 
assessor (the Consultation Institute) was welcomed, but there were criticisms of the 
process, namely: 

• Easy Read versions being available late (Note: Easy Read versions were made available in 
September)   

• Comment that they considered uptake at consultation events to be low despite 
proactive publicity 

• The perception that minority groups were involved late, and a request for a detailed 
breakdown of representation and attendance; 

OPTIONS 
There was support for the options, with the caveat that travel, and access were major issues 
in all.  

DOWNGRADING SOUTH TYNESIDE HOSPITAL 
There is concern STDH is being downgraded which causes concerns for the future.  

TRAVEL AND TRANSPORT 
There are concerns over the impact of the travel times and availability of public transport. 
There are also concerns over the ability of NEAS to support the proposed options. 

11.2.2 Health Scrutiny 

Responses from the scrutiny function of the local authorities gave support for the 
consultation process, with specific concerns around: 

• The impact on local authority social care budgets through frequent NHS changes 
• Assurances that dialogue is happening between the other STP footprints in the region 
• Consideration of the need to retain a SCBU at South Tyneside 
• Enhancement of rehabilitation services 
• Assurances from NEAS on their capacity to support these changes 
• Consideration of the availability of specialist paediatric nurses out of hours at STDH 
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• Transport and travel issues being addressed 
• Service safety is paramount 
• The ability of SRH to cope with increased demand is considered 
• The future of STDH is considered in this consultation and beyond, including MLU viability 
• Staffing issues and delivery models are fully developed 
• A review of the consultation process and logistics is conducted 

All have qualified their interim position with a request for a further presentation of the final 
results of the consultation before any decision is made.  

11.3 NHS Organisations 

Submissions were received from the following NHS organisations – including clinical 
networks and local NHS commissioner or provider organisations: 

• Child Health Network, NHS England  
• City Hospitals Sunderland NHS Foundation Trust 
• Gateshead Health NHS Foundation Trust 
• Maternity Clinical Advisory Group - NHSE 
• Newcastle Gateshead CCG 
• Newcastle upon Tyne Hospitals NHS Foundation Trust  
• North of England Clinical Networks 
• Northern Neonatal Transport Service (NNeTS) 
• Northumberland CCG 
• Screening and Immunisation - NHSE 
• South Tyneside NHS Foundation Trust  
• NTWD LMS Board   
• North East Ambulance Service (NEAS) 

All NHS organisations recognise the clinical and workforce issues driving the changes and 
support the principles and recognise the safety of the options, with specific concerns 
around: 
• Ambulance Response Times; and  
• The sustainability of MLUs and a need to learn from elsewhere.  

Both NEAS and NNeTS have provided detailed submissions on their capacity and capability 
to meet the changes in the Options being consulted on. This will be considered in decision-
making.  

11.4 Voluntary and Community Sector (VCS)/Third Sector Organisations – Including 
National Organisations 

Responses to the consultation were submitted directly from the following organisations 
from the community and voluntary sector, either locally or nationally, with an interest in the 
process. Submissions were received from: 
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• Alzheimer’s Society  
• Hearing Loss UK  
• South Tyneside TEN young carers  
• Stroke Association 
• Young Parents Pathway - Places for People Living+ 

The observations and requests related to the Path to Excellence Phase 1 consultation were: 

• The incorporation of dementia assessment in new Stroke care services; 
• Travel and transport impacts in both cost and time in all service proposals 

o The impact on young carers  
o The impact on young people and families  

• Concerns over the proposed Stroke services 
o Transport for carers (public transport between sites is poor). 
o Access to carer support services in South Tyneside (i.e. mechanism put in 

place to familiarise Sunderland staff with South Tyneside services). 
o Ensuring effective discharge planning is in place to support people going back 

home in South Tyneside. 
o Need to ensure good communication between South Tyneside and 

Sunderland Community Stroke Team services. 
• Ensuring safety and safeguarding in the proposed changes 

11.5 Patients and Public 

A total of fourteen responses to the consultation were received from patients and members 
of the public. These are presented as broad themes, recognising the commonality in the 
discussions.  

11.5.1 Detailed Technical Responses 

Submissions included very detailed and comprehensive analysis of the proposals, supported 
by petitions opposing the options proposed for service reorganisation on the grounds they 
represent a fundamental downgrading of South Tyneside District Hospital and the local 
community. 

The petition supporting this response attracted 30,692 signatures. 

These responses have been received directly and are being considered by the CCG.   

11.5.2 Summary of Key Themes 

TRANSPORT 
The majority of submissions focused on the transport difficulties in making the journey from 
South Tyneside to Sunderland. The two main issues were cost for those who could least 
afford it and the lack of any direct connection by public transport. 
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These submissions contained various suggestions for improving this situation from 
reinstating bus services to an NHS shuttle bus between the two sites.   

WHY SUNDERLAND? 
A small number focused on the suggestion that instead of moving services to Sunderland, 
instead they should move to South Tyneside.  

AMBULANCE RESPONSE TIMES 
Concerns were raised over the increased ambulance transfer times to Sunderland for South 
Tyneside residents and the worry over a detrimental impact this will have on care. 

TRUST  
 A small number of submissions focussed on a lack of trust in the services provided by South 
Tyneside District Hospital, offering support for the move to Sunderland Royal Hospital.  

COMMUNITY AND SOCIAL CARE 
There was some criticism of the consideration of hospital care without considering changes 
in community care and rehabilitation along with the availability and cost of social care. 

SHIFTING SERVICES TO OTHER AREAS 
A feeling was expressed that for communities in South Tyneside, that moving services to 
Sunderland would instead see people seeking care at Gateshead or Newcastle, which have 
better transport links.  

11.6 NHS Governors and Staff 

Submissions were received from 

• Joanne Proffitt, Community Stroke Team, South Tyneside NHS Foundation Trust 
• Fiona Kerr South, Tyneside Paediatric ED 
• Melanie Soutar, Matrix Young People's Service 
• Alan Roulston, Professor Emeritus in Disability and Long-Term Conditions. Former Co-

Chair of NIHR Research for Patient Benefit (North East) 
• Graeme Howe South Tyneside NHS Foundation Trust Governor 

The main concern of this group was the impact of changes to travel and transport in the 
proposals which will have a very negative impact on services and safety if no mitigation is 
taken. 

11.7 Trade unions and staff group representatives 

Submissions were received for consideration in the consultation from: 

• Royal College of Midwives  
• South Tyneside NHS Foundation Trust Delivery Suite Manager  
• Sunderland Trades Union Council 
• Unison 
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• Unite 
• Gateshead and South Tyneside Local Medical Committee 

The RCM wholly endorsed Option 1 as being “…in keeping with the latest evidence-based 
guidelines and maternity policy; Option 2 contravenes these and would be a disservice to the 
women and families of the region…” However, in summary, whilst there is support from the 
RCM, other trade union and staff group representatives commonly oppose the changes on: 
• Workforce issues; 
• Safety grounds; 
• Lack of meaningful engagement of staff in the consultation process; 
• Capacity issues at Sunderland; 
• The long-term impact on South Tyneside. 

These are presented as well thought out and reasoned arguments that will be considered in 
the final decision-making process  

11.8 Elected representatives, Members of parliament and political parties.  

Submissions were received from: 
 
• Millfield Branch Labour Party 
• South Shields Constituency Labour Party 
• South Tyneside Labour Group 
• Sunderland Central Constituency Labour Party  
• Stephen Hepburn MP Jarrow Constituency  
• Emma Lewell-Buck South Shields MP 
• South Tyneside Green Party 
 
Overall the proposals were opposed by MPs who cited the interests of their constituents as 
being seriously disadvantaged by these proposals, both as patients and staff. 
 
The constituency parties also expressed strong opposition but were supportive of the work 
of local trade unions and community activists to represent their views.   
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12 Summary of Findings 

Consideration of the analysis shows that: 

1. There is a clear consensus on preferred options in quantitative feedback where a 
choice has been made, but less so in the qualitative discussions; and 

2. There are a range of overall concerns expressed about the options available by 
respondents in qualitative discussions.  

Each of these areas is discussed in turn below.  

Overall Concerns 

Consideration of the results of the consultation tell us that there are specific concerns over 
the following areas: 

• There are specific concerns that the options all result in a downgrading of services and 
facilities at South Tyneside District Hospital. Linked to this are concerns over the estates, 
facilities and staff at Sunderland Royal Hospital being able to cope with the increased 
volume of patients and visitors.  

• The issues of travel and transport from South Tyneside to Sunderland for residents of 
the former borough are of major concern in term of additional driving time for those 
with cars and the significant burdens on relying on public transport with no direct links 
for those without. 

• There is concern that equalities, special interest groups and those living in deprived 
circumstances will be significantly disadvantaged by the proposals in terms of access and 
financial costs; 

• The additional travel burdens for patients, carers and visitors are felt to have a 
potentially detrimental impact on their health and wellbeing; 

• The ability of Ambulance Services to provide safe and timely transfer services for South 
Tyneside residents travelling to Sunderland in urgent or emergency circumstances was 
questioned. Specifically, meeting the golden hour treatment for stroke victims, 
situations where labour deteriorates and children and young people needing A&E 
services – either under a nurse led service or ‘out of hours.’. 

Preferred Option Stroke Services  

• The quantitative methodologies reporting on preferences for the options indicate a 
clear preference for Option 1 in most of the Reponses.     

• In qualitative discussion in the minority of cases where the groups were able to agree 
Option 1 was preferred for stroke services, mainly based on the cost saving element.   

All groups defended the current situation and felt that provision of hyperacute and 
acute services at SRH and STDH were the only equitable options, perhaps better defined 
as status quo plus.  
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Preferred Option Maternity and Women’s Healthcare Services  

• In most of the quantitative methodologies there is a preference for Option 1.  

• In qualitative discussion there was no clear preference expressed with the general 
feeling being that the ideal solution would be to provide the same level of staff and 
services in both Sunderland and South Tyneside. Where a preference for an option was 
expressed this was for Option 1.  

Preferred Option Children and Young People’s Healthcare Services  

• In the quantitative methods, for Children and Young People’s Healthcare Services, 
Option 1 is the preferred option in most cases.   

• In qualitative discussion the preferred option where consensus was reached was for 
Option 1 on the basis that there would at least be Doctors at South Tyneside District 
Hospital for twelve hours a day. 

•  However, this, and in particular, the 8am-8pm service proposal, was felt to be a 
compromise and ultimately led to downgrading of service at South Tyneside.  

 

Alternative Solutions  

In addition to the wealth of feedback from all methods, several practical suggestions to 
address the travel issues were suggested: 

• Provision of travel advice at both hospitals to support travellers  
• The adoption of more community focused, not-for-profit solutions to transport issues 

(shuttle buses.) 
• The use of technology as an alternative to travelling such as telemedicine: 

In addition, as an alternative to the options considered, it was suggested, as a series of 
undefined comments, that the inclusion of ‘focusing main service provision and developing a 
centre of excellence in South Tyneside’ as an additional option.  
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13 Appendix One: Detailed Consultation Options for All Services 

OPTION OPTION DETAIL IMPACT 

Stroke Services 
Stroke Option 1:  
 

• Combine all hyperacute and acute stroke care 
at Sunderland Royal Hospital 

• Patients from both South Tyneside and 
Sunderland will have their continuing hospital 
based rehabilitation at Sunderland Royal 
Hospital before being discharged to their local 
community stroke teams who will provide any 
further rehabilitation and support locally 

 

• This option would deliver the greatest clinical improvements 

• It would fund more therapy staff to improve recovery 

• It would be a more appealing working arrangement to help 
recruit medical staff 

• Local clinics for people who have a mini stroke (TIA) would be at 
both hospital sites 

• Visitors of 240-300 South Tyneside patients each year (less than 
1% of the population) will experience additional travel 

• £510,000 savings would be possible 
This option is preferred by the clinical teams. 

Stroke Option 2:  • Combine all hyperacute and acute stroke care 
at Sunderland Royal Hospital 

• After seven days, patients who live in South 
Tyneside can be moved to South Tyneside 

• District Hospital for continuing in hospital 
rehabilitation before being discharged to their 
local community stroke rehabilitation team for 
support locally 

• Sunderland patients will continue to receive 
their stroke rehabilitation care at Sunderland 
Royal Hospital before being discharged to their 

• Working arrangements would be less appealing to staff 

• Would still present difficulties in ensuring adequate doctor cover 

• Mini stroke or transient ischaemic attack (TIA) clinics would be 
available at Sunderland Royal Hospital as there would not be 
enough medical staff to provide clinics at both hospitals 

• Visitors of 240-300 South Tyneside patients will experience 
additional travel for seven days 

• No savings would be made to invest in more clinical 
improvements 

• This would require an additional investment of £431,000 
This option is not preferred by the clinical teams 
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local community stroke rehabilitation team for 
support locally 

Stroke Option 3:  • Combine all hyperacute stroke care at 
Sunderland Royal Hospital 

• After three days, patients who live in South 
Tyneside can be moved to South Tyneside 
District Hospital for their acute stroke care and 
continuing in hospital rehabilitation before 
being discharged to their local community 
stroke rehabilitation team for support locally 

• Sunderland patients will continue to receive 
their acute stroke care and in hospital 
rehabilitation care at Sunderland Royal 
Hospital before being discharged to their local 
community stroke rehabilitation team for 
support locally 

Working arrangements would be less appealing to staff 
• Would still present difficulties in ensuring adequate doctor cover 
• Mini stroke or transient ischaemic attack (TIA) clinics would be 

available at Sunderland Royal Hospital as there would not be 
enough medical staff to provide clinics at both hospitals 

• Visitors of 240-300 South Tyneside patients will experience 
additional travel for seven days 

• No savings would be made to invest in more clinical 
improvements 

• This would require an additional investment of £431,000 
This option is not preferred by the clinical teams 

Maternity (Obstetrics) and Women’s Healthcare (Gynaecology) Services 

Obstetrics and 
Gynaecology 
Option 1 

• Retaining a consultant-led maternity unit at 
Sunderland Royal Hospital and continuing to 
provide alongside midwifery-led care for low 
risk births 

• Developing a free-standing midwifery-led unit 
at South Tyneside District Hospital for low risk 
births 

• Women with a low risk pregnancy would have four birthing 
choices (home birth, freestanding midwifery-led unit (MLU), 
alongside midwifery-led care and consultant-led unit) 

• All women with higher-risk pregnancies would give birth at 
Sunderland Royal Hospital  

• Approximately 320 women from South Tyneside would give birth 
at the freestanding MLU at South Tyneside each year 
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• The provision of community midwifery care, 
including all community antenatal and 
postnatal care will remain unchanged 

• Providing inpatient gynaecology surgery from 
Sunderland Royal Hospital while continuing to 
provide day-case operations and outpatients 
consultations at both South Tyneside District 
and Sunderland Royal Hospitals 

• Single special care baby unit at Sunderland 
Royal Hospital 

• Approximately 460 women from South Tyneside with high-risk 
pregnancies would give birth at Sunderland Royal Hospital. A 
further 520 may choose to give birth at Gateshead or Newcastle 

• £1.13 million savings would be achieved. 
 

Obstetrics and 
Gynaecology 
Option 2 

• Retaining a consultant-led maternity unit at 
Sunderland Royal Hospital and continuing to 
provide alongside midwifery-led care for low 
risk births 

• The provision of community midwifery care, 
including all community antenatal and 
postnatal care will remain unchanged 

• Providing inpatient gynaecology surgery from 
Sunderland Royal Hospital while continuing to 
provide day-case operations and outpatients 
consultations at both South Tyneside District 
and Sunderland Royal Hospitals 

• Single special care baby unit at Sunderland 
Royal Hospital 

• Women with a low risk pregnancy would have three birthing 
choices (home birth, alongside midwifery-led care and 
consultant-led unit) 

• There would be no provision to give birth in South Tyneside 
District Hospital, home birth would remain a choice for low risk 
women in South Tyneside 

• All women with higher-risk pregnancies would give birth at 
Sunderland Royal Hospital  

• Around 780 South Tyneside women would give birth at 
Sunderland Royal Hospital and 520 may choose to give birth at 
Gateshead or Newcastle each year 

• There would be no provision to give birth in South Tyneside 
District Hospital, home births would still be possible 
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• An investment of around £300,000 would be needed to increase 
space 

• £1.16million savings would be achieved 

Obstetrics and 
Gynaecology 
Option 1 & 2 

N/A • Women from Sunderland and parts of County Durham could 
choose to continue to give birth at Sunderland Royal Hospital 

• Antenatal and out of hospital postnatal care would take place 
locally 

• Dating scans and consultation appointments would be available 
at both hospitals 

• A single special care baby unit at Sunderland Royal Hospital 
would continue to serve South Tyneside and Sunderland 
communities 

• All gynaecology care requiring an overnight stay would take 
place at Sunderland Royal Hospital 

• Around 400 women from South Tyneside would receive 
gynaecology care at Sunderland Royal Hospital with 
approximately 200 women receiving care at Gateshead or 
Newcastle 

• Routine day case gynaecology surgery would be available at both 
hospitals 

• Visitors from South Tyneside would experience additional travel 
to Sunderland Royal Hospital or Gateshead. 

There is no clinically preferred option 
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Children and Young People’s Healthcare Services 

Children and 
Young People’s 
Healthcare 
Services Option 1 

• Provision of a seven-day, 12 hour (8am to 
8pm) paediatric emergency department and 
children’s short stay assessment unit at South 
Tyneside District Hospital with 24-hour, seven 
days a week paediatric emergency department 
at Sunderland Royal Hospital  

• Eight out of ten patients from South Tyneside would continue to 
be treated locally 

• Approximately 3,000 patients from South Tyneside who need 
urgent and emergency care overnight would be treated at 
Sunderland Royal Hospital each year, with approximately 400 
treated at Gateshead or Newcastle 

• It would be possible to provide more specialised children’s 
outpatients clinics in South Tyneside 

• Would cost approximately £370,000  

Children and 
Young People’s 
Healthcare 
Services Option 2 

• Development of a nurse-led paediatric minor 
injury or illness service between 8am and 8pm 
at South Tyneside District Hospital with a 24 
hour, seven days a week paediatric emergency 
department at Sunderland Royal Hospital 

• Six out of ten patients from South Tyneside would continue to be 
treated locally 

• Around 6,600 patients from South Tyneside needing specialist 
treatment would be treated at Sunderland Royal Hospital each 
year with approximately 700 of those treated at Gateshead or 
Newcastle 

• It would be possible to provide more specialised children’s 
outpatients clinics in South Tyneside 

• Savings of £220,000 would be made 

Children and 
Young People’s 
Healthcare 

N/A • Provide locally accessible 7-day urgent and emergency 
children’s services at South Tyneside and Sunderland during 
peak times of need 
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Services Option 1 
& 2 

• Offer specialised care at Sunderland Royal Hospital for more 
seriously ill children and young people 

• Would improve the quality and experience of care. 
• Would involve some additional travel for families of South 

Tyneside patients requiring more specialist care or urgent 
treatment 

• Sunderland and some County Durham patients would access 
urgent and emergency children’s care at Sunderland Royal 
Hospital  

There is no clinically preferred option. 
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14 Appendix Two: Targeted Equality Focus Groups Demographics 

14.1 Introduction 

The Equalities Impact assessment activity conducted by the Path to Excellence programme 
identified those protected characteristic and other equalities groups most likely to be 
affected by the proposed service changes.  

32 focus groups were convened and moderated by Voluntary and Community Sector 
(VCS)/third sector partners across South Tyneside and Sunderland, though only 28 were 
reported for analysis.  Originally planned for September/October but running into 
November, the sessions reached as far as possible the identified target groups likely to be 
affected by the proposed service changes.  

To understand the extent to which the focus groups were representative of the protected 
characteristics groups and additional targeted special interests (people living in deprived 
neighbourhoods, people over 65, teenage mothers) participants at each group were invited 
to complete an equality monitoring form. The results of which are shown below. 

14.2 General Demographics 
Do you consider yourself Disabled 
Blank/No Response 18 
No 95 
Rather not say 2 
Yes 30 
Grand Total 145 

 

Are you Currently Pregnant 

 

Partner/Spouse Currently 
Pregnant  

 

Do you currently have a 
child of less than 24 
months 

Blank/No Response 22 Blank/No Response 34 Blank/No Response 14 
No 113 No 100 No 118 

Rather not say 7 Rather not say 10 Rather not say 1 

Yes 3 Yes 1 Yes 12 

Grand Total 145 Grand Total 145 Grand Total 145 

 
Sex  Sexuality 

Blank/No Response 6  Blank/No Response 13 
Female 117 Bisexual 4 
Male 22 Gay 8 
Grand Total 145 Heterosexual or straight 113 

 Lesbian 4 
Rather not say 3 
Grand Total 145 
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Race  Religion 

Blank/No Response 10 Blank/No Response 137 
Asian/British Asian: Bangladeshi 20 Atheist 1 
Asian/British Asian: Chinese 2 Catholic 1 
Asian/British Asian: Indian 6 CofE 1 
Asian/British Asian: Pakistani 1 Hindu 4 
Black/British Black: African 5 Jehovah's Witness  1 
Mixed race: Asian & White 10 Grand Total 145 
Mixed Race: Black & White 3   
Other (please specify) 13 Age 
Rather not say 4 Blank/No Response 17 
White: British 67 16 to 17 4 
White: European 3 18 to 24 7 
White: Irish 1 25 to 34 26 
Grand Total 145 35 to 44 20 
   45 to 54 24 
   55 to 64 25 
   65 to 74 13 
   75 or older 9 
   Grand Total 145 

14.3 Living in a Deprived Neighbourhood 
Using the first three characters of the postcodes provided on the monitoring form20and 
using a look-up table provided by the NECS Informatics team the approximate Index of 
Multiple Deprivation (IMD) scores, 1-10 with 1 being highest level of deprivation.   

From the table below, it can be seen the bulk of participants are from areas in the top third 
most deprived areas in England.  

IMD Score Total  
1 19% 
2 22% 
3 12% 
4 9% 
5 8% 
6 3% 
7 6% 
8 5% 
9 6% 

10 8% 
Grand Total 100% 

  

                                                      
20 Only the first three characters were asked for and recorded to prevent identifiability to individual address.  
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15 Appendix Three:  Equalities Groups – Key Issues from the Focus Groups 

In the main report, a narrative of the main themes from the focus groups is presented. This 
appendix concentrates on the specific issues reported by the targeted equalities groups. 

It is worth pointing out that the general themes of support and concerns echo those of the 
qualitative discussions with the general population of South Tyneside and Sunderland. 
However, where the groups did report specific concerns these are shown below as broad 
themes with a range of generalise supporting comments. 

LOSS OF INDEPENDENCE (SENSORY DISABILITIES) 
• Being deaf strips away independence of individuals when dealing with NHS, which has a 

domino effect on other areas of life 
• difficulties faced by the Deaf Community in accessing and being appropriately supported 

in accessing NHS services be they emergency, elected procedures, or routine 
appointments. 

SPECIFIC SUPPORT NEEDS (PHYSICAL, SENSORY AND LEARNING DISABILITIES AND COGNITIVE 
IMPAIRMENT) 
• Lack of signers and other interpretation is a very complex area and there are many 

different systems and technologies available that allow a more inclusive experience for a 
deaf person.  However, the participants were concerned that these technologies would 
not be available, nor had they been considered in the costings.  

• Specific Support Needs (Cognitive Impairment – Stroke Victims) 
• The change to a new and unfamiliar environment without any navigation support is a 

major fear. 
ISOLATION 
• There are some very specific issues (e.g. isolation, mental health, travelling, trust and 

appropriate interaction) that need to be addressed 
• All groups based in South Tyneside reported a real concern that being in hospital in 

Sunderland would isolate them from friends and family, removing an important support 
network leading to a fear of isolation and the impact that would have on their health.  

TRAVELLING DISTANCES 
• A significant concern for all participants from South Tyneside were the difficulties 

anticipated in travelling to Sunderland, particularly for those reliant on public transport.  
• Amongst these concerns was that of communication and understanding when people 

face significant difficulties in this area and concern that without additional and specific   

AGE: MISSING GOLDILOCKS  
Young people feel they are overlooked and older people feel they are forgotten, the 
concern is that only those in the ‘Goldilocks’ age group, not too old and not too young are 
heard and consequently, they feel a potential for their needs not to be considered. This was 
a source of concern and felt to have a detrimental impact.  
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OVER CONSULTED, MOSTLY NOT HEARD 
There was a feeling that NHS bodies and local authorities only consult with equalities groups 
as a ‘tick box’ exercise. The concern was that irrespective of the opinion shared their views 
would not be considered, leading to concerns over inequalities of access to the new service 
provision discussed in the options.  

WOMEN FROM A BME BACKGROUND 
The concern was of disproportionate impact on women of a BME background from South 
Tyneside, due to: 

• A lack of confidence to attend services in Sunderland and to engage with the hospital 
when things go wrong 

• Language barriers in accessing changed and unfamiliar services 
• Travel issues at night when partners work evenings/nights  

SINGLE PARENTS TRAVELLING WITH CHILDREN 
Concern was also expressed over a feeling of disproportionate impact on single parents 
living in South Tyneside and reliant on public transport. The relocation of women’s services 
and paediatric A&E was viewed as very difficult for parents dealing with more than one 
child, one of whom could be ill or if a mother, unwell themselves. This is of course tied in 
with wider concerns over childcare.  
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16 Appendix Four: Individual submissions 

 

From (name) Organisation (if applies) 

Robert Tinnion Northern Neonatal Transport Service (NNeTS) 

Graeme Howe South Tyneside NHS Foundation Trust Governor  

Dr. K. Megson Gateshead and South Tyneside Local Medical Committee 

Cllr. John Robinson Durham County Council 
Roger Nettleship Save South Tyneside Hospital Campaign  

Peter Moore Stroke Association 
Dr. Stuart Huntley  North of England Clinical Networks 
Anne Hill South Tyneside NHS Foundation Trust Delivery Suite Manager  

AR Patient/public 
Alan Roulstone Professor Emeritus in Disability and Long-Term Conditions. Former 

Co-Chair of NIHR Research For Patient Benefit (North East) 

Vicci McGurk Maternity Clinical Advisory Group - NHSE 

Neil Hawkins Newcastle Gateshead CCG 
Melanie Soutar Matrix Young People's Service 
John Anglin South Shields Constituency Labour Party 

Julie Bloomfield  Screening and Immunisation - NHSE 
Paul Baldasera South Tyneside Council 
Simone Gray South Tyneside Labour Group 
Dave Telford Unite 
Stephen Hepburn MP Jarrow Constituency  
Angela Allen Young Parents Pathway - Places for People Living+ 

Joanne Proffitt Community Stroke Team, South Tyneside NHS Foundation Trust 

Paul Baldasera South Tyneside and Sunderland JHOSC 

Karen Graham Sunderland Health and Wellbeing Board 

Dave Allan Sunderland Trades Union Council 
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Jan Pyrke Healthwatch South Tyneside 
Fiona Kerr South Tyneside Paediatric ED 
Emma Lewell-Buck South Shields MP 
Laura Murrell Sunderland Central Constituency Labour Party 

Clare Williams Unison 
Shirley Ford South Tyneside Green Party 
MP Patient/public 
MF Patient/public 
DR Patient/public 
PB Patient/public 
Anonymous via 
HealthWatch 
Sunderland  

  

KF Patient/public 
MW Patient/public 
Members  Millfield Branch Labour Party 
Dr. Alistair Blair Northumberland CCG 
Members  Royal College of Midwives  
Wendy Hunter Alzheimer’s Society  
SP Patient/public 
Susan Watson Gateshead Health NHS Foundation Trust 

SR Patient/public 
Karen Ahmed South Tyneside TEN young carers  
SM/HF Patient/public 

AR  Patient/public 
Alan Patchett  HealthWatch Sunderland  
Ken Bremner  City Hospitals Sunderland NHS Foundation Trust 

Ken Bremner  South Tyneside NHS Foundation Trust  

Dr. Robin Mitchell  Child Health Network, NHS England  
Dr. S.N. Sturgiss Newcastle upon Tyne Hospitals NHS Foundation Trust  
Dr. Andrew Beeby NTWD LMS Board   
Rebecca Miller  Hearing Loss UK  
Richard Upright 
Viki Murrary 

Sunderland Central Constituency Labour Party  

EH Patient/public 
Mark Cotton  North East Ambulance Service  
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Note: Submissions from patients/public show initials only 
17 Appendix Five:  Key Themes of Open Text Analysis from Quantitative 

Methods 

17.1 Introduction 

In each of the quantitative methodologies (online and paper consultation, direct patient, 
and street survey) respondents were asked to comment for each option on: 

• What do you like about this option? 
• What don’t you like about this option? 

These questions were asked of all respondents, against all options for all services. Discussed 
in turn below are the responses for: 

• Stroke services; 
• Maternity and women’s healthcare services; and 
• Children and young people’s healthcare services (urgent and emergency paediatric 

care.) 

The individual responses are grouped into themes using the same grounded theory 
approach as applied to the qualitative discussions21. The outcomes from this exercise have 
informed and largely reflect the further analysis of the qualitative discussions reported in 
the main body of the report.  

17.2 Stroke Services 

Stroke Services Option 1 - What do you like about this option?  

• A Centre of Excellence with specialised staff and equipment 
• Meets the needs of Sunderland residents 
• Improved clinical care  
• Funding for more staff including therapy staff  
• The option savings make this a more affordable option 
• Good reputation and easy access to Sunderland Royal Hospital   

 

Stroke Services Option 1 – What don’t you like about this option? 

• Lack of stroke services at South Tyneside District Hospital / service focused on care at 
Sunderland Royal Hospital  

• Distance / time required for patients/visitors of ST to travel to Sunderland  

                                                      
21 Note: the same themes have sometimes emerged in responses to different questions and therefore 
are reported each time they appear, which means themes can be duplicated across the service areas. 
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• Increased demand placed on Sunderland Royal Hospital and ambulance service   
• Both hospitals need stroke services  
• Parking issues at Sunderland Royal Hospital   
• Poor rehabilitation after stroke / discharge planning  
• Negative comment about consultation and options   

 

Stroke Services Option 2 - What do you like about this option?  
• All services and facilities under one roof at Sunderland Royal Hospital / continuous care / 

covers all stroke needs 
• Extra services / facilities available at South Tyneside District Hospital    
• Good service available at Sunderland Royal Hospital   
• Patient moved back to STDH after 7 days / faster turnovers of patients 
• Good reputation and easy access to Sunderland Royal Hospital   

 

Stroke Services Option 2 - What don’t you like about this option? 

• Negative impacts of option  
• Concern with patients being transferred to South Tyneside District Hospital after 7 days 
• Distance /time required for patients/visitors of South Tyneside to travel to Sunderland  
• Lack of stroke services at South Tyneside District Hospital / service focused on care at 

Sunderland Royal Hospital  
• Both hospitals need stroke services   
• Negative comment about consultation and options 
• Difficult option to achieve following temporary move  

 

Stroke Services Option 3 - What do you like about this option? 

• Extra services / facilities available at South Tyneside  
• All services and facilities under one roof / continuous care / covers all stroke needs 
• Good service available in Sunderland 
• Patient able to return to South Tyneside after 3 days / faster turnovers of patients 

 

Stroke Services Option 3 - What don’t you like about this option? 

• Negative impacts of option   
• Concern with patients being transferred back to South Tyneside after 3 days 
• Distance / time required for patients/visitors of South Tyneside to travel to Sunderland 
• Lack of stroke services at South Tyneside District Hospital / service focused on care at 

Sunderland Royal Hospital  
• Negative comment about consultation and options   
• Both hospitals need stroke services   
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17.3 Maternity Services and Women’s Healthcare Services 

Maternity Services and Women’s Healthcare Services Option 1 - What do you like about 
this option? 

• Services / facilities available at both hospitals  
• All maternity needs covered / full range of maternity services  
• Option gives patients a choice  
• Services under one roof at Sunderland Royal Hospital   
• NHS savings  
• Availability of consultants for high risk pregnancies / in case of emergency  
• Availability of SCBU at Sunderland Royal Hospital   
• Consistency of care 
• Local antenatal and postnatal care available  
• Women’s healthcare / gynaecology  

 

Maternity Services and Women’s Healthcare Services Option 1 - What don’t you like about 
this option? 

• No consultant at ST / only MLU at ST / concern about complications occurring and being 
transferred  

• Overcrowding / ability of Sunderland Royal Hospital and ambulance service to cope   
• Inconvenience / extra travel for South Tyneside patients and families  
• Lack of choice for high risk pregnancies / forced to travel further  
• Services focus on Sunderland Royal Hospital / not enough services in South Tyneside  
• No SCBU at South Tyneside  
• No gynaecology inpatient facility at South Tyneside  
• Inefficiencies / patient confusion with services being located over two hospitals  
• Parking issues at Sunderland Royal Hospital  
• Negative comment about consultation and options   
• Viability of midwife led units  
• Priority should be patient, not money 

 

Maternity Services and Women’s Healthcare Services Option 2 - What do you like about 
this option?  

• All maternity needs covered / sounds good / full maternity service  
• Services under one roof at Sunderland Royal Hospital   
• Availability of consultants for high risk pregnancies / in case of emergency  
• Good patient choice / options  
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• NHS savings  
• Maternity services / facilities available at both hospitals  
• Gynaecology services available at both hospitals  
• Local antenatal and postnatal care available  
• Option like / same as Option 1   
• Low risk option to give birth at STDH / option for home birth  
• Availability of SCBU at Sunderland Royal Hospital  
• Consistency of care 

 

Maternity Services and Women’s Healthcare Services Option 2 - What don’t you like about 
this option? 

• No maternity service or MLU at South Tyneside District Hospital / unable to give birth in 
South Tyneside 

• Overcrowding / ability of Sunderland Royal Hospital and ambulance service to cope 
with extra demand   

• Patient (and family) required to travel to give birth / unsafe for mothers to travel 
further than necessary 

• Lack of choice for high risk pregnancies / forced to travel further  
• Investment needed  
• No SCBU at South Tyneside  
• No gynaecology inpatient service at South Tyneside District Hospital   
• Lack of maternity services in South Tyneside makes having a home birth too dangerous   
• Option not fair / good for South Tyneside residents  
• Women / babies lives put at risk  
• Parking issues at Sunderland Royal Hospital    
• Comment about space at Sunderland Royal Hospital    

 

17.4 Children and Young People’s Healthcare Services  

Children and Young People’s Healthcare Services Option 1 - What do you like about this 
option? 

• Access to care 24/7 at Sunderland Royal Hospital 
• Children can still be treated locally for emergencies / services at both hospitals  
• Separate department for children with specialised treatment and professionals  
• More specialised outpatient appointments at South Tyneside 
• Positive outcomes of option   
• Access to specialised care for seriously ill children at Sunderland Royal Hospital   
• Option covers all / meets needs 
• Accessible service   
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• Positive patient experience and reputation of Sunderland Royal Hospital  
• Greater availability of beds  

 

Children and Young People’s Healthcare Services Option 1 - What don’t you like about this 
option? 

• Limited opening hours of the emergency department at South Tyneside / downgrade of 
services at South Tyneside  

• Extra travel for children and parents during the night from South Tyneside / 
implications if emergency  

• Extra demand placed on Sunderland Royal Hospital and ambulance service  
• Both areas should have access to 24-hour emergency care for children  
• Extra cost required / options not cost-effective  
• Transport issues for parents to access Sunderland Royal Hospital in the night  
• A&E should be available for all ages   
• Concern over the lack of facilities for children to stay overnight at South Tyneside 

District Hospital  
• Parking issues at Sunderland Royal Hospital  
• Option will be confusing to families (i.e. what is open and when) 
• Concern that some families will still use South Tyneside A&E at night – pressure on staff 

/ staff not specialised to treat children 
• Negative comment about consultation and options   
• Duplication of services / dilutes consultant led care over two sites  

 

Children and Young People’s Healthcare Services Option 2 - What do you like about this 
option? 

• 24/7 access to children’s emergency department at Sunderland Royal Hospital   
• NHS Savings  
• Positive outcomes of option  
• Children can still be treated locally / services at both hospitals  
• Option covers all needs and/or meets needs 
• More specialised outpatient appointments at South Tyneside 
• Access to specialised care for seriously ill children at Sunderland Royal Hospital   
• Greater availability of beds 
• Benefits of a nurse led minor injuries unit  
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Children and Young People’s Healthcare Services Option 2 -  

What don’t you like about this option? 

• No emergency provision at South Tyneside District Hospital / downgrade of services in 
South Tyneside  

• Overcrowding / ability of Sunderland Royal Hospital and ambulance service to cope   
• Distance required for South Tyneside to access emergency care and the issues 

associated with this  
• Negative impact on children’s wellbeing (i.e. travelling in an emergency) 
• Waste of resources having a Children’s Minor Injuries Unit / not viable option  
• A&E provision needed in both areas  
• Concern that the A&E department at South Tyneside District Hospital will close / open 

A&E for all   
• Cost-cutting exercise  
• Concern that some families will still use South Tyneside A&E at night – pressure on staff 

/ staff not specialised to treat children 
• Negative comment about consultation and options   
• Option prevents children’s day case surgery at South Tyneside District Hospital  
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18 Appendix Six: Process Questions all outputs 

Criteria felt to be most appropriate to use in the decision making process  

Across the majority of quantitative samples, high quality and safe was considered to be the most appropriate criteria to use in the decision 
making process. The overall results from each of the quantitative methodologies show that affordable is considered the least appropriate 
criteria to use in the decision making process. In both cases, this was also observed when looking at the split of respondents by area. 

18.1 Resident survey results  

Table: Appropriate to use in decision making process – all respondents  

 Strongly disagree Strongly agree 
 1/2 3/4 5/6 7/8 9/10 

High quality and safe  3%  13 3%  12 5%  21 12%  46 76%  297 
Sustainable 5%  18 4%  14 9%  33 15%  55 68%  250 
Affordable  7%  26 6%  21 9%  32 18%  65 61%  223 
Achievable  6%  21 5%  20 7%  26 15%   55 68%   257 

 

Table: Appropriate to use in decision making process – by area  

 Strongly disagree Strongly agree 
 1/2 3/4 5/6 7/8 9/10 
 South 

Tyneside Sunderland South 
Tyneside Sunderland South 

Tyneside Sunderland South 
Tyneside Sunderland South 

Tyneside Sunderland 

High quality 
and safe  1% 2 9% 11 3% 9 2% 3 7% 18 2% 3 8% 22 19% 24 80% 209 68% 88 

Sustainable 3% 7 9% 11 4% 9 4% 5 8% 19 11% 14 10% 23 25% 32 76% 184 52% 66 
Affordable  6% 14 10% 12 5% 11 8% 10 6% 15 14% 17 11% 27 30% 38 72% 175 38% 48 
Achievable  4% 10 9% 11 6% 15 4% 5 6% 16 8% 10 8% 21 27% 34 75% 189 53% 68 
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18.2 Online/paper results  

Table: Appropriate to use in decision making process – all respondents  

 1/2 

Strongly disagree 

3/4 5/6 7/8 9/10 

Strongly agree 

High quality and safe  27% 77 3%  10 9%  26 7%  21 53% 154 

Sustainable 26% 71 6%  16 13%  35 12%  33 44%  123 

Affordable  29% 78 7%  18 17% 46 16%  44 31%  82 

Achievable  26% 72 5%  13 12%  32 19%  52 38%  105 

 

Table: Appropriate to use in decision making process – by area   

 1/2 

Strongly disagree 

3/4 5/6 7/8 9/10 

Strongly agree 

 South Tyneside  Sunderland South 
Tyneside 

Sunderland South 
Tyneside 

Sunderland  South Tyneside Sunderland  South Tyneside Sunderland 

High quality 
and safe  

34% 59 13% 6 5% 8 0% 0 9% 16 9% 4 6% 11 11% 5 46% 81 68% 32 

Sustainable 32% 54 9% 4 7% 12 6% 3 12% 20 11% 5 13% 21 9% 4 36% 60 66% 31 

Affordable  36% 59 14% 6 9% 14 0% 0 16% 26 16% 7 15% 24 18% 8 25% 41 52% 23 

Achievable  33%  55 15$ 7 6% 10 2% 1 7% 19 7% 3 17% 29 17% 8 32% 54 59% 27 
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18.3 Direct Patient survey results – Children and Young People’s Healthcare respondents  

Table: Appropriate to use in decision making process – all respondents  

 1/2 

Strongly disagree 

3/4 5/6 7/8 9/10 

Strongly agree 

High quality and safe  7% 5 3% 2 5% 4 12% 9 73% 55 

Sustainable 5% 4 3% 2 14% 10 18% 13 60% 44 

Affordable  11% 8 4% 3 26% 19 34% 25 25% 18 

Achievable  8% 6 3% 2 11% 8 24% 18 54% 40 

 

Table: Appropriate to use in decision making process – by area  

 1/2 

Strongly disagree 

3/4 5/6 7/8 9/10 

Strongly agree 

 South Tyneside  Sunderland South Tyneside Sunderland South Tyneside Sunderland  South Tyneside Sunderland  South Tyneside Sunderland 

High quality 
and safe  

4% 2 9% 2 0% 0 9% 2 7% 3 4% 1 11% 5 9% 2 78% 35 70% 16 

Sustainable 2% 1 9% 2 5% 2 0% 0 16% 7 14% 3 23% 10 14% 3 55% 24 64% 14 

Affordable  9% 4 13% 3 5% 2 4% 1 28% 12 30% 7 40% 17 22% 5 19% 8 30% 7 

Achievable  7% 3 9% 2 2% 1 4% 1 16% 7 4% 1 25% 11 26% 6 50% 22 57% 13 
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18.4 Direct Patient survey results – Maternity and Women’s Healthcare Services respondents  

Table: Appropriate to use in decision making process – all respondents  

 1/2 

Strongly disagree 

3/4 5/6 7/8 9/10 

Strongly agree 

High quality and safe  8% 8 1% 1 13% 13 26% 27 53% 55 

Sustainable 5% 5 3% 3 7% 8 23% 25 62% 66 

Affordable  9% 9 4% 4 18% 18 39% 39 30% 30 

Achievable  7% 7 2% 2 15% 15 37% 38 40% 41 

 

Table: Appropriate to use in decision making process – by area 

 1/2 

Strongly disagree 

3/4 5/6 7/8 9/10 

Strongly agree 

 South 
Tyneside  

Sunderland South 
Tyneside 

Sunderland South 
Tyneside 

Sunderland  South 
Tyneside 

Sunderland  South 
Tyneside 

Sunderland 

High quality and safe  8% 4 10% 3 0% 0 3% 1 20% 10 3% 1 22% 11 30% 9 50% 25 53% 16 

Sustainable 8% 4 3% 1 2% 1 3% 1 6% 3 17% 5 25% 13 27% 8 60% 32 50% 15 

Affordable  14% 7 4% 1 4% 2 4% 1 20% 10 18% 5 45% 23 25% 7 18% 9 50% 14 

Achievable  9% 5 4% 1 0% 0 7% 2 21% 11 11% 3 34% 18 43% 12 36% 19 36% 10 
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18.5 Direct Patient survey results – Stroke Services respondents  

Table: Appropriate to use in decision making process – all respondents  

 1/2 

Strongly disagree 

3/4 5/6 7/8 9/10 

Strongly agree 

High quality and safe  5% 2 5% 2 12% 5 17% 7 62% 26 

Sustainable 9% 4 7% 3 2% 1 14% 6 68% 30 

Affordable  8% 3 5% 2 13% 5 28% 11 46% 18 

Achievable  5% 2 5% 2 18% 7 20% 8 53% 21 

 

Table: Appropriate to use in decision making process – by area   

 1/2 

Strongly disagree 

3/4 5/6 7/8 9/10 

Strongly agree 

 South 
Tyneside  

Sunderland South 
Tyneside 

Sunderland South 
Tyneside 

Sunderland  South 
Tyneside 

Sunderland  South 
Tyneside 

Sunderland 

High quality and 
safe  

11% 2 0% 0 6% 1 7% 1 22% 4 7% 1 17% 3 20% 3 44% 8 67% 10 

Sustainable 11% 2 7% 1 16% 3 0% 0 5% 1 0% 0 16% 3 13% 2 53% 10 80% 12 

Affordable  20% 3 0% 0 13% 2 0% 0 27% 4 7% 1 13% 2 47% 7 27% 4 47% 7 

Achievable  13% 2 0% 0 6% 1 7% 1 38% 6 7% 1 13% 2 33% 5 31% 5 53%  8 

 



The Path to Excellence Consultation Analysis 
 

 
127 

18.6 Criteria felt to be most important in the decision-making process  

The results from the quantitative methodologies when looking at both the overall results and split of respondents from each area, suggest that 
high quality and safe is perceived to be the most important factor to use in the decision-making process, and affordable the least important.  

18.6.1 Resident survey results  

Table: Most important to use in decision making process – all respondents  

 1/2 

Strongly disagree 

3/4 5/6 7/8 9/10 

Strongly agree 

High quality and safe  4% 13 3% 11 7% 22 12% 42 74% 249 

Sustainable 6% 19 4% 12 11% 32 22% 67 56% 168 

Affordable  10% 31 8% 23 15% 44 26% 76 41% 123 

Achievable  8% 24 5% 16 10% 31 21% 67 56% 174 

 

Table: Most important to use in decision making process – by area  

 1/2 

Strongly disagree 

3/4 5/6 7/8 9/10 

Strongly agree 

 South Tyneside  Sunderland South 
Tyneside 

Sunderland South 
Tyneside 

Sunderland  South Tyneside Sunderland  South Tyneside Sunderland 

High quality 
and safe  

1% 3 8% 10 4% 9 2% 2 9% 18 3% 4 11% 23 15% 19 75% 157 72% 92 

Sustainable 5% 8 9% 11 6% 10 2% 2 11% 19 11% 13 15% 26 34% 41 64% 114 45% 54 

Affordable  9% 16 13% 15 7% 13 8% 10 10% 18 22% 26 18% 32 37% 44 56% 100 19% 23 

Achievable  6% 12 10% 12 7% 14 2% 2 9% 17 11% 14 17% 32 28% 35 60% 114 49% 60 
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18.6.2 Online/paper results  

Table: Most important to use in decision making process – all respondents  

 1/2 

Strongly disagree 

3/4 5/6 7/8 9/10 

Strongly agree 

High quality and safe  6% 17 1% 4 6% 16 8% 22 78% 209 

Sustainable 10% 24 6% 14 17% 42 29% 73 39% 998 

Affordable  18% 45 7% 17 21% 52 28% 68 26% 64 

Achievable  10% 24 2% 6 17% 43 30% 73 41% 100 

 

Table: Most important to use in decision making process – by area 

 1/2 

Strongly disagree 

3/4 5/6 7/8 9/10 

Strongly agree 

 South Tyneside  Sunderland South Tyneside Sunderland South Tyneside Sunderland  South Tyneside Sunderland  South Tyneside Sunderland 

High quality 
and safe  

8% 13 2% 1 2% 3 0% 0 6% 10 4% 2 8% 13 9% 4 76% 122 84% 38 

Sustainable 12% 18 7% 3 6% 9 5% 2 17% 26 9% 4 30% 46 27% 12 34% 52 52% 23 

Affordable  20% 30 12% 5 8% 12 0% 0 22% 34 20% 8 26% 40 29% 12 24% 36 39% 16 

Achievable  12% 18 5% 2 3% 5 0% 0 19% 28 14% 6 28% 42 29% 12 38% 58 52%  22 
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18.6.3 Direct Patient survey results – Stroke Services respondents  

Table: Most important to use in decision making process – all respondents  

 1/2 

Strongly disagree 

3/4 5/6 7/8 9/10 

Strongly agree 

High quality and safe  2% 1 2% 1 5% 2 14% 6 77% 34 

Sustainable 7% 3 12% 5 2% 1 19% 8 60% 26 

Affordable  7% 3 2% 1 7% 3 37% 15 46% 19 

Achievable  7% 3 0% 0 16% 7 30% 13 47% 20 

 

Table: Most important to use in decision making process – by area 

 1/2 

Strongly disagree 

3/4 5/6 7/8 9/10 

Strongly agree 

 South 
Tyneside  

Sunderland South 
Tyneside 

Sunderland South 
Tyneside 

Sunderland  South 
Tyneside 

Sunderland  South 
Tyneside 

Sunderland 

High 
quality and 
safe  

0% 0 0% 0 6% 1 0% 0 11% 2 0% 0 11% 2 19% 3 72% 13 81% 13 

Sustainable 16% 3 0% 0 11% 2 0% 0 21% 4 0% 0 16% 3 20% 3 37% 7 80% 12 

Affordable  18% 3 0% 0 0% 0 0% 0 12% 2 0% 0 29% 5 53% 8 41% 7 47% 7 

Achievable  17% 3 0% 0 0% 0 0% 0 28% 5 7% 1 22% 4 40% 6 33% 6 53% 8 
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18.6.4 Direct Patient survey results – Maternity and Women’s Healthcare Services respondents  

Table: Most important to use in decision making process – all respondents  

 1/2 

Strongly disagree 

3/4 5/6 7/8 9/10 

Strongly agree 

High quality and safe  3% 3 1% 1 7% 7 7% 7 82% 84 

Sustainable 2% 2 2% 2 17% 16 32% 29 47% 43 

Affordable  13% 12 1% 1 17% 15 34% 31 34% 31 

Achievable  3% 3 1% 1 13% 12 36% 33 46% 42 

 

Table: Most important to use in decision making process – by area   

 1/2 

Strongly disagree 
3/4 5/6 7/8 

9/10 

Strongly agree 

 South 
Tyneside 

Sunderland 
South 

Tyneside 
Sunderland 

South 
Tyneside 

Sunderland 
South 

Tyneside 
Sunderland 

South 
Tyneside 

Sunderland 

High quality 
and safe  

2% 1 7% 2 2% 1 0% 0 8% 4 11% 3 4% 2 7% 2 84% 42 75% 21 

Sustainable 4% 2 0% 0 2% 1 4% 1 24% 11 11% 3 27% 12 30% 8 42% 19 56% 15 

Affordable  20% 9 4% 1 2% 1 0% 0 14% 6 24% 6 34% 15 28% 7 30% 13 44% 11 

Achievable  4% 2 4% 1 2% 1 0% 0 16% 7 12% 3 33% 15 36% 9 44% 2 48%  12 
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18.6.5 Direct Patient survey results– Children and Young People’s Healthcare respondents  

Table: Most important to use in decision making process – all respondents  

 1/2 

Strongly disagree 

3/4 5/6 7/8 9/10 

Strongly agree 

High quality and safe  1% 1 1% 1 3% 2 6% 5 88% 68 

Sustainable 4% 3 0% 0 9% 7 39% 29 47% 35 

Affordable  8% 6 4% 3 25% 18 29% 21 34% 25 

Achievable  3% 2 0% 0 10% 7 30% 22 58% 42 

 

Table: Most important to use in decision making process – by area   

 1/2 

Strongly disagree 

3/4 5/6 7/8 9/10 

Strongly agree 

 South Tyneside  

 

Sunderland South 
Tyneside 

Sunderland South 
Tyneside 

Sunderland  South Tyneside 

 

Sunderland  South Tyneside 

 

Sunderland 

High quality 
and safe  

0% 0 0% 0 2% 1 0% 0 2% 1 5% 1 6% 3 10% 2 90% 44 86% 18 

Sustainable 4% 2 5% 1 0% 0 0% 0 9% 4 14% 3 45% 21 24% 5 43% 20 57% 12 

Affordable  9% 4 9% 2 4% 2 5% 1 24% 11 32% 7 29% 13 18% 4 33% 15 36% 8 

Achievable  4% 2 0% 0 0% 0 0% 0 11% 5 9% 2 14% 14 23% 5 53% 24 68% 15 
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19 Appendix Seven: Focus Group Meetings (Dates, Venues) 

 

Organisation name Date held 
    
BLISS=Ability 13/09/2017 
LGBT Fed North East  20&27&28/09/2017 

 

North of England Refugee service 22/09/2017 
Stroke Association South Tyneside  12/09/2017 
Stroke Association Sunderland - Coalfileds 15/09/2017 
Stroke Association Sunderland - Mackem 14/09/2017 
Stroke Association Sunderland North  20/09/2017 
Talk 2 Us 28/09/2017 
WHIST - Long term health 28/09/2017 
WHIST - Volunteers 25/09/2017 
WHIST - conversational English 27/09/2017 
Children and Young People's mental health 
service  

05/10/2017 

WHiST - living with long term illness 11/10/2017 
Sight Service 04&06/10/2017  
South Tyneside CCG Patient Reference Group 05/10/2017 
The Studio @ CIC 10/10/2017 
The Studio @ CIC 12/10/2017 
The Studio @ CIC 13/10/2017 
Talk and sign  09/10/2017 
Parent and toddler group 06/10/2017 
Clervaux toddler morning 11/10/2017 
St. Matthews toddler group 12/10/2017 
St. Matthews toddler group 10/10/2017 
South Tyneside TEN Young Carers  19/10/2017 
Apna Ghar  31/10/2017 
Sunderland People First 31/10/2017 

   



The Path to Excellence Consultation Analysis 
 

 
133 

20 Appendix Eight: Public Meetings (Dates, Venues) 

 

Venue/location Date held Focus of the event 
      
Jarrow Community Centre, South 
Tyneside  

05-Jul-17 Launch event  

Hope Street Xchange, Sunderland  05-Jul-17 Launch event  

Glebe Centre, Durham  06-Jul-17 Launch event  

Hope Street Xchange, Sunderland  11-Jul-17 Focused event on maternity, women's and 
children's services  

Customs House, South Tyneside  12-Jul-17 Consultation discussion event - all service 
areas  

Clervaux Exchange, South 
Tyneside  

15-Jul-17 Focused event on maternity, women's and 
children's services  

Bangladeshi International Centre, 
Sunderland 

18-Jul-17 Focused event on stroke services  

Living Waters Church, South 
Tyneside  

19-Jul-17 Focused event on stroke services  

Software Centre, Sunderland  26-Jul-17 Consultation discussion event - all service 
areas  

Customs House, South Tyneside  13-Sep-17 Consultation discussion event - all service 
areas  

Clervaux Exchange, South 
Tyneside  

13-Sep-17 Focused event on maternity services 

Easington Social Welfare Centre, 
Durham 

14-Sep-17 Consultation discussion event - all service 
areas  

Hetton Centre, Sunderland 16-Sep-17 Consultation discussion event - all service 
areas  

Software Centre, Sunderland  19-Sep-17 Focused event on maternity services 

Bunny Hill Centre, Sunderland  20-Sep-17 Q&A session 

Customs House, South Tyneside  21-Sep-17 Q&A session 

Clervaux Exchange, South 
Tyneside  

23-Sep-17 Focused event on children and young 
people's services 

Arts Centre Washington, 
Sunderland 

28-Sep-17 Focused event on children and young 
people's services 

Sea Hotel, South Tyneside 02-Oct-17 Travel and transport event  
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21 Appendix Nine: Resident Street Survey Sampling Detail 

21.1 Quota: Sunderland 
Gender and Age (2015 MYE) Population % Quota 

Male 18-34 31,224 14.0% 56 
Male 35 - 54 35,248 15.8% 63 

Male 55+ 40,498 18.2% 73 
Female 18-34 31,010 13.9% 55 

Female 35 - 54 37,727 16.9% 68 
Female 55+ 47,140 21.2% 85   

TOTAL 400 
 

Sample Quota (Ethnicity)  Localities Quota 
White British/Irish/Traveller 380  Coalfield 67 
White (Eastern European) 3  Washington 67 
Mixed Ethnicity 3  Sunderland North 67 
Asian 11  Sunderland East 67 
Black 2  Sunderland West 67 
Arab/Any Other Ethnic Group 1  High traffic areas 67 
Total 400  TOTAL 400 

 
Sample Size of 400   
Confidence Level 95% 

Confidence Interval 4.9 
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21.2 Quota: South Tyneside 
Gender and Age (2015 MYE) Population % Quota 
Male 18-34 15,461 12.9 52 
Male 35 – 54 18,989 15.9 63 
Male 55+ 22,668 19 76 
Female 18-34 15,440 12.9 52 
Female 35 – 54 20,561 17.2 69 
Female 55+ 26,359 22.1 88   

TOTAL 400 
 

Sample Quota (Ethnicity) 
White British/Irish/Traveller 381 
White (Eastern European) 3 
Mixed Ethnicity 4 
Asian 9 
Black 1 
Arab/Any Other Ethnic Group 3 

 
Localities Quota 
Hebburn 67 
Jarrow & Boldon 67 
West Shields, Leadon, & East Boldon 67 
East Shields & Whitburn 67 
Riverside 67 
High traffic areas 67 
TOTAL 400 

 
Sample Size of 400  

Confidence Level 95% 
Confidence Interval 4.9 
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1.0 Introduction and purpose   

 

This document summarises the purpose, content and impact of the Integrated 

Impact Assessments (IIA) undertaken to support Phase 1a of the Path to Excellence 

proposals. IIAs for Stroke, Obstetrics and Gynaecology (including Special Care Baby 

Unit) and Paediatric services were commissioned from an independent organisation 

in early 2017 to inform the evaluation of the options prior to them being agreed as 

appropriate options to be taken forward to public consultation. Each IIA combines an 

Equality Impact Assessment and a Health and Health Inequalities Impact 

Assessment. 

 

2.0 IIA aims and context 

 

2.1 Aims and objectives 

Integrated Impact Assessment (IIA) is a method of estimating the possible 

implications, intended and unintended, of policies, plans, strategies, projects or 

initiatives.  An IIA examines how any proposal could affect the communities served 

and how these effects may be distributed amongst different groups within the 

community.  The aim of IIA is to make recommendations to enhance potential 

positive outcomes and minimise negative impacts of a proposal.  

 

2.2 Statutory context 

Clinical Commissioning Groups, as key partners and the statutory decision-makers 

in the Path to Excellence programme, have legal duties in respect of health and 

health inequalities. These duties come from: 

 

 The Equality Act 2010 (including the Public Sector Equality Duty at section 

149) 

 The NHS Act 2006, as amended by the Health and Social Care Act 2012 

 

Case law from a challenge to the Public Sector Equality Duty – known as the Brown 

principles1 – is relevant to both equality and health inequalities legal obligations. 

These are: 

 Decision maker must be aware of his/her duty to have ‘due regard’; 

 ‘Due regard’ must be fulfilled before and at the time a particular decision is 

considered; 

 The duty must be exercised in substance, with rigour and an open mind; 

 The duty is non-delegable; 

 The duty is a continuing one; and 

 It is good practice to keep an adequate record showing the duty has been 

considered 

                                                           
1
 3 See http://www.moray.gov.uk/downloads/file89347.pdf  

http://www.moray.gov.uk/downloads/file89347.pdf
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2.2.2 Statutory equality duties  

The three obligations of the Public Sector Equality Duty (PSED) are to have due 

regard to the need to: 

 Eliminate unlawful discrimination, harassment and victimisation and other 

conduct prohibited by the Act 

 Advance equality of opportunity between people who share a protected 

characteristic and those who do not 

 Foster good relations between people who share a protected characteristic 

and those who do not. 

 

These requirements apply to the nine protected characteristic groups and any 

decisions made or policy developed by the CCGs, as well as the functions and 

services provided by others on behalf of CCGs. 

 

2.2.3 Statutory health inequalities duties 

The Health and Social Care Act 2012 placed duties on CCGs to: 

 Have regard to the need to reduce inequalities between patients in access to 

health services and the outcomes achieved (section 14T) 

 Exercise their functions with a view to securing that health services are 

provided in an integrated way, and are integrated with health-related and 

social care services, where they consider that this would improve quality, 

reduce inequalities in access to those services or reduce inequalities in the 

outcomes achieves (section 14Z1) 

 Include in an annual commissioning plan an explanation of how they propose 

to discharge their duty to have regard to the need to reduce inequalities 

(section 14Z11) 

 Include in an annual report an assessment of how effective they discharged 

their duty to have regard to the need to reduce inequalities (section 14Z15) 

 

2.3 Project context 

The aim of undertaking comprehensive IIAs is to add value to the development and 

finalisation of the Path to Excellence Phase 1a proposals by identifying all health, 

equalities and health inequalities benefits and risks for South Tyneside and 

Sunderland communities. The IIAs have informed the overall impact-assessment of 

the proposals at the pre-consultation stage to ensure option viability. They have also 

informed the development of the consultation process to ensure appropriate 

mechanisms for gathering the views of those impacted by the proposals.  

 

Relevancy of the IIAs will be tested as part of the consultation process through 

targeted engagement with impacted groups. This will enable the IIAs to be further 

developed and refined into final IIAs, reflecting public feedback. The final IIAs will be 

considered as part of the final CCG decision-making process. The IIA finalisation 

process is outlined in figure 2-1. 
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Figure 2-1: IIA finalisation process 

 
 

3.0 Methodology 

 

3.1 Scope  

Each IIA has considered the positive, neutral or negative impact that each proposed 

service arrangement could have on  

• equality groups 

• population health outcomes,  

• population health inequalities 

 

This is depicted in figure 3-1.  

 
Figure 3-1: Integrated Impact Assessment components 

 
 

The IIAs specifically assessed the equalities impact in relation to: 

 Age 

 Disability 

 Gender reassignment 

 Marriage and Civil Partnership  

 Pregnancy and maternity 

 Race 

 Religion or belief 

 Sex 

 Sexual orientation 

Final IIAs will be 

considered by 

CCGs and inform 

the CCGs’ final 
decision 
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 Emotional well-being 

 Deprivation or social economic status. 

 

They looked at the overall health impact and the impact on health inequalities in 

relation to the following four health and wellbeing domains: 

 healthcare outcomes,  

 access to high quality healthcare, 

 the environmental determinants of health and  

 the economic determinants of health. 

 

Specific health attributes were developed for each of the four health and wellbeing 

domains, informed by national evidence and expert consensus regarding clinical 

outcomes specific to the three health areas. The attributes used as the basis for the 

health and health inequalities impact assessment are listed in table 3-1. 

 
Table 3-1: Attributes for the four health and wellbeing domains within the health and health 

inequalities impact assessments 

 

Stroke Obstetrics and Gynaecology Paediatrics 

Death / Premature Death 

  

 

Mortality – maternal deaths, 

stillbirths, or other infant deaths 

in the first month of life. 

 

Timely and effective 

management of acute illness – 

to achieve resolution and avoid 

unnecessary suffering or 

worsening of the conditions 

Disease Spontaneous Vaginal Deliveries 

 

Emotional wellbeing including 

pain management, anxiety and 

distress 

Disability – physical, mental, 

learning 

Obstetric interventions 

 

Health promotion to address 

biological risks and lifestyle 

risks to future health e.ge 

obesity, contraception 

Emotional wellbeing Transfers of care during labour 

or immediately after the birth 

 

Safeguarding children from 

harm 

Sensory Impairment Delivering a baby without 

serious medical problems 

Avoidable health care e.g. 

length of stay, readmission 

Cognitive impairment and 

disability 

Infant feeding ideally 

breastfeeding 

 

Social dependency Maternal health – social, 

emotional and physical   

 

Quality of life Infant health  - social, emotional 

and physical 

Biological risks to future health 

e.g. atrial fibrillation 

Improved life expectancy  (in 

relation to diagnosis and 

management of women’s 

cancers, infections, and 

management of gynaecological 
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emergencies e.g. ectopic 

pregnancies  

 

Health related lifestyles e.g. 

smoking, exercise, 

Improved quality of life in 

relation to  management of 

gynaecological problems 

(including pain, continence, 

abnormal uterine bleeding, 

sexual and reproductive health) 

(including pain, continence, 

abnormal uterine bleeding, 

sexual and reproductive health) 

Health inequalities 

 

Each IIA was conducted on the proposed service arrangements outlined in the pre-

consultation business case, looking at the impacts for the current and future 

population resident or working in South Tyneside and Sunderland Local Authority 

areas, with specific attention paid to those groups most affected by the change 

proposals as listed in table 3-1. 

 
Table 3-1: Groups within South Tyneside and Sunderland most affected by service changes 

proposals  

Stroke Obstetrics and Gynaecology Paediatrics 

People suffering or recovering 

from an acute stroke, suspected 

stroke or transient ischaemic 

attack and their relatives, 

friends and carers  

 

 

Women with gynaecological 

problems needing specialist 

advice, assessment, screening 

or care 

   

  

  

  

Children with acute paediatric 

illness  

Staff currently working in TIA, 

stroke and ambulance services 

in South Tyneside and 

Sunderland 

 

Partners, friends, relatives and 

carers of the women using 

gynaecology, obstetric and 

special care baby services 

across South Tyneside and 

Sunderland 

Patients, carers, relatives and 

friends of children with acute 

paediatric illness 

Staff currently working in 

obstetrics & gynaecology and 

special care baby services 

across South Tyneside and 

Sunderland 

Staff currently working in acute 

paediatric services  

Women across the antenatal, 

perinatal and postnatal 

continuum 

 

Mothers with babies requiring 

special care 

 

The communities resident in South Tyneside and Sunderland 
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The key stages of the IIA process are summarised in Figure 3-2.  

 
Figure 3- 2: Stages of IIA process 

 
3.1 Data sources 

The IIA methodology has been informed by a range of best practice, national and 

international guidance and literature, including the Department of Health, World 

Health Organisation and the NHS Centre for Equality and Human Rights.  

 

Each IIA has drawn upon the most up-to-date evidence from published medical 

research, professional audits, international reviews, and best practice guidelines. It 

has used localised health, demographics and performance data throughout, 

including from the Office of National Statistics (ONS) Neighbourhood Statistics for 

Local Authority Areas and Public Health England (PHE) profiles. Evidence and data 

has been used to identify specific attributes against which the service options have 

been assessed from an equality, health and health inequalities perspective. 

 

3.2 Scoring system 

Individual impact assessment scores have been derived from a combined 

assessment of the evidence levels and assessed impact in terms of severity and 

numbers affected, with scores apportioned in line with the sliding scale in figure 3-3 

below. 

 
Figure 3-3 Sliding scale of impact assessment scores 

 

 

 

 

 

 

 

 

 

 

 

Evidence indicates that the 
organisation will/may not meet its 
statutory requirements under equality 
and human rights legislation and/or there 
is/may be disproportionate and/or 
unjustifiable adverse impact on staff, 
service users and/or the community 

Evidence indicated the proposal  
supports the organisation in meeting 
its statutory duties under equality and 
human rights legislation and/or there 
is a positive and/or proportionate 
impact on staff, service users and/or 
the community 

HIGH NEGATIVE SCORE                  Equality impact assessment scoring scale             HIGH POSITIVE SCORE 

 

HIGH NEGATIVE SCORE                  Health impact assessment scoring scale             HIGH POSITIVE SCORE 

 

Evidence indicates a high risk to the 
health of the community, patients or staff 

Evidence indicates a significantly positive 
benefit to the health of the community, 
patients  or staff 
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Scores were then categorised into major, minor or moderate, and colour-coded to 

denote their positive or negative nature, as per figures 3-4 and 3-5. 

 
Figure 3-4: IIA scoring categorisation and colour-coding (Equality Assessment) 

 

Key to categories and colour codes  Total Impact (C) 

Score 

Positive Negative  

Major impact +/-     7 - 9   

 

Moderate impact +/-     4 - 6   

Minor impact +/-     0 – 3   

 

Figure 3-5: IIA scoring categorisation and colour-coding (Health and Health Inequalities) 

 

Positive Negative  

Major impact 

13-18 

Major impact 

_13-18 

Moderate impact 

7-12 

Moderate impact 

-(7- 12) 

Minor impact 

0-6 

Minor impact 

-(0—6) 

 

 

For each equality and health and health inequalities impact assessment, total 

positive scores and total negative scores were assessed, with both positive and 

negative scores then combined to provide overall integrated impact assessment 

scores.  
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4.0 Stroke IIA 

 

4.1 Demographical context (stroke) 

Relevant demographical context for the IIA relating to stroke services and specific 

equality groups are listed in table 4-1 below. The prevalence of stroke and TIAs in 

both South Tyneside and Sunderland is above average as are stroke risk factors 

such as atrial fibrillation, coronary heart disease and hypertension, with higher than 

average mortality from stroke . 

 
Table 4-1 Selected demographical details 

 

Equality group South Tyneside 

Count  (%) 

 

Sunderland 

Count  (%) 

Race  BME groups  7,259  (4.9%) 14,326  (5.2%) 

Disability Disability – day to 
day activities limited 
a little or a lot  

34,069 (23%) 63,366 (23%) 

Age Population aged 65 
and over 

26583 (18%) 46793 (17%) 

Socio-
economic 
deprivation  

Socio-economic 
Deprivation – 
households with 
some level of 
deprivation  

42,315 (63%) 76,645 (64%) 

 

4.2 Equality Impact Assessment (EqIA) (stroke) 

 

4.2.1 Total Equality Impact Scores (stroke) 

When summed together, the large positive and small negative impacts of the 

proposed stroke service changes resulted in strongly positive impact scores for all 

equality groups as indicated in table 4-3 below. The IIA demonstrates that all equality 

groups have the opportunity to benefit from either option, however, some groups 

(BME communities, disability groups, socioeconomically deprived communities, older 

people) are likely to be more vulnerable to the drawbacks associated with the 

options.   
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Table 4-3 Total Equality Impact Scores (stroke) 

 

 

 

 

 

 

4.2.1 Health and Health Inequalities Impact Assessment (HIIA) (stroke) 

When summed together, the majority of the total HIIA impact scores were positive for 

Option 1 but negative for Options 2 and 3 as indicated in table 4-4 below. Options 2 

and 3 have significantly less positive scores for outcomes of and access to high 

quality stroke care. The IIA indicates how, while the repatriation elements of options 

2 and 3 may be attractive to people who wish to see stroke care as close to home as 

possible, this would be at the expense of the highest possible specialist stroke care. 

This is because neither Option 2 nor 3 could achieve the recommended levels of 

specialist stroke professionals which are essential to deliver improved outcomes 

after a stroke, without additional investment.  

 

  

  

Equality group Total  Equality Impact  score 

 

Option 1 Option 2 Option 3 

Sex/ gender 8 8 8 

Sexual orientation 9 9 9 

Gender reassignment 9 9 9 

Race 5 5 7 

Marriage and civil partnership 9 9 9 

Pregnancy  / maternity 7 7 7 

Religion or belief 9 9 9 

Disability 5 5 7 

Socioeconomic deprivation 5 5 7 

Age 3 3 6 
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Table 4-4 Total Health Inequalities Impact Scores (stroke) 

Health Outcome 

Domains 

Health attributes Total integrated impact assessment 

scores 

 Health and Health care 

outcomes 

Option1 Option 2 Option 3 

Impacts relating to 

outcomes of high 

quality health care 

Death / premature death 15 0 0 

Disease  18 6 6 

Disability – physical, mental, 

learning 
14 0 0 

Emotional wellbeing  10 0 0 

Sensory impairment 14 0 0 

Cognitive impairment / 

disability 
14 0 0 

 Social dependency   14 0 0 

Health related quality of life 14 0 0 

Stroke risk factors (biological 

e.g. BP)  
14 6 6 

Stroke risk factors (Lifestyle 

e.g. smoking) 
14 0 0 

Impacts relating to 

access to high quality 

health care 

Effective health care 14 -6 -6 

Safe health care 14 0 0 

Cost efficient health care 16 -5 -5 

Relevance to healthcare 

need 
4 -12 -12 

Acceptable health care 0 2 2 

Impacts relating to 

environmental 

determinants of health 

Transport -2 -2 -2 

Natural and built environment 0 0 0 

Pollution  -2 -2 0 

Housing 0 0 0 

Impacts relating to 

Economic determinants 

of health 

Education, skills and learning  0 0 0 

Employment 0 0 0 

Business development 0 0 0 

Financial inclusion 0 0 0 

TOTAL ALL  185 -13 -11 
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4.3 Integrated impact assessment – benefits and risks (stroke) 

 

4.3.1 Communities affected by the proposed stroke service changes 

The IIA highlights how stroke service users living in South Tyneside are most likely 

to be affected by the changes to stroke services. The EqIA and the HIIA indicated 

that communities in South Tyneside and certain vulnerable groups might be more 

likely to be affected – both positively and negatively - by the changes.  The identified 

groups were deemed to be more affected because of their increased risk of stroke 

and their vulnerability to some of the changes. They included: 

 

• Socioeconomic deprivation (63% of South Tyneside households in South 

Tyneside and 64% in Sunderland are deemed to be living with some level of 

deprivation) 

• Disability (23% of people in both South Tyneside and Sunderland have some 

level of disability) 

• Race (4.9% of South Tyneside people are from a BME community and 5.2% 

of Sunderland people) 

• Age (18% of South Tyneside people are aged 65 or over and 17% of 

Sunderland people) 

 

4.3.2 Benefits of proposed stroke service changes 

The IIA highlighted similar benefits across the equalities and health and health 

inequalities impact assessment. These included: 

 

• Improved and sustainable levels of specialist medical staff 

• Improved and sustainable levels of specialist stroke allied health professionals  

• Improved and sustainable quality of stroke care 24/7  

 

These improvements can deliver multiple benefits for stroke sufferers and their 

carers, family and friends: 

• Reduced mortality 

• Reduced morbidity 

• Less disability and / or sensory impairment 

• Improved quality of life and emotional wellbeing 

• Less social dependency 

• Improved stroke prevention 

 

The IIA highlights how all of these improved outcomes can have a significant impact 

on population health and health inequalities across South Tyneside and Sunderland.  
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4.3.3 Risks of proposed stroke service changes and suggested mitigation 

A number of drawbacks to the proposals are highlighted by the IIA, although the IIA 

emphasises that the identified drawbacks were rarely significant enough to offset the 

strongly positive benefits identified. The drawbacks and mitigating action suggested 

in the IIA are listed in table 4-5 below. The IIA indicates that suggested mitigating 

actions are not intended to be a recommendation or an instruction and should be 

considered with realistic reference to what can be achieved in the face of 

overstretched resources and the economic pressures on the NHS, hospitals and 

acute stroke services. 

 
Table 4-5 Drawbacks and suggested mitigations of proposed stroke service changes 

 

Drawbacks Suggested mitigations 

Ability to understand 
and adapt to the 
changes in service 
provision 

• Patient and public information campaigns could promote 
understanding and enable service users can get the maximum 
benefits from the service reconfiguration  
 

• Population health education promoting the FAST test could 
improve timely access, promote better outcomes and reduce 
health inequalities 

 
• Stroke prevention programmes targeting at risk groups (could 

reduce their stroke risk and further reduce health inequalities ) 
 
• A cross area stroke user group could be supported to champion 

the needs of patients, their carers, friends and relatives. 
 
• The new service specification could specify responsibilities for 

monitoring and evaluation of service outcomes  
 
• Oversight arrangements could ensure scrutiny of surveys and 

timely solutions to emerging problems. 

Additional travel 
burden for carers, 
families and friends 
from South 
Tyneside visiting 
stroke survivors in 
Sunderland 

• A range of opportunities to minimise the additional travel costs 
could be explored.  Possibilities include provision of shuttle 
buses between hospital sites or less costly alternatives such as 
volunteer drivers or subsidised parking at hospital sites  
 

• Additional disabled parking bays could be provided at both 
hospital sites  

 
• Patient and public information campaigns could maximise the 

benefits of any new transport services 
 
• Future service user experience surveys could monitor and 

evaluate travel needs and experiences with reference to 
differences between equality groups in South Tyneside and 
Sunderland.  

 
• Oversight arrangements could ensure scrutiny of user 

experience data and ensure that this information is translated 
into timely and appropriate service developments whenever 
necessary.  
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Emergency 
transfers between 
South Tyneside and 
Sunderland 
hospitals 

• The service specification could include provision to identify and 
minimise delays in A&E assessment and inter-hospital transfer 
for all stroke patients 
 

• The capacity of the North East Ambulance Service to respond to 
the increased demand for transfers needs to be clarified – this is 
underway and will provide valuable information 

 
• Relevant A&E and NEAS performance data could be collected, 

monitored and evaluated in a timely manner  
 
• Oversight arrangements could scrutinise data and hold the 

system to account to ensure timely solutions to emerging 
problems 

 

Integrated and 
continuous health & 
social care for 
stroke survivors and 
their carer(s) 

• Best practice could be adopted in terms of provider handovers 
and integrated care planning with special reference to the needs 
of priority equality groups  (Older people, disabled groups, BME 
groups,  socioeconomically deprived groups) 

 
• South Tyneside and Sunderland hospitals could initiate a 

programme of primary, community and social care engagement 
across South Tyneside and Sunderland to promote 
communication and collaboration across the system  

 
• A multi-agency improvement collaborative could lead service 

improvements at the system level 
 
• Patient safety incident data could be collected, monitored and 

evaluated  
 
• User experience survey data should be collected, monitored 

and evaluated 
 
• Oversight arrangements could ensure scrutiny of safety and 

experience data and hold the system to account to ensure 
timely solutions to emerging problem 

Additional pressures 
placed on hospital 
services in 
Sunderland and on 
the ambulance 
services. 

• Further modelling could be helpful to assess the future capacity 
of all services involved in the care of this population.  This is a 
national priority for stroke and other age related illnesses.  
 

• User experience survey data, patient safety incident data and 
other quality indicators at hospital level could be collected, 
monitored and evaluated  

 
• Oversight arrangements could ensure scrutiny of quality data 

and hold the acute provider to account to ensure timely 
solutions to emerging problem 

 
• Formal modelling could shed light on the future health care 

needs and the level of capacity required to meet those needs 
 
• Considering prioritising existing plans to improve early 

supported discharge work will reduce lengths of stay and free 
up capacity  

Sustained capacity 
to meet the needs of 
an ageing 
population 
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Some loss of public 
sector skills, jobs 
and public sector 
investment in South 
Tyneside 

• Other Path to Excellence proposals could be developed in ways 
that offset the apparent losses in South Tyneside.  For example, 
this might entail some Sunderland hospital functions being 
transferred to South Tyneside  

 

Increased traffic 
flowing between 
South Tyneside and 
Sunderland 

• The transport analysis currently underway could provide insights 
into possible risks and mitigating actions  
 

• Wherever possible, any new transport initiatives could seek to 
minimise air and nose pollution, avoid congestion and promote 
road safety. Possibilities include park and ride facilities with free 
hospital shuttle buses.  
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5.0 Obstetrics and gynaecology IIA 

 

5.1 Demographical context (obstetrics and gynaecology) 

Relevant demographical context for the IIA relating to women’s and maternity 

services and specific equality groups are listed in table 5-1 below. Rates of smoking 

among women at the point of birth are significantly higher than the national average 

in both South Tyneside and Sunderland, which can lead to poor health outcomes for 

both mother and baby. Rates of under-18s conceptions are also high, despite 

reductions in recent years, with teenage pregnancies having increased risk of low 

birth-weight babies. The number of low birth weight babies in South Tyneside is 

broadly in line with the England average but higher than the national average in 

Sunderland. Both areas have lower breastfeeding rates. 

 
Table 5-1 Selected demographical details 

 

Equality group South Tyneside 

Count  (%) 

 

Sunderland 

Count  (%) 

Race  BME groups  7,259  (4.9) 14,326  (5.2) 

Babies born to mothers born in 
Middle East and Asia (2014)  

61  (3.8) 94  (3.3) 

Pregnancy 
& 
maternity  

Women aged 15-44 years 28,024 (36.6) 54,215 (38.3) 

Number of live births (2015)  1,647 2,889 

 Number of under 18s births 
2014  

33 70 

 Number of births to women 
over 35 2014/15 

171 379 

Disability Disability – day to day 
activities limited a little or a lot  

34,069 (23%) 63,366 (23%) 

Socio-
economic 
deprivation  

Socio-economic Deprivation – 
households with some level of 
deprivation  

42,315 (63%) 76,645 (64%) 
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5.2 Equality Impact Assessment (EqIA) (obstetrics and gynaecology)  

 

5.2.1 Total Equality Impact Scores 

When summed together, the large positive and small negative impacts resulted in 

strongly positive impact scores for all equality groups as indicated by the summary in 

table 5-3 below. The lower scores for option 2 reflect the reduction in either 

consultant or midwifery-led birthing options within South Tyneside. The IIA highlights 

that for either option, the considerable benefits for all equality groups outweigh any 

of the drawbacks identified during the assessment.   

 
Table 5-3 Total Equality Impact Scores (obstetrics and gynaecology) 

 

Equality group Total Equality Impact Scores 

Option1  Option 2  

Sex/ gender 6 3 

Sexual orientation 9 9 

Gender 

reassignment 

9 9 

Race 3 3 

Marriage and civil 

partnership 

9 9 

Pregnancy  / 

maternity 

6 3 

Religion or belief 9 9 

Disability 3 3 

Socioeconomic 

deprivation 

3 3 

Age 3 3 

 

 

5.2.1 Health and Health Inequalities Impact Assessment (HIIA) (obstetrics and 

gynaecology) 

 

When summed together, the majority of the total HIIA impact scores were positive as 

indicated by the summary below:  
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Table 5-4 Total Health Inequalities Impact Scores (obstetrics and gynaecology) 

 

Impact domains Attributes Option 1 Option 2 

 

 

Health outcomes 

of O&G services  

Mortality 
16 18 

Spontaneous vaginal 

delivery 15 3 

Obstetrics interventions 
18 5 

Transfers of care 
1 8 

Delivering a baby without 

serious medical 

problems   14 18 

Infant feeding 0 0 

Maternal health 
14 4 

Infant health 
14 10 

Life expectancy 
10 10 

Quality of life 
4 4 

Access to high 

quality health 

care outcomes 

Effective health care 
18 18 

Safe health care 
8 12 

Cost efficient health care 
11 7 

Relevance to healthcare 

need 10 2 

Acceptable health care 
5 -2 

Environmental 

determinants of 

health  

Transport 
-4 -4 

Natural and built 

environment 0 0 

Pollution  
-2 -2 

Housing 
0 0 

Economic 

determinants of 

health  

Education, skills and 

learning  0 0 

Employment 
0 0 

Business development 
0 0 

Financial inclusion 
0 0 

TOTAL ALL 
152 111 

 

The total HIIA integrated impact scores show that both options were assessed as 

having a strongly positive impact on health and health inequalities.  Option 1 had a 

higher net total impact score than Option 2 as a result of more positive scores for 

access to high quality healthcare.  
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5.3 Integrated impact assessment – benefits and risks (obstetrics and 

gynaecology) 

 

5.3.1 Communities affected by the proposed obstetrics and gynaecology 

service changes 

The IIA indicated that communities in South Tyneside and certain vulnerable groups 

might be more likely to be affected by the changes.  The identified vulnerable groups 

were: 

 Socioeconomic deprivation  

 Disability  (physical, mental, learning)  

 Race (BME communities)  

 Age (older women, older  and teenage mothers)  

 Women who misuse alcohol or drugs 

 Sensory impairment 

 Women with co-morbid conditions 

 

These groups are most affected because these groups have a higher risk of 

perinatal complications (during mid-late pregnancy, birth or after birth) and will 

therefore benefit from the proposed improvements to service quality, but be equally 

vulnerable to any drawbacks. 

 

5.3.2 Benefits of proposed obstetrics and gynaecology service changes 

The IIA illustrates that both options could achieve significant positive impacts on 

health with minimal negative or neutral impacts. The benefits identified by the HIIA 

were similar to those identified by the EqIA and related to the following 

improvements in the services provided: 

• More sustainable and consistent high quality care, regardless of the day of the 

week of the time of day – for women, mothers and babies 

• Safer care due to sustained and improved levels of specialist staffing -   

especially in obstetric care and special baby care  - able to provide timely 

intervention and avoid clinical deterioration 

• More cost-efficient obstetrics and gynaecology services  

• More ‘normal’ birth experiences with less avoidable obstetric interventions and 

associated complications (more associated with option 1 than option 2) 

 

The IIA highlights how such advantages can ensure that mothers have a positive 

experience of pregnancy and birth so that their babies have the best start in life 

which, in turn, will be fundamental to improving population health and reducing 

inequalities in health across South Tyneside and Sunderland. 
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5.3.3 Risks of proposed obstetrics and gynaecology service changes and 

suggested mitigations 

A number of drawbacks to the proposals are highlighted by the IIA, although the IIA 

emphasises that the identified drawbacks were rarely significant enough to offset the 

strongly positive benefits identified. The drawbacks deemed to have the greatest 

impact, and mitigating actions suggested in the IIA, common to both options are 

listed in table 5-5 below, together with specific drawbacks to the individual options.  

 
Table 5-5 Drawbacks and suggested mitigations of proposed obstetrics and gynaecology 

service changes 

 

Drawbacks Suggested mitigating action 

Both options 

Barriers to access • Patient and public information campaigns could be 
developed and targeted to promote understanding 
and enable service users to adapt to the changes in 
an elective or emergency situation 
  

• A cross area ‘women’s services’ user group could be 
supported to champion the needs of women, their 
carers, partners, friends and relatives with an 
emphasis on vulnerable groups. 

 
• The new service specification could specify 

responsibilities for monitoring and evaluation of 
service outcomes including equity of access  

 
• Oversight arrangements could scrutinise equity and 

satisfaction data and ensure that this information is 
translated into timely and appropriate service 
developments whenever necessary.  

Understanding and adapting to 
the new changes 

Challenges to continuity of care • Introduce arrangements to monitor user satisfaction 
and critical incidents relating to service continuity 
and coordination for all users, especially vulnerable 
groups. These arrangements could ensure that 
intelligence is translated into service developments 
as appropriate and necessary.  
 

• Integrated records and information systems could be 
developed to promote information sharing and 
communication across service and sector 
boundaries.  

 
• Introduce arrangements to monitor equity of access 

audit data for each service and ensure that this 
information is translated into timely and appropriate  
service developments whenever necessary 

Travel and transport costs • A range of opportunities to minimise the additional 
travel costs could be explored.  Possibilities include 
provision of shuttle buses between hospital sites or 
less costly alternatives such as volunteer drivers or 
subsidised parking at hospital sites  
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• Additional disabled and maternity parking bays 

could be provided at both hospital sites  
 
• Patient and public information campaigns could 

maximise the benefits of any new transport services 
 
• Future service user experience surveys could 

monitor and evaluate travel needs and experiences 
with reference to differences between equality 
groups in South Tyneside and Sunderland. 

  
• Oversight arrangements could scrutinise user 

experience data and ensure that this information is 
translated into timely and appropriate service 
developments whenever necessary.  

 

Traffic and pollution • Wherever possible, any new transport initiatives 
could seek to minimise air and noise pollution, avoid 
congestion and promote road safety. Possible 
solutions include park and ride facilities with free 
hospital shuttle buses and less costly options 
advocating car share schemes 
 

• The transport analysis currently underway could 
provide additional insights into this aspect of the 
reconfiguration 

 

Local economy • Other Trust functions eg IT, quality assurance, R&D, 
could be provided in South Tyneside to develop 
skills, jobs and investment in the borough.   

 

Cost-efficient health care • Commissioners could agree specifications which 
reflect NHS and public health advice to maximise 
opportunities to promote health and reduce health 
inequalities  

 
• The promotion of home births (appropriately risk 

assessed) could deliver further cost efficiencies 
while mitigating against the reduced delivery options 
in South Tyneside 

 
• Consideration of further local developments to 

enhance the local non-acute elements of maternity 
pathway, as per Better Births’ recommendations, 
could ensure the best possible, locally delivered 
maternity care 

 

Sustainable healthcare • Oversight arrangements could monitor demand and 
supply linked with population projections and 
modelling to identify and plan for any future capacity 
issues.  
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Transfers of care during labour or 
immediately after the birth (more 
common to option 1) 

• The capacity of the North East Ambulance Service 
to respond to the increased demand for timely and 
emergency transfers could be clarified using data 
modelling  - this is already underway and further 
work is ongoing. 
 

• The proposed health service specifications could 
include protocols which address how the risks 
associated with potential delays in transfer and 
handovers of care will be minimised 

 
• The proposed health service specifications could 

include processes to promote and monitor patient 
safety relating to transfers and handovers of care  

 
• Oversight arrangements could monitor patient  

safety, user satisfaction, and critical incidents 
relating to inter hospital transfers and handovers of 
care and ensure that this information is translated 
into service developments as appropriate and 
necessary.  

 
• Oversight arrangements could monitor ambulance 

performance data and ensure that this information is 
translated into service developments as appropriate 
and necessary 

 

Acceptable health care (more 
common to option 2) 

• As per suggested mitigating actions listed against 
the barriers to access and challenges to continuity of 
care drawbacks listed above, in order to ensure a 
positive patient experience 
 

Obstetric interventions (more 
common to option 2) 

• The promotion of home births (appropriately risk 
assessed) could mitigate against unnecessary 
obstetric interventions 
 

• Clinical audit, guidelines and protocols could be 
developed to minimise unnecessary obstetric 
interventions  
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6.0 Paediatrics IIA 

 

6.1 Demographical context (paediatrics urgent and emergency care) 

The population of Sunderland is almost twice that of South Tyneside.  Both areas 

have a similar proportion of children (20%)2 with almost one quarter of them living in 

low income families and very small numbers with mothers born in the Middle East 

and Asia3 as per table 6-1. 

 
Table 6-1: Selected demographic details of deprivation and BME communities in the local 

population 

 

 South Tyneside Sunderland 

Number and percentage of 

children living in low income 

families 

 

6,565 (26%) 11,525 (24%) 

Number and Percentage of 

babies born to mothers born in 

Middle East and Asia (%) 

 

 

61 (4%) 

 

94 (3%) 

 

Comparative statistics indicate that both localities experience high rates of rates 

health care utilisation which, for acute paediatric problems, are higher than the 

national average2.  Children’s A&E attendance rates are significantly greater than 

their admission rates as indicated in Table 6-2 

 
Table 6-2: Healthcare utilisation data 

 

 South Tyneside Sunderland 

Number of A&E 

attendances 0-19 year old 

2014/15 

 

18,466 45,442 

Number of emergency 

hospital admissions 

2014/15 

2,720 5,353 

 

 

 

 

 

 

                                                           
2
 Source ONS  - see Full Paediatric IIA in Supporting Documentation for more details 

3
 Source PHE - see Full Paediatric IIA in Supporting Documentation  for more details 
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6.2 Equality impact assessment (EqIA) (paediatric urgent and emergency care) 

 

6.2.1 Total equality impact scores (paediatric urgent and emergency care) 

When summed together, the large positive and small negative impacts resulted in 

strongly positive impact scores for all equality groups as indicated by the summary in 

table 6-3 below:  

 
Table 6-3: Total EqIA impact scores (paediatric urgent and emergency care) 

 

Equality group Total Equality Impact Scores 

Option 1 Option 2 

Sex/ gender 6 6 

Sexual orientation 9 9 

Gender 

reassignment 

9 9 

Race 6 3 

Marriage and civil 

partnership 

9 9 

Pregnancy  / 

maternity 

7 5 

Religion or belief 9 9 

Disability 6 3 

Socioeconomic 

deprivation 

6 3 

Age 6 3 

 

 

For both Options, the total EqIA impact scores were positive for all equality groups.  

The IIA shows that, for either option, the considerable benefits for equality groups 

outweigh any of the drawbacks identified during the assessment.   

 

6.3 Health and health inequalities impact assessment (paediatric urgent and 

emergency care) 

 

6.3.1 Total Health and Health Inequality Impact scores (paediatric urgent and 

emergency care) 

When summed together, the majority of the total HIIA impact scores were positive as 

indicated by the summary in table 6-4 below:  
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Table 6-4: Total HIIA scores (paediatric urgent and emergency care) 

 

Impact Domains Impact Domain Attributes Option 1 Option 2 

Health status relating to use of 
acute paediatric  services 

Disease management 13 8 

Emotional Wellbeing  12 9 

Prevention 12 6 

Safeguarding 9 3 

Avoidable health care  8 8 

Health status relating to 
access to high quality health 
care 

Effective health care 13 10 

Safe health care 6 0 

Cost efficient health care 4 3 

Relevance to healthcare need 8 8 

Acceptable health care -2 -6 

Health status relating to 
Environmental determinants 
of health 

Transport -2 -2 

Natural and built environment 0 0 

Pollution  -2 -2 

Housing 0 0 

Economic determinants of 
health  

Education, skills and learning  0 0 

Employment 0 0 

Business development 0 0 

Financial inclusion 0 0 

TOTAL ALL 79 45 

 

 

6.4 Integrated impact assessment – benefits and risks (paediatric urgent and 

emergency care) 

 

6.4.1 Communities affected by proposed paediatric changes 

The combined paediatric IIA highlighted a number of vulnerable groups likely to be 

most affected – either positively, negatively or both – by the proposed changes. 

These groups, which are more likely to need and use paediatric urgent and 

emergency care services, were:  

• Children and families affected by socio-economic deprivation,  

• Children and families affected by substance or alcohol misuse  

• Infants and Young people 

• BME communities 

• Children in need of safeguarding 
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• Children and families affected by physical or mental illness, disability or 

sensory impairment 

• Pregnant and recently delivered mothers and their babies 

 

6.4.2 Benefits of proposed paediatric changes 

Benefits identified by the HIIA were similar to those identified by the EqIA and related 

to improvements in the services provided. Anticipated improvements highlighted 

included: 

• More sustainable and consistent high quality care, regardless of the day of 

the week of the time of day 

• Safer care due to improved levels of specialist staffing able to assess and 

treat children promptly  

• Improved levels of specialist staff and resources able to deal with rising 

population needs in terms of scale and complexity, including more 

specialist skills, services and jobs in Sunderland 

• Cost savings in the face of economic austerity  

 

The IIA highlighted how these service improvements could have profound benefits 

for children, especially in relation to 

• More effective and timely treatment of acute illnesses 

• Less risk of deterioration  

• Less pain and distress due to delays in assessment and treatment 

• Shorter hospital stays and less admissions or readmissions 

• Improved capacity to identify and safeguard children in need 

 

It emphasises that, given the proposed service changes will benefit all service users, 

as well as vulnerable and equality groups, that they could lead to significant benefits 

to child health and inequalities across South Tyneside and Sunderland, giving 

children  ‘a better start in life’ and ‘enabling all children, young people and adults to 

maximize their capabilities and have control over their lives’, in line with the 

evidenced-based national Marmot Review which sets out key actions to reduce 

health inequalities over the longer term4. 

 

6.4.3 Risks of proposed paediatric changes and suggested mitigations 

The IIA was clear that the drawbacks of the paediatric urgent and emergency care 

proposals were rarely significant enough to offset the strong positive benefits 

identified. Drawbacks of both options and mitigations suggested by the IIA author are 

set out in table 6-5 below. 

 

                                                           
4
   The Marmot Review.  Fair Society, healthy lives.  Strategic review of Health Inequalities in England (2010) 

Available at http://www.instituteofhealthequity.org/resources-reports/fair-society-healthy-lives-the-marmot-
review  

http://www.instituteofhealthequity.org/resources-reports/fair-society-healthy-lives-the-marmot-review
http://www.instituteofhealthequity.org/resources-reports/fair-society-healthy-lives-the-marmot-review


27 
 

The identified drawbacks were considered to pose a greater risk to the vulnerable 

groups identified in 6.4.1 above and also those living in South Tyneside with 

implications for health inequalities within and across South Tyneside. 

 
Table 6-5: Drawbacks and suggested mitigations of proposed paediatric service changes 

 

Drawbacks Suggested mitigations 

The challenges of 
understanding and 
adapting to the 
proposed changes 

• Helping everyone to understand and adapt to the new 
changes, especially vulnerable groups. 
 

• Patient and public information campaigns could be 
developed and targeted to promote understanding and 
enable service users to adapt to the changes in the face of a 
child with an acute illness and ensure care can be given in 
the right place at the right time. 

 
• A cross-area young people’s user group could be supported 

to champion the views and needs of young people. 
 
• The new service specification could specify responsibilities 

for monitoring and evaluation of service outcomes including 
equity of access  

 
• Introducing oversight arrangements could ensure scrutiny of 

equity and user experience data and ensure that this 
information is translated into timely and appropriate service 
developments whenever necessary 

 
• Community engagement and development schemes could be 

implemented to build the capability and confidence of 
children and their parents and carers to self-care and use 
health services appropriately, for example, the provision of 
education interventions in schools and the community.  

 

Vulnerable groups 
experiencing possible 
barriers to access  

Continuity of care 
during hand overs 
between hospitals and 
when crossing local 
authority and CCG 
boundaries  

• New oversight arrangements could monitor user satisfaction 
and critical incidents relating to service continuity and 
coordination for all users, especially vulnerable groups and 
ensure that this information is translated into service 
developments as appropriate and necessary.  
 

• New oversight arrangements could monitor equity of access 
audit data for each service and ensure that this information is 
translated into timely and appropriate  service developments 
whenever necessary 

 
• Protected learning events for relevant professional groups, 

could help to build relationships and improve skills and 
knowledge especially with reference to adoption and 
development of key care pathways  

 
• NHS patient safety initiatives could focus on quality assuring 

handovers between different teams 
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• Whole system learning collaboratives could help to build 
strategic connections across the system and to drive through 
system-wide improvements.  

 
• System-wide collaboratives could champion the development 

of integrated records and information systems to promote 
information sharing and communication across service and 
sector boundaries 

 

Increased travel costs 
(personal, social and 
economic) 

Addressing travel and transport costs especially for vulnerable 
groups including: 
• A range of opportunities to minimise the additional travel 

costs could be explored.  Possibilities include provision of 
shuttle buses between hospital sites or less costly 
alternatives such as volunteer drivers or subsidised parking 
at hospital sites  
 

• Additional disabled and maternity parking bays could be 
provided at both hospital sites  

 
• Patient and public information campaigns could maximise the 

benefits of any new transport services 
 
• Future service user experience surveys could monitor and 

evaluate travel needs and experiences with reference to 
differences between equality groups in South Tyneside and 
Sunderland.  

 
• Oversight arrangements could be introduced to scrutinise 

user experience data and ensure that this information is 
translated into timely and appropriate service developments 
whenever necessary. 

Acutely ill children 
being transferred from 
South Tyneside to 
Sunderland 

• The capacity of the North East Ambulance Service to 
respond to the increased demand for timely and emergency 
transfers could be clarified using data modelling  
 

• The proposed health service specifications could include 
protocols which seek to avoid delays in transfer and 
handovers e.g. application of early warning systems and 
provision for patient safety  

 
• Oversight arrangements could be introduced to monitor 

patient safety, user satisfaction, and critical incidents relating 
to inter hospital transfers and handovers of care and to 
ensure that this information is translated into service 
developments as appropriate and necessary.  

 
• Oversight arrangements could monitor ambulance 

performance data and ensure that this information is 
translated into service developments as appropriate and 
necessary 
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Increases in demand 
for acute ambulance 
services and acute 
paediatric services in 
Sunderland  

• Ambulance capacity is already under review  
 

• The impact on other aspects of the Sunderland hospital 
services can be monitored and addressed 
 

• Commissioners will inevitably monitor and evaluate the 
ongoing performance of these providers and ensure service 
improvements as necessary. 

Increases in traffic 
commuting between 
South Tyneside and 
Sunderland  

• Wherever possible, any new transport initiatives could seek 
to minimise air and noise pollution, avoid congestion and 
promote road safety. Possible solutions include park and ride 
facilities with free hospital shuttle buses and less costly 
options such as advocating car share schemes 
 

• The transport analysis currently underway will provide 
additional insights into this aspect of the reconfiguration 
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7.0 Common impacts across three clinical areas 

The IIAs have highlighted some clear benefits and risks that are common to all three 

acute service areas that are subject to change proposals. Common benefits are 

highlighted in table 7-1 and common drawbacks and suggested mitigating action are 

in table 7-2. 

 
Table 7-1: Common benefits of stroke, obstetrics and gynaecology and paediatric change 

proposals 

Highlighted benefits of change options from IIA Stroke O&G Paeds All 

More sustainable and consistent care, regardless of day/time of 
presentation 

    

Safer care due to improved levels of specialist staff     

Improved levels of specialist staff and resources *   * 

 More specialist skills, services and jobs in Sunderland     

Cost savings     

More efficient and timely treatment of acute illness *   * 

Less risk of deterioration *   * 

Reduced stroke mortality     

Improved stroke prevention     

Less disability and sensory impairment from stroke *    

Improved quality of life and emotional wellbeing following stroke *    

Less social dependency following stroke *    

*Stroke option 1 

 
 

 

 

  



31 
 

Table 7-2: Common drawbacks and suggested mitigating actions of stroke, obstetrics and 

gynaecology and paediatric change proposals 

 Drawbacks and suggested mitigating actions from IIA Stroke O&G Paeds All 
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c
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ti
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 Patient and public information campaigns could be 

developed and targeted to promote understanding and 
enable service users to adapt to the changes 

    

A cross-area user group could be supported to champion 
the views of service users, their families/carers. 

    

The new service specification could specify 
responsibilities for monitoring and evaluation of service 
outcomes including equity of access  

    

Introducing oversight arrangements could ensure scrutiny 
of equity and user experience data and ensure that this 
information is translated into timely and appropriate 
service developments whenever necessary 

    

Community engagement and development schemes could 
be implemented to build the capability and confidence of 
children and their parents and carers to self-care and use 
health services appropriately, for example, the provision of 
education interventions in schools and the community.  

    

Stroke prevention programmes targeting at risk groups 
(could reduce their stroke risk and further reduce health 
inequalities ) 

    

The promotion of home births and use of clinical 
guidelines and protocols to mitigate risk of unnecessary 
obstetric intervention 

 ***   

C
o

n
ti

n
u

it
y

 o
f 

c
a

re
 New oversight arrangements could monitor user 

satisfaction and critical incidents relating to service 
continuity and coordination for all users, especially 
vulnerable groups and ensure that this information is 
translated into service developments as appropriate and 
necessary 

    

Protected learning events for relevant professional 
groups, could help to build relationships and improve skills 
and knowledge especially with reference to adoption and 
development of key care pathways 

    

NHS patient safety initiatives could focus on quality 
assuring handovers between different teams 

**    

Whole system learning collaboratives could help to build 
strategic connections across the system and to drive 
through system-wide improvements 

    

System-wide collaboratives could champion the 
development of integrated records and information 
systems to promote information sharing and 
communication across service and sector boundaries 

**    

The service specification could include provision to 
identify and minimise delays in A&E assessment and 
inter-hospital transfer for all stroke patients 

    

C
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 Oversight arrangements could monitor ambulance 

performance data and ensure that this information is 
translated into service developments as appropriate and 
necessary 
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The impact on other aspects of the Sunderland hospital 
services can be monitored and addressed 

    

Commissioners will inevitably monitor and evaluate the 
ongoing performance of these providers and ensure 
service improvements as necessary 

    

Oversight arrangements could monitor demand and 
supply linked with population projections and modelling to 
identify and plan for any future capacity issues (NB: this is 
a national priority for stroke and other age related 
illnesses.) to ensure future sustainability   

 ***   

The current plans for early supported discharge will 
reduce lengths of stay and free up capacity  - this service 
development should therefore be developed as a priority  

    

E
c

o
n

o
m

ic
 Other Path to Excellence proposals could be developed in 

ways that offset the apparent economic losses in South 
Tyneside.  For example, this might entail some 
Sunderland hospital functions being transferred to South 
Tyneside e.g. quality improvement.  

    

P
o

ll
u

ti
o

n
 Wherever possible, any new transport initiatives could 

seek to minimise air and noise pollution, avoid congestion 
and promote road safety. Possible solutions include park 
and ride facilities with free hospital shuttle buses and less 
costly options such as advocating car share schemes 

    

T
ra

v
e

l 
a
n
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ra
n

s
p

o
rt

 A range of opportunities to minimise the additional travel 
costs could be explored.  Possibilities include provision of 
shuttle buses between hospital sites or less costly 
alternatives such as volunteer drivers or subsidised 
parking at hospital sites  

    

Additional disabled (and maternity) parking bays could be 
provided at both hospital sites  

    

Patient and public information campaigns could maximise 
the benefits of any new transport services 

    

Future service user experience surveys could monitor and 
evaluate travel needs and experiences with reference to 
differences between equality groups in South Tyneside 
and Sunderland.  

    

Oversight arrangements could be introduced to scrutinise 
user experience data and ensure that this information is 
translated into timely and appropriate service 
developments whenever necessary.  

    

** Stroke options 2 and 3 only 

*** O&G option 2 only 
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8.0 Next steps 

The IIAs will inform the public consultation methodology to ensure that all of the 

impacted communities highlighted are given an opportunity to comment on both the 

proposals and the anticipated benefits and drawbacks highlighted by the IIA. This IIA 

summary and each individual IIA will be available for review as part of the public 

consultation process, enabling content relevance to be thoroughly tested.  

 

The IIAs specifically invite stakeholders to:  

1. Consider and give due regard to the nature, scale, and scope of the benefits and 

challenges identified by the IIA  

2. Consider and highlight any other positive or negative impacts which should be 

incorporate into the assessment  

3. Consider the suggested mitigating actions and identify whether there are other 

opportunities to maximise the benefits arising from the proposed reconfiguration 

4. Identify mitigating actions which should be implemented and consider 

contributing to the development of relevant mitigating action plans. 

 

Feedback gathered as part of the consultation process will enable the IIAs to evolve 

and develop into final IIAs that will be considered as part of a full range of clinical 

and non-clinical data that will inform the final decision-making process. 
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1.0 Introduction and purpose   
 
This document summarises the final Equality, Health and Health Inequalities 
Integrated Impact Assessments (IIAs) to support decision making around the Phase 
1a Path to Excellence acute service change proposals. It should be read in 
conjunction with the summary of the IIA Development and Update Process 
document. 
 
Baseline IIAs for Stroke, Obstetrics and Gynaecology (including Special Care Baby 
Unit) and Paediatric services were commissioned from an independent organisation 
in early 2017 to inform the evaluation of the options prior to them being agreed as 
appropriate options to be taken forward to public consultation. These IIAs have been 
tested during public consultation for relevancy and addendums produced in January, 
2018 to reflect further evidence, assessment and findings.  
 
This document summarises the findings from the combined documents for each 
clinical service areas.  
 
2.0 Stroke final IIA 
 
2.1 Equality Impact (stroke) 
The baseline IIA identified strongly positive impacts of the proposed stroke changes 
for communities across both South Tyneside and Sunderland with protected 
characteristics1. The post-consultation IIA review and update review did not identify 
additional impacts on equality groups or differences in scale or nature of the impacts 
previously identified. It also did not identify any other vulnerable group which would 
be vulnerable to the proposed changes in service provision2.  
 
The final IIA therefore concludes that the following groups are likely to be most 
vulnerable to the drawbacks associated with the proposed stroke options: 

• BME communities 
• Disability groups 
• Socioeconomically deprived communities 
• Older people3 

 

                                                           
1 Gray, J (2017) An Independent Integrated Equality, Health and Health Inequalities Impact Assessment (IIA) for 
acute stroke services, p24 
2 Gray, J (2018) Addendum to IIA for acute stroke services, p17 
3 Gray, J (2017), IIA acute stroke services, p27 
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While the drawback risks apply to all vulnerable groups across South Tyneside and 
Sunderland, they are more likely to apply to South Tyneside communities, given the 
nature of the proposals. However the IIA shows that the vulnerable communities are 
likely to realise the benefits of the proposed changes,4 as are all equality groups.  
 
Final equality impact assessment scores are summarised in figure 2-1. Equality 
impacts are of a similar scale and nature for Stroke Options 1 and 2, but negative 
impacts were slightly less for Option 3 given the limited travel and cost impact for 
affected communities. 
 
Table 2-1 Final Equality Impact Scores (stroke) 

                                                           
4 Gray, J (2017), IIA acute stroke services, p27 

Equality group Total  Equality Impact  score 
 
Option 1 Option 2 Option 3 

Sex/ gender 8 8 8 
Sexual orientation 9 9 9 
Gender reassignment 9 9 9 
Race 5 5 7 
Marriage and civil partnership 9 9 9 
Pregnancy  / maternity 7 7 7 
Religion or belief 9 9 9 
Disability 5 5 7 
Socioeconomic deprivation 5 5 7 
Age 3 3 6 
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2.2 Health and Health Inequalities Impact Assessment (HIIA) (stroke) 
The baseline IIA for stroke identified positive HIIA impact scores for Option 1 but 
negative for Options 2 and 35. The review and update of the IIA confirmed that the 
majority of the consultation concerns had been comprehensively reflected in the 
baseline IIA. One exception was concerns around North East Ambulance Service 
(NEAS) capacity and response times6. Although the baseline IIA had assessed 
available NEAS data at the time, further, up to date performance data was sought 
and used to review and revise the HIIA scores.  
 
While this resulted in some changes to the HIIA scores, as per figure 2-2, this did not 
alter the overall conclusions of the pre-consultation IIA. The final IIA highlights how, 
while the repatriation elements of options 2 and 3 may be attractive to people who 
wish to see stroke care as close to home as possible, this would be at the expense 
of the highest possible specialist stroke care. This is because neither Option 2 nor 3 
could achieve the recommended levels of specialist stroke professionals which are 
essential to deliver a fully staffed stroke ward and improved outcomes after a 
stroke7. 
 
Figure 2-2 Final Health and Health Inequalities Scores (Stroke) 
 

 Option 1 Option 2 Option 3 
Baseline HIIA 
scores 

 
185 

 
-13 

 
-11 

Revised, final  
HIIA scores 173 -23 -23 

 
The IIA highlighted clear health and health inequalities benefits across both South 
Tyneside and Sunderland communities resulting from improved and sustainable 
levels of specialist medical and allied health professional staff, together with 
improved and sustainable 24/7 stroke care8. These benefits would be felt by 
vulnerable groups in both CCG areas with anticipated benefits around: 
 

• Reduced mortality 
• Reduced morbidity 
• Less disability and / or sensory impairment 
• Improved quality of life and emotional wellbeing 
• Less social dependency 
• Improved stroke prevention9 

                                                           
5 Gray, J (2017), IIA acute stroke services, p26 
6 Gray, J (2018) Addendum to IIA for acute stroke services, p17 
7 Gray, J (2017), IIA acute stroke services, p27 
 
8 Gray, J (2017), IIA acute stroke services, p28 
9 Gray, J (2017), IIA acute stroke services, p28 
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2.3 Risks and mitigations (stroke) 
 
The baseline IIA highlighted a number of drawbacks to the proposals, although it 
emphasised that the identified drawbacks were rarely significant enough to offset the 
strongly positive health 10benefits identified for option 1. Emphasis was placed on 
supporting patients and carers to understand the changes, to mitigate the potential 
travel burden and to ensure timely and safe emergency inter-hospital transfers. 
 
The review of the IIA highlighted a small number of further risk-mitigating actions for 
consideration, in light of the consultation feedback. This included prioritising support 
for helping patients to adapt to the changes for South Tyneside residents and in 
ensuring that the needs of South Tyneside vulnerable groups were appropriately 
considered throughout11. Further suggestions included ensuring appropriate 
mechanisms for delivering and monitoring timely inter-hospital transfers for stroke 
patients12. The combined suggested risk mitigations are highlighted in figure 2-3 
below with new suggestions indicated in italics.  
 
The IIA indicates that suggested mitigating actions are not intended to be a 
recommendation or an instruction and should be considered with realistic reference 
to what can be achieved in the face of overstretched resources and the economic 
pressures on the NHS, hospitals and acute stroke services13. 
 
Figure 2-3 Drawbacks and suggested mitigations of proposed stroke service changes 
 
Drawbacks Suggested mitigations 
Ability to understand 
and adapt to the 
changes in service 
provision and 
prioritising South 
Tyneside patients as 
the changes are 
more far-reaching 
for them 

• Patient and public information campaigns could promote 
understanding and enable service users can get the maximum 
benefits from the service reconfiguration  
 

• Population health education promoting the FAST test could 
improve timely access, promote better outcomes and reduce 
health inequalities 

 
• Stroke prevention programmes targeting at risk groups (could 

reduce their stroke risk and further reduce health inequalities ) 
 
• A cross area stroke user group could be supported to champion 

the needs of patients, their carers, friends and relatives. 
 
 

                                                           
10 Gray, J (2017), IIA acute stroke services, p29 
11 Gray, J (2018) Addendum to IIA for acute stroke services, p94 
12 Gray, J (2018) Addendum to IIA for acute stroke services, p18 
13 Gray, J (2017), IIA acute stroke services, p29 
13 Gray, J (2017), IIA acute stroke services, p33 
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• The new service specification could specify responsibilities for 
monitoring and evaluation of service outcomes  

 
• Oversight arrangements could ensure scrutiny of surveys and 

timely solutions to emerging problems. 
 

• Working groups to consider the needs of the following groups in 
South Tyneside particularly: 
- Sensory impairment 
- Learning disability or cognitive impairments 
- Mental health problems 
- Physical disabilities 
- English language or other communication difficulties 
- Low incomes 
- Carers  
- Cultural differences 
- Specific age related needs i.e. young  and older people 
- Childcare responsibilities (especially single parents)  

 
Additional travel 
burden for carers, 
families and friends 
from South 
Tyneside visiting 
stroke survivors in 
Sunderland 

• A range of opportunities to minimise the additional travel costs 
could be explored.  Possibilities include provision of shuttle 
buses between hospital sites or less costly alternatives such as 
volunteer drivers or subsidised parking at hospital sites  
 

• Additional disabled parking bays could be provided at both 
hospital sites  

 
• Patient and public information campaigns could maximise the 

benefits of any new transport services 
 
• Future service user experience surveys could monitor and 

evaluate travel needs and experiences with reference to 
differences between equality groups in South Tyneside and 
Sunderland.  

 
• Oversight arrangements could ensure scrutiny of user 

experience data and ensure that this information is translated 
into timely and appropriate service developments whenever 
necessary.  

 
• Consider suggestions raised during consultation around parking 

charges and passes for staff, patients, regular visitors, duration 
of treatment and separate provision for staff parking 

 
• Consider suggestions raised during consultation around long-

stay parking, improved (direct) bus services), access for prams 
and wheelchairs, support for adults and children with special 
needs, out of hours transport needs, use of technology to 
overcome travel challenges and appointment of hospital Travel 
coordinators  
 

Emergency 
transfers between 
South Tyneside and 
Sunderland 

• The service specification could include provision to identify and 
minimise delays in A&E assessment and inter-hospital transfer 
for all stroke patients  
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hospitals • The capacity of the North East Ambulance Service to respond to 
the increased demand for transfers needs to be clarified – this is 
underway and will provide valuable information 

 
• Relevant A&E and NEAS performance data could be collected, 

monitored and evaluated in a timely manner  
 
• Oversight arrangements could scrutinise data and hold the 

system to account to ensure timely solutions to emerging 
problems 

 
• The NEAS SLA could be reviewed to ensure it specifies how 

NEAS will ensure adequate support for inter hospital transfers 
from South Tyneside in the face of a major incident or an 
untoward incident 

 
• The NEAS SLA could be reviewed to maximise performance 

around response times for inter-hospital transfers from South 
Tyneside 

 
• The use of Telemedicine could be explored to expedite clinical 

pathways for patients self presenting to South Tyneside.  
 

Integrated and 
continuous health & 
social care for 
stroke survivors and 
their carer(s) 

• Best practice could be adopted in terms of provider handovers 
and integrated care planning with special reference to the needs 
of priority equality groups  (Older people, disabled groups, BME 
groups,  socioeconomically deprived groups) 

 
• South Tyneside and Sunderland hospitals could initiate a 

programme of primary, community and social care engagement 
across South Tyneside and Sunderland to promote 
communication and collaboration across the system  

 
• A multi-agency improvement collaborative could lead service 

improvements at the system level 
 
• Patient safety incident data could be collected, monitored and 

evaluated  
 
• User experience survey data should be collected, monitored 

and evaluated 
 
• Oversight arrangements could ensure scrutiny of safety and 

experience data and hold the system to account to ensure 
timely solutions to emerging problem 

Additional pressures 
placed on hospital 
services in 
Sunderland and on 
the ambulance 
services. 

• Further modelling could be helpful to assess the future capacity 
of all services involved in the care of this population.  This is a 
national priority for stroke and other age related illnesses.  
 

• User experience survey data, patient safety incident data and 
other quality indicators at hospital level could be collected, 
monitored and evaluated  

 
• Oversight arrangements could ensure scrutiny of quality data 

and hold the acute provider to account to ensure timely 

Sustained capacity 
to meet the needs of 
an ageing 
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population solutions to emerging problem 
 
• Formal modelling could shed light on the future health care 

needs and the level of capacity required to meet those needs 
 
• Considering prioritising existing plans to improve early 

supported discharge work will reduce lengths of stay and free 
up capacity  

Some loss of public 
sector skills, jobs 
and public sector 
investment in South 
Tyneside 

• Other Path to Excellence proposals could be developed in ways 
that offset the apparent losses in South Tyneside.  For example, 
this might entail some Sunderland hospital functions being 
transferred to South Tyneside  

 
Increased traffic 
flowing between 
South Tyneside and 
Sunderland 

• The transport analysis currently underway could provide insights 
into possible risks and mitigating actions  
 

• Wherever possible, any new transport initiatives could seek to 
minimise air and nose pollution, avoid congestion and promote 
road safety. Possibilities include park and ride facilities with free 
hospital shuttle buses.  

 
 

2.4 Summary of stroke IIA 

Overall, the final combined IIA and addendum supports stroke option 1 as the most 
likely to deliver health and health inequalities benefits for both South Tyneside and 
Sunderland populations. Although potential drawbacks have been highlighted, and 
these are likely to have the greatest impact on South Tyneside vulnerable groups, 
clear health and health inequalities benefits for the same vulnerable groups have 
also been highlighted which the IIA states will outweigh any potential drawbacks.  

Appropriate mitigation to the drawbacks should be clearly considered however and 
prioritised for South Tyneside patients in order to ensure that these benefits are fully 
realised, with particular attention paid to ensuring accessibility for older people, BME 
communities, socially deprived communities and disability groups. 
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3.0 Obstetrics and Gynaecology (O&G) IIA 
 
3.1 Equality Impact (O&G) 
 
The pre-consultation IIA identified considerable benefits relating to both obstetrics 
and gynaecology options14 (including the impacted changes on Special Care Baby 
Units) for all equality groups across both CCG areas, with benefits outweighing any 
drawbacks. All equality groups were found to benefit across Sunderland and South 
Tyneside15.  The review and update of the IIA identified minimal changes to this 
assessment. 
 
No new equality groups were highlighted as being potentially vulnerable to the 
proposed changes16. The final IIA concludes the following groups as being most 
impacted by the obstetrics and gynaecology proposals: 
1. Socioeconomic deprivation 
2. Disability  (physical, mental, learning) 
3. Race (BME communities) 
4. Age (older women, older  and teenage mothers) 
5. Women who misuse alcohol or drugs 
6. Sensory impairment 
7. Women with co-morbid conditions17 
 
Both service change options positively affect these vulnerable groups equally, 
irrespective of CCG area, because these groups are more likely to need consultant-
led obstetric led care and the proposals for this type of care are the same in each 
option18.  
 
Following consultation feedback, the review of the IIA included further consideration 
of the impact of travel arrangements on breastfeeding mothers. Equality impact 
scores for pregnancy and maternity were therefore amended to reflect an equal 
impact for both options, as per table 3-1.  
 
 
 
 
 
 
 
                                                           
14 Gray (2017), IIA Obstetrics and Gynaecology Services, p26 
15 Gray (2017), IIA Obstetrics and Gynaecology Services, p22 
16 Gray (2018), Addendum to IIA Obstetrics and Gynaecology Services, p17 
17 Gray (2017), IIA Obstetrics and Gynaecology Services, p28 
18 Gray (2017), IIA Obstetrics and Gynaecology Services, p26 
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Table 3-1: Final Equality Impact Scores (Obstetrics and Gynaecology) 
 

Equality group Total Equality Impact Scores 

Option1  Option 2  

Sex/ gender 6 3 

Sexual orientation 9 9 

Gender 
reassignment 

9 9 

Race 3 3 

Marriage and civil 
partnership 

9 9 

Pregnancy  / 
maternity 

3 3 

Religion or belief 9 9 

Disability 3 3 

Socioeconomic 
deprivation 

3 3 

Age 3 3 

 
 
The lower equality impact score for option 2 reflects the fact that Option 2 requires 
more women from South Tyneside to travel outside the borough than Option 1.19 The 
scores also recognise the loss of consultant and midwifery care in the South 
Tyneside area20 
 
While the IIA highlights clear benefits of both options for equality groups in both CCG 
areas, it illustrates that these community groups may be more vulnerable to any 
associated drawbacks such as increased travel costs21. 
 
3.2 Health and Health Inequalities Impact Assessment (HIIA) (obstetrics and 
gynaecology) 
 
The baseline IIA assessed both obstetrics and gynaecology options as having a 
strongly positive impact on health and health inequalities for both CCG populations, 
with minimal negative or neutral impacts.22 While the IIA review and update identified 
no new health and health inequalities impacts, it identified the need to further 
consider impacts relating to breastfeeding and to review the scope and scale of 
ambulance-service related impacts.23  
 

                                                           
19 Gray (2017), IIA Obstetrics and Gynaecology Services, p24 
20 Gray (2017), IIA Obstetrics and Gynaecology Services, p26 
21 Gray (2017), IIA Obstetrics and Gynaecology Services, p28 
22 Gray (2017), IIA Obstetrics and Gynaecology Services, p28 
23 Gray (2018), Addendum to IIA Obstetrics and Gynaecology Services, p17 
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Breastfeeding mothers from South Tyneside were highlighted as being particularly 
disadvantaged due to accommodating additional travel time and inconvenience into 
feeding schedules.24 This additional impact led to slightly lower scores for both 
options, however, the greater impact was equally applied to both options as per table 
3-2.  
 
Table 3-2: Health and Health Inequalities Impact Assessment Scores (Obstetrics and 
Gynaecology) 
 

 Option 1 Option 2 

Baseline HIIA total 
score 

152 111 

Update HIIA total 
score 148 107 

 
While the IIA review and update considered further evidence relating to ambulance 
response times, the national Birthplace Study, North East Ambulance Service 
capacity and Care Quality Commission assessments, it concluded that this 
information did not change the original IIA scores which had fully considered relevant 
ambulance issues such as the importance of timely transfers, particularly in relation 
to option 125. 
 
The final IIA continues to demonstrate a higher score for option 1 than option 226. 
The main difference, partners and families needing to travel outside of South 
Tyneside. The IIA concludes that there is strong evidence that the significant benefits 
associated with the proposed changes outweigh the drawbacks for both South 
Tyneside and Sunderland communities27. Health and inequalities gains in both areas 
include: 

• More sustainable and consistent high quality care, regardless of the day of the 
week of the time of day – for women, mothers and babies 

• Safer Care due to sustained and improved levels of specialist staffing -   
especially in obstetrics care and neonatal care  - able to provide timely 
intervention and avoid clinical deterioration 

• More cost-efficient and cost-effective obstetrics and gynaecology services28   
 
The IIA determines that both options will give children a better start in life and could 
therefore deliver enduring and significant benefits to child health, population health 
and inequalities across South Tyneside and Sunderland29. 
                                                           
24 Gray (2018), Addendum to IIA Obstetrics and Gynaecology Services, p63 
25 Gray (2018), Addendum to IIA Obstetrics and Gynaecology Services, p22 
26 Gray (2017), IIA Obstetrics and Gynaecology Services, p27 
27 Gray (2017), IIA Obstetrics and Gynaecology Services, p34 
28 Gray (2017), IIA Obstetrics and Gynaecology Services, p40 
29 Gray (2017), IIA Obstetrics and Gynaecology Services, p34 
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3.3 Risks and mitigations (O&G) 
 
The baseline IIA highlighted a number of drawbacks to the proposals, although it 
emphasised that the identified drawbacks were rarely significant enough to offset the 
strongly positive health benefits identified. Emphasis was placed on supporting 
service users to understand the changes, to minimise travel and transport barriers 
and to ensure continuity of care. Potential drawbacks apply equally to both options 
with the exception of the risk of increased inter-hospital transfers which applies to 
option 1 only and the risk of increased obstetric interventions which applies to option 
2 only. Option 2 also gives less choice to women in South Tyneside. 
 
The review of the IIA highlighted a small number of further risk-mitigating actions for 
consideration, in light of the consultation feedback. This included suggesting that the 
service level agreement with the North East Ambulance Service be reviewed to 
ensure adequate support for inter-hospital transfers, particularly during major 
incidents.30 Further suggestions included clarifying the postnatal depression 
pathways, publishing breastfeeding promotion and support plans with an emphasis 
on mothers from South Tyneside and specifically seeking to minimise additional 
travel costs for breastfeeding mothers in South Tyneside.31. The combined 
suggested risk mitigations are highlighted in table 3-3 below with new suggestions 
indicated in italics.  
 
The IIA review and update also highlighted the importance of decision-makers 
considering the obstetrics and gynaecology IIA in conjunction with the paediatrics 
IIA, given the interdependencies of both services with the special care baby unit.32 
  

Table 3-3 Drawbacks and suggested risk mitigations of proposed obstetrics and gynaecology 
changes 

                                                           
30 Gray (2018), Addendum to IIA Obstetrics and Gynaecology Services, p23 
31 Gray (2018), Addendum to IIA Obstetrics and Gynaecology Services, p23 
32 Gray (2018), Addendum to IIA Obstetrics and Gynaecology Services, p25 
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Drawbacks Suggested mitigating action 
Both options 

Barriers to access • Patient and public information campaigns could be 
developed and targeted to promote understanding 
and enable service users to adapt to the changes in 
an elective or emergency situation 
  

• A cross area ‘women’s services’ user group could be 
supported to champion the needs of women, their 
carers, partners, friends and relatives with an 
emphasis on vulnerable groups. 

 
• The new service specification could specify 

responsibilities for monitoring and evaluation of 
service outcomes including equity of access  

 
• Oversight arrangements could scrutinise equity and 

satisfaction data and ensure that this information is 
translated into timely and appropriate service 
developments whenever necessary.  

 
• The pathways for postnatal depression could be 

clarified and made publically available  
 

• Working groups to consider the needs of the 
following groups in South Tyneside particularly: 

• Sensory impairment 
• Learning disability or cognitive impairments 
• Mental health problems 
• Physical disabilities 
• English language or other communication 

difficulties 
• Low incomes 
• Carers  
• Cultural differences 
• Specific age related needs i.e. young  and 

older people 
• Childcare responsibilities (especially single 

parents)  
 
• Policies and plans to promote breastfeeding 

initiation and support to sustain breastfeeding could 
be published with an emphasis on mothers from 
South Tyneside.  

 

Understanding and adapting to 
the new changes 

Challenges to continuity of care • Introduce arrangements to monitor user satisfaction 
and critical incidents relating to service continuity 
and coordination for all users, especially vulnerable 
groups. These arrangements could ensure that 
intelligence is translated into service developments 
as appropriate and necessary.  

 
• Integrated records and information systems could be 

developed to promote information sharing and 
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communication across service and sector 
boundaries.  

 
• Introduce arrangements to monitor equity of access 

audit data for each service and ensure that this 
information is translated into timely and appropriate  
service developments whenever necessary 

Travel and transport costs • A range of opportunities to minimise the additional 
travel costs could be explored.  Possibilities include 
provision of shuttle buses between hospital sites or 
less costly alternatives such as volunteer drivers or 
subsidised parking at hospital sites  
 

• Additional disabled and maternity parking bays 
could be provided at both hospital sites  

 
• Patient and public information campaigns could 

maximise the benefits of any new transport services 
 
• Future service user experience surveys could 

monitor and evaluate travel needs and experiences 
with reference to differences between equality 
groups in South Tyneside and Sunderland. 

  
• Oversight arrangements could scrutinise user 

experience data and ensure that this information is 
translated into timely and appropriate service 
developments whenever necessary.  

 
• In considering actions to minimise additional travel 

costs for South Tyneside residents, special 
consideration could be afforded to the needs of 
breastfeeding mothers 

 
• The travel and transport working group should 

consider the suggestions made during the public 
consultations around parking charges and passes 
for staff, patients and regular visitors, together with 
separate provision for staff parking 

 
• Consider suggestions raised during consultation 

around long-stay parking, improved (direct) bus 
services), access for prams and wheelchairs, 
support for adults and children with special needs, 
out of hours transport needs, use of technology to 
overcome travel challenges and appointment of 
hospital Travel coordinators  

 
Traffic and pollution • Wherever possible, any new transport initiatives 

could seek to minimise air and noise pollution, avoid 
congestion and promote road safety. Possible 
solutions include park and ride facilities with free 
hospital shuttle buses and less costly options 
advocating car share schemes 
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• The transport analysis currently underway could 
provide additional insights into this aspect of the 
reconfiguration 

 
Local economy • Other Trust functions eg IT, quality assurance, R&D, 

could be provided in South Tyneside to develop 
skills, jobs and investment in the borough.   

 
Cost-efficient health care • Commissioners could agree specifications which 

reflect NHS and public health advice to maximise 
opportunities to promote health and reduce health 
inequalities  

 
• The promotion of home births (appropriately risk 

assessed) could deliver further cost efficiencies 
while mitigating against the reduced delivery options 
in South Tyneside 

 
• Consideration of further local developments to 

enhance the local non-acute elements of maternity 
pathway, as per Better Births’ recommendations, 
could ensure the best possible, locally delivered 
maternity care 

 
Sustainable healthcare • Oversight arrangements could monitor demand and 

supply linked with population projections and 
modelling to identify and plan for any future capacity 
issues.  

 
 

Transfers of care during labour or 
immediately after the birth (more 
common to option 1) 

• The capacity of the North East Ambulance Service 
to respond to the increased demand for timely and 
emergency transfers could be clarified using data 
modelling  - this is already underway and further 
work is ongoing. 
 

• The proposed health service specifications could 
include protocols which address how the risks 
associated with potential delays in transfer and 
handovers of care will be minimised 

 
• The proposed health service specifications could 

include processes to promote and monitor patient 
safety relating to transfers and handovers of care  

 
• Oversight arrangements could monitor patient  

safety, user satisfaction, and critical incidents 
relating to inter hospital transfers and handovers of 
care and ensure that this information is translated 
into service developments as appropriate and 
necessary.  

 
• Oversight arrangements could monitor ambulance 

performance data and ensure that this information is 
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translated into service developments as appropriate 
and necessary 
 

• The NEAS SLA could be reviewed to ensure it 
specifies how NEAS will ensure adequate support 
for inter hospital transfers from South Tyneside in 
the face of a major incident or an untoward incident 

 
• The NEAS SLA could be reviewed to maximise 

performance around response times for interhospital 
transfers from South Tyneside 

 
 

Acceptable health care (more 
common to option 2) 

• As per suggested mitigating actions listed against 
the barriers to access and challenges to continuity of 
care drawbacks listed above, in order to ensure a 
positive patient experience 
 

Obstetric interventions (more 
common to option 2) 

• The promotion of home births (appropriately risk 
assessed) could mitigate against unnecessary 
obstetric interventions 
 

• Clinical audit, guidelines and protocols could be 
developed to minimise unnecessary obstetric 
interventions  

 
 

 
 
3.4 Summary of O&G IIA 
 
The final IIA illustrates that both obstetrics and gynaecology options, including the 
resulting changes to the interdependent special care baby unit, could achieve 
significant positive impacts on health and health inequalities for women and children 
in both South Tyneside and Sunderland. It outlines potential benefits arising from 
more sustainable, safer care with positive impacts particularly applicable for equality 
and vulnerable groups. Negative impacts are outweighed by the options’ overall 
benefits although negative impacts are greater in scale for South Tyneside residents 
given that more women will be affected by the proposed changes, particularly in 
relation to option 2.  
 
Nonetheless, risk mitigation to the range of potential drawbacks must be carefully 
considered and planned to ensure that the health and health inequalities benefits 
can be fully realised, without compromising safety and accessibility for service users 
in South Tyneside.  
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4.0 Urgent and Emergency Paediatrics IIA 

4.1 Equality impact assessment (EqIA) (paediatric urgent and emergency care) 

The baseline paediatric IIA identified positive impacts of the proposed changes for 
communities with protected characteristics across both South Tyneside and 
Sunderland. The post-consultation IIA review and update review did not identify any 
additional impacts on equality groups or differences in scale or nature of the impacts 
previously identified. It also did not identify any other vulnerable group which would 
be vulnerable to the proposed changes in service provision33.  

The final IIA therefore concludes that both proposed solutions have the potential to 
transform the provision of high quality acute paediatric services with all equality 
groups benefiting equally across Sunderland and South Tyneside.34 The following 
groups are likely to be most vulnerable to the drawbacks associated with the 
proposed paediatrics options: 

• Children, carers and families affected by socio-economic deprivation,  
• Children, carers and families affected by substance or alcohol misuse  
• Children, carers and families affected by physical or mental illness, disability 

or sensory impairment 
• Infants and Young people 
• BME communities 
• Children in need of safeguarding 
• Pregnant and recently delivered mothers and their babies35  

 

It highlights that young people are a specific sub group to consider in terms of their 
specific needs around accessing timely and convenient care36.  

Final equality scores for the paediatric options are in table 4-1. Where scores are 
slightly lower for option 2, this is the result of the impact affecting more people, with 
equality groups in South Tyneside most likely to be affected because of the changes 
ranging to service availability. 

                                                           
33 Gray, J (2018) Addendum to IIA for Urgent and Emergency Paediatric services, p17 
34 Gray, J (2017) IIA Urgent & Emergency Paediatric Services, p20 
35 Gray, J (2017) IIA Urgent & Emergency Paediatric Services, p3 
36 Gray, J (2017) IIA Urgent & Emergency Paediatric Services, p23 
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Table 4-1 Final Equality Scores (Urgent and Emergency Paediatrics) 
 

Equality group Total Equality Impact Scores 
Option 1 Option 2 

Sex/ gender 6 6 
Sexual orientation 9 9 
Gender 
reassignment 

9 9 

Race 6 3 
Marriage and civil 
partnership 

9 9 

Pregnancy  / 
maternity 

7 5 

Religion or belief 9 9 
Disability 6 3 
Socioeconomic 
deprivation 

6 3 

Age 6 3 
 
 
4.2 Health and health inequalities impact assessment (paediatric urgent and 
emergency care) 
 
The baseline IIA indicated that both paediatric options have the potential to result in 
gains to population health and inequalities for people in South Tyneside and 
Sunderland.  Anticipated benefits relate largely to people’s access to acute 
paediatric services37 with the following expected gains resulting from more 
sustainable, consistent and safer care including: 

• Improved levels of specialist staff and resources able to assess and treat 
children promptly and to deal with rising population needs in terms of 
scale and complexity  

• More effective and timely treatment of acute illnesses 
• Less risk of deterioration  
• Less pain and distress due to delays in assessment and treatment 
• Shorter hospital stays and less admissions or readmissions 
• Improved capacity to identify and safeguard children in need38 

 

                                                           
37 Gray, J (2017) IIA Urgent & Emergency Paediatric Services, p21 
38 Gray, J (2017) IIA Urgent & Emergency Paediatric Services, p38 
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These findings still apply given that the review and update of the IIA highlighted no 
issues from the public consultation that had not already been comprehensively 
considered in the baseline IIA39. Additional NEAS response times data was reviewed 
and considered in relation to the health and health inequalities aspects of the 
proposed changes.40 This led to a slight change in the overall score for option 2 as a 
result of a slightly bigger negative impact on health inequalities being identified for 
vulnerable groups41. It also recommended that the paediatrics IIA be considered 
alongside the obstetrics and gynaecology IIA, given the interdependencies of both 
services with the special care baby unit42.  
 
The final integrated impact scores are highlighted in table 4-2. While negative 
impacts of the options are far less than the positive impacts, option 2 scored less 
due to the negative impacts affecting more people43.  
 
Table 4-2 Final health and health inequality scores (Urgent and Emergency 
Paediatrics) 
 

 Option 1 Option 2 

Baseline HIIA scores 79 45 
Updated HIIA scores 79 43 

 
4.3 Risks and mitigations (paediatric urgent and emergency care) 
 
The baseline IIA highlighted a number of drawbacks to the proposals, although it 
emphasised that the identified drawbacks were rarely significant enough to offset the 
strongly positive health benefits identified. Emphasis was placed on robust patient 
and public information campaigns to support people to access services appropriately 
and promptly, the importance of oversight arrangements to monitor quality and 
performance, addressing travel and transport costs for vulnerable groups and 
ensuring NEAS capacity to make timely emergency transfers. 
 
Potential drawbacks apply to both options and are most likely to impact on the 
vulnerable groups highlighted previously, particularly in South Tyneside44. 
 

                                                           
39 Gray, J (2018) Addendum to IIA for Urgent and Emergency Paediatric services, p17 
40 Gray, J (2018) Addendum to IIA for Urgent and Emergency Paediatric services, p17 
41 Gray, J (2018) Addendum to IIA for Urgent and Emergency Paediatric services, p68 
42 Gray, J (2018) Addendum to IIA for Urgent and Emergency Paediatric services, p18 
43 Gray, J (2017) IIA Urgent & Emergency Paediatric Services, p24 
44  



20 
 

The review of the IIA highlighted a small number of further risk-mitigating actions for 
consideration, in light of the consultation feedback. This included working groups 
specifically considering the needs of vulnerable groups as they move into 
implementation, considering travel and parking suggestions that were raised during 
the consultation and more fully considering the health and health inequalities impact 
in relation to ambulance service responsiveness. The combined suggested risk 
mitigations are highlighted in table 4-3 below with new suggestions indicated in 
italics.  
 
The IIA review and update also highlighted the importance of decision-makers 
considering the paediatrics IIA in conjunction with the obstetrics and gynaecology 
IIA, given the interdependencies of both services with the special care baby unit.45 
  

                                                           
45 Gray (2018), Addendum to IIA Obstetrics and Gynaecology Services, p25 
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Table 4-3 Drawbacks and suggested mitigations of urgent and emergency paediatrics service 
change proposals 
 

Drawbacks Suggested mitigations 
The challenges of 
understanding and 
adapting to the 
proposed changes 

• Helping everyone to understand and adapt to the new 
changes, especially vulnerable groups. 

 
• Patient and public information campaigns could be 

developed and targeted to promote understanding and 
enable service users to adapt to the changes in the face 
of a child with an acute illness and ensure care can be 
given in the right place at the right time. 

 
• A cross-area young people’s user group could be 

supported to champion the views and needs of young 
people. 

 
• The new service specification could specify 

responsibilities for monitoring and evaluation of service 
outcomes including equity of access  

 
• Introducing oversight arrangements could ensure 

scrutiny of equity and user experience data and ensure 
that this information is translated into timely and 
appropriate service developments whenever necessary 

 
• Community engagement and development schemes 

could be implemented to build the capability and 
confidence of children and their parents and carers to 
self-care and use health services appropriately, for 
example, the provision of education interventions in 
schools and the community.  
 

• Working groups to consider the needs of the following 
groups in South Tyneside particularly: 

• Sensory impairment 
• Learning disability or cognitive impairments 
• Mental health problems 
• Physical disabilities 
• English language or other communication 

difficulties 
• Low incomes 
• Carers  
• Cultural differences 
• Specific age related needs i.e. young  and older 

people 
• Childcare responsibilities (especially single 

parents)  
 

Vulnerable groups 
experiencing possible 
barriers to access  

Continuity of care 
during hand overs 
between hospitals and 

• New oversight arrangements could monitor user satisfaction 
and critical incidents relating to service continuity and 
coordination for all users, especially vulnerable groups and 
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when crossing local 
authority and CCG 
boundaries  

ensure that this information is translated into service 
developments as appropriate and necessary.  
 

• New oversight arrangements could monitor equity of access 
audit data for each service and ensure that this information is 
translated into timely and appropriate  service developments 
whenever necessary 

 
• Protected learning events for relevant professional groups, 

could help to build relationships and improve skills and 
knowledge especially with reference to adoption and 
development of key care pathways  

 
• NHS patient safety initiatives could focus on quality assuring 

handovers between different teams 
 
• Whole system learning collaboratives could help to build 

strategic connections across the system and to drive through 
system-wide improvements.  

 
• System-wide collaboratives could champion the development 

of integrated records and information systems to promote 
information sharing and communication across service and 
sector boundaries 

 
Increased travel costs 
(personal, social and 
economic) 

Addressing travel and transport costs especially for vulnerable 
groups including: 

• A range of opportunities to minimise the additional travel 
costs could be explored.  Possibilities include provision 
of shuttle buses between hospital sites or less costly 
alternatives such as volunteer drivers or subsidised 
parking at hospital sites  

 
• Additional disabled and maternity parking bays could be 

provided at both hospital sites  
 

• Patient and public information campaigns could 
maximise the benefits of any new transport services 

 
• Future service user experience surveys could monitor 

and evaluate travel needs and experiences with 
reference to differences between equality groups in 
South Tyneside and Sunderland.  

 
• Oversight arrangements could be introduced to scrutinise 

user experience data and ensure that this information is 
translated into timely and appropriate service 
developments whenever necessary. 
 

• Consider suggested from consultation including parking 
charges and passes for staff, patients, regular visitors 
and separate provision for staff parking 
 

• Consider suggestions raised during consultation around 
long-stay parking, improved (direct) bus services), 



23 
 

access for prams and wheelchairs, support for adults and 
children with special needs, out of hours transport needs, 
use of technology to overcome travel challenges and 
appointment of hospital Travel coordinators  
 

 
Acutely ill children 
being transferred from 
South Tyneside to 
Sunderland 

• The capacity of the North East Ambulance Service to 
respond to the increased demand for timely and emergency 
transfers could be clarified using data modelling  
 

• The proposed health service specifications could include 
protocols which seek to avoid delays in transfer and 
handovers e.g. application of early warning systems and 
provision for patient safety  

 
• Oversight arrangements could be introduced to monitor 

patient safety, user satisfaction, and critical incidents relating 
to inter hospital transfers and handovers of care and to 
ensure that this information is translated into service 
developments as appropriate and necessary.  

 
• Oversight arrangements could monitor ambulance 

performance data and ensure that this information is 
translated into service developments as appropriate and 
necessary 

 
 

Increases in demand 
for acute ambulance 
services and acute 
paediatric services in 
Sunderland  

• Ambulance capacity is already under review  
 

• The impact on other aspects of the Sunderland hospital 
services can be monitored and addressed 
 

• Commissioners will inevitably monitor and evaluate the 
ongoing performance of these providers and ensure service 
improvements as necessary. 

 
• More fully considering the nature and scale of the health and 

health inequalities impacts in relation to the responsiveness 
of the ambulance service.   

Increases in traffic 
commuting between 
South Tyneside and 
Sunderland  

• Wherever possible, any new transport initiatives could seek 
to minimise air and noise pollution, avoid congestion and 
promote road safety. Possible solutions include park and ride 
facilities with free hospital shuttle buses and less costly 
options such as advocating car share schemes 
 

• The transport analysis currently underway will provide 
additional insights into this aspect of the reconfiguration 
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4.4 Summary of urgent and emergency paediatrics IIA 
 
The final IIA highlights how the proposed paediatrics service changes could have 
profound benefits for children, leading to significant benefits to child health and 
inequalities across South Tyneside and Sunderland. It emphasises how the service 
models will benefit all service users, as well as vulnerable and equality groups.  
 
While potential negative impacts exist these are far less in number than the positive 
impacts, however they are most prevalent in option 2 and most likely to impact 
vulnerable groups, particularly in South Tyneside. A range of potential actions should 
be considered to mitigate these risks and to ensure that the equality, health and 
health inequalities benefits can be fully exploited.  
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4.0 Aggregated impact 
 
The pre-consultation IIAs highlighted some clear benefits and risks that were 
common to all three sets of service change proposals. These have been reviewed in 
light of the IIA updates with final, combined lists of benefits, risks and mitigating 
actions outlined in tables 4-1 and 4-2 below. All previously identified benefits remain 
applicable. Some additional suggested mitigating actions were highlighted through 
the IIA review and update process and are indicated in italics in table 4-2 below. 
 
 

Table 4-1 Aggregated benefits across all service change proposals 

Highlighted benefits of change options from IIA Stroke O&G Paeds All 

More sustainable and consistent care, regardless of day/time of 
presentation 

    

Safer care due to improved levels of specialist staff     

Improved levels of specialist staff and resources *   * 

 More specialist skills, services and jobs in Sunderland     

Cost savings     

More efficient and timely treatment of acute illness *   * 

Less risk of deterioration *   * 

Reduced stroke mortality     

Improved stroke prevention     

Less disability and sensory impairment from stroke *    

Improved quality of life and emotional wellbeing following stroke *    

Less social dependency following stroke *    

*Stroke option 1 
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Table 4-2 Aggregated drawbacks across all service change proposals 

 Stroke O&G Paeds All 

A
cc

es
s,

 e
xp

er
ie

nc
e 

an
d 

ed
uc

at
io

n Patient and public information campaigns could be developed and targeted to promote 
understanding and enable service users to adapt to the changes 

    

A cross-area user group could be supported to champion the views of service users, their 
families/carers. 

    

The new service specification could specify responsibilities for monitoring and evaluation of 
service outcomes including equity of access  

    

Introducing oversight arrangements could ensure scrutiny of equity and user experience 
data and ensure that this information is translated into timely and appropriate service 
developments whenever necessary 

    

Community engagement and development schemes could be implemented to build the 
capability and confidence of children and their parents and carers to self-care and use 
health services appropriately, for example, the provision of education interventions in 
schools and the community.  

    

Stroke prevention programmes targeting at risk groups (could reduce their stroke risk and 
further reduce health inequalities) 

    

The promotion of home births and use of clinical guidelines and protocols to mitigate risk of 
unnecessary obstetric intervention 

 ***   

Working groups to consider the needs of the following groups in South Tyneside 
particularly: 

- Sensory impairment,  
- Learning disability or cognitive impairments 
- Mental health problems 
- Physical disabilities 
- English language or other communication difficulties 
- Low incomes 
- Carers  
- Cultural differences 
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- Specific age related needs i.e. young  and older people 
- Childcare responsibilities (especially single parents)  

 

 Policies and plans to promote breastfeeding initiation and support to sustain breastfeeding 
could be published with an emphasis on mothers from South Tyneside. 

    

C
on

tin
ui

ty
 o

f c
ar

e New oversight arrangements could monitor user satisfaction and critical incidents relating to 
service continuity and coordination for all users, especially vulnerable groups and ensure 
that this information is translated into service developments as appropriate and necessary 

    

Protected learning events for relevant professional groups, could help to build relationships 
and improve skills and knowledge especially with reference to adoption and development of 
key care pathways 

    

NHS patient safety initiatives could focus on quality assuring handovers between different 
teams 

**    

Whole system learning collaboratives could help to build strategic connections across the 
system and to drive through system-wide improvements 

    

System-wide collaboratives could champion the development of integrated records and 
information systems to promote information sharing and communication across service and 
sector boundaries 

**    

The service specification could include provision to identify and minimise delays in A&E 
assessment and inter-hospital transfer for all stroke patients 

    

The NEAS SLA could be reviewed to ensure it specifies how NEAS will ensure adequate 
support for inter hospital transfers from South Tyneside in the face of a major incident or an 
untoward incident 
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The NEAS SLA could be reviewed to maximise performance around response times for 
inter-hospital transfers from South Tyneside 
 

    

The use of Telemedicine could be explored to expedite clinical pathways for patients self 
presenting to South Tyneside. 

    

 The pathways for postnatal depression could be clarified and made publically available     

More fully considering the nature and scale of the health and health inequalities impacts in 
relation to the responsiveness of the ambulance service.   

    

C
ap

ac
ity

 a
nd

 p
er

fo
rm

an
ce

 Oversight arrangements could monitor ambulance performance data and ensure that this 
information is translated into service developments as appropriate and necessary 

    

The impact on other aspects of the Sunderland hospital services can be monitored and 
addressed 

    

Commissioners will inevitably monitor and evaluate the ongoing performance of these 
providers and ensure service improvements as necessary 

    

Oversight arrangements could monitor demand and supply linked with population 
projections and modelling to identify and plan for any future capacity issues (NB: this is a 
national priority for stroke and other age related illnesses.) to ensure future sustainability   

 ***   

The current plans for early supported discharge will reduce lengths of stay and free up 
capacity  - this service development should therefore be developed as a priority  

    

Ec
on

om
ic

 Other Path to Excellence proposals could be developed in ways that offset the apparent 
economic losses in South Tyneside.  For example, this might entail some Sunderland 
hospital functions being transferred to South Tyneside e.g. quality improvement.  
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Po
llu

tio
n Wherever possible, any new transport initiatives could seek to minimise air and noise 

pollution, avoid congestion and promote road safety. Possible solutions include park and 
ride facilities with free hospital shuttle buses and less costly options such as advocating car 
share schemes 

    
Tr

av
el

 a
nd

 tr
an

sp
or

t A range of opportunities to minimise the additional travel costs could be explored.  
Possibilities include provision of shuttle buses between hospital sites or less costly 
alternatives such as volunteer drivers or subsidised parking at hospital sites  

    

Additional disabled (and maternity) parking bays could be provided at both hospital sites      

Patient and public information campaigns could maximise the benefits of any new transport 
services 

    

Future service user experience surveys could monitor and evaluate travel needs and 
experiences with reference to differences between equality groups in South Tyneside and 
Sunderland.  

    

Oversight arrangements could be introduced to scrutinise user experience data and ensure 
that this information is translated into timely and appropriate service developments 
whenever necessary.  

    

 
 

Consider suggestions raised during consultation around parking charges and passes for 
staff, patients, regular visitors, duration of treatment and separate provision for staff parking 
 

    

Consider suggestions raised during consultation around long-stay parking, improved 
(direct) bus services), access for prams and wheelchairs, support for adults and children 
with special needs, out of hours transport needs, use of technology to overcome travel 
challenges and appointment of hospital travel coordinators 
 

    

 In considering actions to minimise additional travel costs for South Tyneside residents, 
special consideration could be afforded to the needs of breastfeeding mothers 

    

** Stroke options 2 and 3 only 
*** O&G option 2 only 
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5.0 Conclusion and next steps 
The final IIAs demonstrate that the combined impact of the stroke, obstetrics and 
gynaecology and urgent and emergency paediatric service change proposals, including 
the impact on the special care baby unit, will have more positive than negative impacts on 
health and health inequalities, particularly for vulnerable, equality groups. The IIAs found 
this to apply to both South Tyneside and Sunderland communities however the negative 
impacts – although outweighed by the positive – will be greater for vulnerable groups in 
South Tyneside. Mitigating actions for these communities should therefore be prioritised in 
order for the anticipated health and health inequalities benefits outlined in the IIA to be 
fully realised for South Tyneside and Sunderland populations. 
 
The CCGs have already initiated work to consider and address travel and transport risks 
through the development of a joint health and local authority travel and transport working 
group. Other risks and potential mitigating actions are being considered part of 
implementation planning. Both CCGs will consider the final IIAs as part of a suite of other 
clinical and non-clinical information as part of their final decision-making. 
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Executive Summary 

This Travel Impact Assessment report focuses upon the future provision of Stroke services, 

Paediatrics services and Maternity and Gynaecology services across South Tyneside and 

Sunderland, and assesses the travel impact of the possible service models and solutions put 

forward for consultation and consideration.  The report should be read in conjunction with the 

Baseline Report. 

Consideration has been given to new journey patterns, particularly amongst South Tyneside 

residents who may, in future, need to travel to Sunderland Royal Hospital for their health care 

needs instead of South Tyneside District Hospital, and journey time and cost comparisons have 

been examined. Two public transport field testing exercises and one car based field testing 

exercise have been undertaken to capture real experience of using public transport and 

travelling by car across the local areas to access four of the closest hospitals (STDH, SRH, QEG 

and RVI) and validate modelling results.  The possibility of some South Tyneside residents 

choosing to access their healthcare needs at other hospitals in the area, e.g. Queen Elizabeth 

Hospital in Gateshead and the Royal Victoria Infirmary in Newcastle has also been explored. In 

addition, public transport and car based journey times from areas of north and east Durham 

have been explored, as a comparison to any potential future journeys from South Tyneside to 

SRH.  

The analysis uses accessibility (journey time) modelling to determine how long it takes to 

travel to each hospital (South Tyneside District Hospital or Sunderland Royal Hospital) by 

public transport, car and walking. Car based accessibility modelling has also been undertaken 

to the Queen Elizabeth Hospital in Gateshead and the Royal Victoria Infirmary in Newcastle.   

This inevitably involves a number of simplifications and assumptions including that public 

transport services run according to timetable, which may have the effect of underestimating 

journey times at busy times of the day. The car based accessibility modelling has been updated 

to utilise a more detailed road speed dataset, Trafficmaster data, to that used in the previous 

car based accessibility modelling, undertaken in 2016. The Trafficmaster speed dataset utilises 

their market-leading raw GPS speed data drawn from a whole year.   

The postcode location of previous patients attending each of the different clinical services 

under review is identified and used to calculate the number of patients/visitors that fall into 

the different journey time bands (10-20 minutes, 20-30 minutes, etc).  By comparing the travel 

times to STDH and SRH it is then possible to assess the impact on travel time of the various 

different service review options.  To corroborate this analysis, other datasets are used, 

depending on the clinical service being considered.  So, for example, the accessibility of the 

South Tyneside and Sunderland population aged over 60 to each hospital is analysed in the 

case of Stroke services.  Staff travel survey data is currently being collected amongst staff 
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working in the relevant clinical services.  However, brief snapshot surveys of patients and 

visitors have been undertaken to provide an indication of how people travel to each hospital, 

the frequency of visits, length of stay, etc.  This has been used to supplement the postcode and 

census analyses by examining whether people would make different travel decisions if services 

were switched to another hospital, and to estimate what the impact on parking might be.    

The key findings from the travel and transport impact assessments are shown below. 

Stroke services 

South Tyneside residents only who experience an acute stroke, and their families, will be 

affected by the proposals to centralise acute Stroke services at SRH. 

It is visitors to Stroke patients who will be affected predominantly, as the majority of acute 

Stroke cases arrive at hospital by Emergency Ambulance.  Therefore, visitors will be required 

to travel to SRH, rather than STDH, to visit family / a friend who have suffered a stroke.  The 

number of days that visitors will be required to travel to SRH, instead of STDH, will depend on 

the final Service option taken forward for implementation.  

Amongst the South Tyneside population aged 60+ (the category of population most at risk 

from a Stroke), and depending on the time of day and direction of travel, the average public 

transport journey time to STDH is 24-26 minutes, whilst for SRH it is 42-47 minutes.  This 

suggests an increase in the average journey time by public transport of 18-21 minutes for 

those having to access SRH rather than STDH.  The analysis of the postcodes of previous 

Stroke patients living in South Tyneside / treated at STDH shows that the average public 

transport journey time to SRH (instead of STDH) would increase by 20-25 minutes, reinforcing 

the findings from the census data analysis. 

For journeys by car to SRH, instead of STDH, the average travel time will be 9 – 11 minutes 

longer. 

The Visitor Travel Survey results suggest that following the temporary location of acute Stroke 

services to SRH, around 40% travel by car on their own and a further 57% travel in the car with 

others.  The remainder, 7%, travel to SRH by bus.  Previously, when the service was provided at 

STDH, a proportion of these visitors reported that they would have travelled differently, 

including by walking.  

The relocation of services to SRH is estimated to have a very small impact on parking demands 

(and by extension on the local road network), with just 1-2 additional vehicles during afternoon 

visiting hours, and 2-6 vehicles during evening visiting time (based on the results collated from 

the travel survey). 
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Paediatric services 

South Tyneside parents only who currently take their child to STDH Paediatric ED will be 

affected, particularly between the hours of 20:00 and 08:00 the following day when no 

Paediatric ED or nurse-led minor injury or illness service will be available at STDH. 

The analysis of the postcodes of previous Paediatric patients living in South Tyneside and 

treated at STDH shows that the public transport journey time to SRH (instead of STDH) 

increases by 18-20 minutes depending on the time of day.  Journeys by car to SRH, instead of 

STDH, will take around 8-11 minutes longer on average.   

For Option 1 (Provision of a seven-day, 12 hour (8am to 8pm paediatric ED and CSSAU at 

STDH), the travel survey suggests that parents/guardians would use slightly different ways of 

getting to SRH as compared to STDH, with more using bus and metro, and less driving by car.  

There would be a small increase in parking demand at SRH, but this would be overnight, when 

there is plenty of spare capacity and would not add a significant level of traffic onto the local 

road network (based on the results collated from the travel survey). 

For Option 2 (development of a nurse-led minor injury or illness service open 08:00 - 22:00), 

the impacts would be broadly similar and small increases in parking demand at SRH would be 

expected.  

Maternity services 

South Tyneside mothers, and their visitors only, will be the population category affected by 

this review.  Depending on the Option that is taken forward, it could be that all South Tyneside 

mothers will be affected (in the case of Option 2) or only those that are deemed to be having a 

high risk birth (Option 1), and will be required to travel to SRH for the birth.    

The analysis of the postcodes of previous Maternity patients living in South Tyneside / having 

their children at STDH shows that the public transport journey time to SRH (instead of STDH) 

increases by 21-25 minutes depending on the time of day and direction of journey.  Journeys 

by car to SRH will take on average 9-11 minutes longer than if the journey was made to STDH. 

The travel survey indicates that South Tyneside visitors/patients would use broadly similar 

modes of transport to get to STDH and SRH, although more people would use the metro and 

less people would walk to SRH. 

Under Option 1, in which all high risk births would transfer from STDH to SRH, it is estimated 

that there would be an increase in the demand for parking at SRH of up to around 4 vehicles 

per day.  Under Option 2, in which all births would transfer from STDH to SRH for treatment, 
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the potential increase in parking demand at SRH is up to around 7 vehicles per day. The impact 

on the local road network would be small and would be spread across the day. (All parking 

scenarios are based on the results collated from the travel survey). 

 Gynaecology services - inpatients 

South Tyneside Gynaecology inpatients will be affected by the service proposals and will be 

required to travel to SRH instead of STDH for their treatment.  The analysis of the postcodes 

of previous Gynaecology patients living in South Tyneside and treated at STDH shows that the 

average public transport journey time to SRH would be around 20 minutes longer than to 

STDH.  Journeys by car would be on average 12 minutes longer.  

The travel survey suggests that 77% of in-patients currently travelling to the Gynaecological 

services at STDH use a car based mode (33% as a passenger and accompanied in hospital, 44% 

as a passenger and dropped off) and 23% use taxi.  If the services were switched to SRH, the 

survey indicates that a greater proportion (89%) would travel by car (67% as a passenger and 

22% would drive themselves), and 11% would use the bus.  Additional parking demand at SRH 

would be negligible due to the relatively small number of patients involved (based on the 

results collated from the travel survey).  

Potential Measures 

There are a number of measures that could be employed to assist in reducing the travel impact 

of the proposed service changes, particularly for South Tyneside residents who may be 

required to travel to Sunderland Royal Hospital for their healthcare needs and / or their 

visitors.  These include: 

 Ensuring patients and visitors have accurate, up to date information about their 

travel choices, including public transport information, and ticketing information in 

particular, and are aware of (online) journey planning tools 

 Ensuring patients and visitors have accurate information about parking choices and 

costs 

 Providing users with information about schemes that offer assistance with travel 

costs 

 Providing travel information with appointment letters 

 Promoting the existing policy of allowing patients to discuss and schedule 

appointment times that ease their travel arrangements 

 Introducing improved and new bus routes, including the possibility of a new secured 

express service from Hebburn and Jarrow, and from Hetton, Houghton and 
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Washington, to STDH and SRH. The North East Commissioning Support Unit is 

currently in discussion with NEXUS on this matter. 
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1 .  Int roduct ion  

1.1 Integrated Transport Planning Ltd has been appointed by South Tyneside and 

Sunderland NHS Partnership to provide a Travel and Transport Impact Assessment for 

the various Clinical Service Reviews taking place over the course of the next two years 

that are designed to continue the provision of sustainable and safe healthcare services to 

the populations of South Tyneside and Sunderland.  

1.2 This Travel Impact Assessment report focuses upon the future provision of Stroke 

services, Paediatrics services and Maternity and Gynaecology services across South 

Tyneside and Sunderland, and assesses the travel impact of the possible service models 

and solutions put forward for consultation and consideration. 

1.3 Prior to this report, ITP has produced a Baseline Report to present the current transport 

situation at both South Tyneside District Hospital (STDH) and Sunderland Royal 

Hospital (SRH), to review various elements of transport related to hospital operations, 

including reviews of public transport, parking, accessibility, existing travel behaviour, 

NHS Policies and Patient Transport Services. The Baseline Report is available to view on 

the path to excellence website - https://pathtoexcellence.org.uk/ 

1.4 This report is structured in the following manner: 

 Chapter 2 provides a general assessment of the impact that moving clinical services 

from STDH to SRH will have on the wider South Tyneside population. It includes 

analysis focussing on areas of deprivation within South Tyneside and ward based 

journey time information. This assessment is relevant to all clinical service reviews 

in this report.  

 Chapter 3 describes the current service model for Stroke clinical services and 

proposed solutions to reconfigure Stroke services across South Tyneside and 

Sunderland. 

 Chapter 4 presents the travel and transport impact assessment of the options for 

Stroke services, including visitor travel survey data and results 

 Chapter 5 describes the current service model for Paediatrics clinical services and 

proposed solutions to reconfigure Paediatrics services across South Tyneside and 

Sunderland.  

 Chapter 6 presents the travel and transport impact assessment of the options for 

Paediatrics services, including parental travel survey data and results 

https://pathtoexcellence.org.uk/
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 Chapter 7 describes the current service model for Maternity and Gynaecology 

clinical services and proposed solutions to reconfigure Maternity and Gynaecology 

services across South Tyneside and Sunderland. 

 Chapter 8 presents the travel and transport impact assessment of the options for 

Maternity, including patient and visitor travel survey data and results. 

 Chapter 9 presents the travel and transport impact assessment of the options for 

Gynaecology services, including patient travel survey data and results. 

 Chapter 10 presents a range of measures to reduce the impact of the proposed 

service models upon patient and visitor transport and travel. 
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2 .  Overal l  impact  of  moving serv ices  
to  SRH f rom STDH  

2.1 This chapter explores the travel impact on the wider South Tyneside population of 

moving healthcare services from STDH to SRH.  The two main categories of population 

that have been assessed in this section are the whole South Tyneside population, 

according to census data from 2011, and households with no access to a car. In addition, 

analysis is also focussed on areas of deprivation (areas of low car ownership and health 

deprivation) within South Tyneside  

2.2 The travel impact on these population categories has been undertaken using 

accessibility modelling, which is explained further into the chapter. 

2.3 In addition, results from the updated car based accessibility analysis have been included 

in this chapter (and the clinical service chapters). Furthermore, car based accessibility 

analysis to Queen Elizabeth Hospital and Royal Victoria Infirmary has also been 

undertaken for the South Tyneside population.      

South Tyneside Population 

2.4 According to Census data from 2011, there are 148,127 people residing in South 

Tyneside.  

Car ownership levels across South Tyneside   

2.5 Census 2011 datasets show a range of data relating to South Tyneside.  Table 2-1 

provides figures relating to the number of cars / vans per household across South 

Tyneside. The data shows that 38.5 % of households have no access to a car or van and 

therefore are reliant upon public transport, walking, cycling, taxis and lifts from friends/ 

family for their travel needs. This is significantly higher than the proportion across 

England, for which the figure is 26%.  In contrast, 41.1% of South Tyneside households 

have access to one car / van in their household and the remaining 20.4% of South 

Tyneside households have access to two or more cars within their household.  
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Table 2-1: Access to a car or van 

Local 
Authority 

area 

Total number 
of households 

No cars/vans in 
household 

1 car/van in 
household 

2+ car/van in 
household 

South 
Tyneside LA 

67,167 100% 25,830 38.5% 27,639 41.1% 13,698 20.4% 

England 22.1m 100% 5,7m 26% 9.3m 42% 7.1m 32% 

Public transport provision at STDH 

2.6 At the time of reviewing the public transport services, in November 2016, South 

Tyneside District Hospital was served by 10 high frequency services and two low 

frequency services, primarily within 400m of the hospital site and extending to up to 

650m of the site.  This level of service is comparable to or greater than the level of bus 

service serving other similar hospitals in the North East. 

Accessibility modelling and statistics  

2.7 Accessibility modelling is a type of analysis that enables the reporting of the potential 

levels of access to a certain destination, in this case, the level of access to South Tyneside 

District Hospital (STDH) and Sunderland Royal Hospital (SRH), by various modes of 

transport. Car based accessibility to Queen Elizabeth Hospital (QEG) and the Royal 

Victoria Infirmary (RVI) has also been undertaken. In this context, accessibility refers to 

travel time rather than other definitions which might relate to the ease of access by the 

mobility impaired. 

2.8 Using the industry standard regional accessibility modelling software 'Visography 

TRACC' (TRACC) it is possible to produce a number of maps showing journey times to a 

destination, i.e. STDH from the local area, and report various demographic outputs in 

numerical form.  

2.9 As mentioned previously, a more detailed road speed dataset has been used to update 

the car based accessibility modelling exercise for this version of the report.  The updated 

road speed data is a new road speed dataset produced with Trafficmaster, utilising their 

market leading raw GPS speed data, which has been optimised to work with the TRACC 

software. Data from the whole of 2015 has been used to provide typical road speeds for 
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the road links across Tyne and Wear, which take into account delays encountered over 

the year along the various road links. 

2.10 The updated car based accessibility modelling exercise has modelled journeys to the 

hospital only and makes the assumption that car based journey times to the hospital will 

be similar to those journey times experienced when people are travelling home from the 

hospital. 

2.11 In this version (version 5) of the Travel Impact Assessment report TRACC utilises 

Trafficmaster road speed data and public transport service data provided by Local 

Authorities and uses this to show the level of accessibility for any chosen destination 

using a number of assumptions and simplifications, including: 

 How far people will walk to access the public transport network at the start of their 

journey, which is 400m.  It is acknowledged that for some users this distance may 

represent a barrier to accessing the service. 

 Use of up to date public transport timetable data and Trafficmaster road speed data 

to provide a model showing transport access (journey times) by mode.  Clearly, 

timetabled public transport services, can be subject to delay, which may mean that 

journey times are underestimated under some circumstances. 

2.12 Notwithstanding the above, the accessibility outputs are particularly useful for 

comparing different scenarios, where the change in travel time is more important than 

the absolute time. 

2.13 The baseline report includes a range of accessibility modelling scenarios as detailed in 

Table 2-2 below, however, the travel impact assessment reports focus on the time 

periods most pertinent to the proposed service model options for each healthcare 

service. 

Table 2-2: Accessibility scenarios produced for both STDH and SRH 

Accessibility type Time periods 
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Accessibility type Time periods 

Public transport accessibility (bus 
and metro) 

 

 

 
 
Public transport accessibility 
travelling away from the hospital 

 7am - 9am 

 2pm - 4pm 

 5pm - 7pm 

 7pm - 9pm 

 

 7pm - 9pm 

Accessibility by private car  7am - 9am 

 2pm - 4pm 

 5pm - 7pm 

 7pm - 9pm 

 Free flowing conditions that represent 

condition between midnight and 2am   

Accessibility by bike Any as TRACC uses a default cycling speed (16kmh / 
10mph) 

Accessibility by walking Any as TRACC uses a default walking speed (4.8kmh / 
3mph) 

2.14 For each accessibility plot, the following demographic outputs have been produced in 

tabular format: 

 Numbers and percentage of total population in each Local Authority (LA) that is 

within each 10 minute time band, and the average journey time to STDH and SRH 

 Numbers and percentage of households in each LA with no access to a car / van 

within each 10 minute time band, and the average journey time to STDH and SRH 

 Number and percentage of residents living in areas of low car ownership and the 

associated journey times to STDH and SRH 

 Number and percentage of residents living in areas of poor health and the 

associated journey times to STDH and SRH   

 

Relevant accessibility statistics relating to STDH  
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2.15 For the majority of clinical services being considered later in this report, accessibility 

statistics have been selected according to the time periods that relate to visiting time, i.e. 

travelling to the hospital between 14:00 and 16:00 to account for afternoon visiting 

times and travelling away from the hospital between 19:00 and 21:00 to account for 

visitors leaving following the end of evening visiting hours. The time period of 14:00 and 

16:00 has also been chosen as it represents general daytime hours. 

2.16 Therefore this initial chapter of the accessibility assessment looks at the current levels of 

accessibility to South Tyneside District Hospital amongst the South Tyneside population 

for the time periods outlined above and by different modes of transport. 

Accessibility statistics for the South Tyneside population  

2.17 Table 2-3 below shows that, between 14:00 and 16:00, the vast majority of the South 

Tyneside population can access STDH by car within 30 minutes, whilst 64% of the 

population can access the hospital by public transport within the same time frame, as can 

21% on foot. For the 60 minute timeframe, the figures for public transport and walking 

are 83% and 61% respectively.  

2.18 Average journey times have been calculated for each mode in order to provide a simple 

and useful way of comparing the modes of transport. For this time period, the average 

public transport journey time to STDH amongst the South Tyneside population is 23 

minutes, whilst by car it is ten minutes and on foot it is 47 minutes.  As noted above, 

journey times are based on published timetables and typical road conditions from 2015, 

and the car journey times do not include the time it takes to park.  Additionally, the 

averages are calculated using the mid-range of the time bands in the Table; this may also 

have the effect of distorting the results somewhat. 

2.19 Table 2-4 below shows that, between 19:00 and 21;00, all of the South Tyneside 

population can travel home from STDH by car within 30 minutes, whilst 57% of the 

population can travel back from STDH by public transport within the same time frame, as 

can 21% on foot. For the 60 minute timeframe, the figures for public transport and 

walking are 81% and 61% respectively.  

2.20 For this time period, the average public transport journey time to STDH amongst the 

South Tyneside population is 24 minutes, whilst by car it is nine minutes and on foot it is 

47 mins. 
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Table 2-3: Accessibility of South Tyneside Residents to STDH (14:00 - 
16:00)  

Travel Time 
(mins) 

Number and percentage of South Tyneside residents 

 By public transport By car By walking 

number % number % number % 

0 - 10 3,630 2% 98,407 66% 1,232 1% 

11 - 20 47,125 32% 49,536 33% 9,240 6% 

21 - 30 43,833 30% 76 1% 21,324 14% 

31 - 40 25,314 17% - - 30,956 21% 

41 - 50 3,321 2% - - 17,002 11% 

51 - 60 15 0% - - 11,419 8% 

61 - 70 285 0% - - 17,740 12% 

71 - 80 0 0% - - 17,265 12% 

81 - 90 0 0% - - 9,164 6% 

Average  23 mins 10 mins 47 mins 

< 30 mins 94,588 64% 148,019 100% 31,796 21% 

< 60 mins 123,238 83% 148,019 100% 91,173 61% 

< 90 mins 123,523 83% 148,019 100% 135,342 91% 

Total 148,127 100% 148,127 100% 148,127 100% 

Table 2-4: Accessibility of South Tyneside Residents from STDH (19:00 to 
21:00)  

Travel Time 
(mins) 

Number and percentage of South Tyneside residents 
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Travel Time 
(mins) 

Number and percentage of South Tyneside residents 

 By public transport By car By walking 

number % number % number % 

0 - 10 5,713 4% 119,814 81% 1,232 1% 

11 - 20 42,401 29% 28,300 19% 9,240 6% 

21 - 30 35,859 24% 13 0% 21,324 14% 

31 - 40 26,579 18% - - 30,956 21% 

41 - 50 9,769 7% - - 17,002 11% 

51 - 60 307 0% - - 11,419 8% 

61 - 70 2 0% - - 17,740 12% 

71 - 80 0 0% - - 17,265 12% 

81 - 90 0 0% - - 9,164 6% 

Average  24 mins 9 mins 47 mins 

< 30 mins 83,973 57% 148,127 100% 31,796 21% 

< 60 mins 120,628 81% 148,127 100% 91,173 61% 

< 90 mins 120,630 81% 148,127 100% 135,342 91% 

Total 148,127 100% 148,127 100% 148,127 100% 
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Accessibility statistics for South Tyneside households without 
access to a car / van 

2.21 Table 2-5 shows the accessibility statistics for STDH relating to public transport for 

South Tyneside households with no access to a car / van for the time periods between 

14:00 and 16:00 (travel to the hospital) and 19:00 and 21:00 (travelling away from the 

hospital).  

2.22 Between 14:00 and 16:00, 68% of these households can access STDH within 30 minutes 

and 86% can access it within 60 minutes. For this time period, the average public 

transport journey time to STDH amongst the South Tyneside population is 23 minutes. 

2.23 Between 19:00 and 21:00, 62% of these households can travel home within 30 minutes 

and 85% can travel home within 60 minutes. For this time period, the average public 

transport journey time to STDH amongst the South Tyneside population is 24 minutes. 
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Table 2-5: Accessibility of South Tyneside Households with no access to a 
car to/from STDH  

Travel Time 
(mins) 

Number and percentage of South Tyneside households with no 
access to a car or van 

 By public transport between 14:00 
and 16:00 

By public transport between 19:00 
and 21:00 

number % number % 

0 - 10 628 2% 1,032 4% 

11 - 20 9,519 37% 8,849 34% 

21 - 30 7,611 29% 6,138 24% 

31 - 40 4,097 16% 4,382 17% 

41 - 50 401 2% 1,590 6% 

51 - 60 5 0% 42 0% 

61 - 70 85 0% 1 0% 

71 - 80 0 0% 0 0% 

81 - 90 0 0% 0 0% 

Average  23 mins 24 mins 

< 30 mins 17,758 68% 16,019 62% 

< 60 mins 22,261 86% 22,033 85% 

< 90 mins 22,346 87% 22,034 85% 

Total  25,830 100% 25,830 100% 

Relevant accessibility statistics relating to SRH 

2.24 In order to assess the travel impact upon the South Tyneside population of travelling to 

SRH for healthcare services, further accessibility modelling and statistics provide 

relative figures for accessibility to SRH amongst the South Tyneside population, 

providing comparative figures to those figures measuring accessibility to STDH across 
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the most relevant time periods, as demonstrated above.  This analysis for SRH is 

presented below and focuses on travelling by public transport and car only. 

2.25 Table 2-6 below show that the vast majority of the South Tyneside population can access 

SRH by car within 30 minutes, between 14:00 and 16:00 whilst 3% of the population can 

access SRH by public transport within the same time frame. For the 60 minute 

timeframe, the figure for public transport is 81%.  

2.26 During this time period, the average public transport journey time to SRH amongst the 

South Tyneside population is 43 minutes and the average car journey time is 19 minutes. 

2.27 Table 2-7 below shows the accessibility statistics for the general South Tyneside 

population for the time period between 19:00 and 21:00 when leaving SRH. The vast 

majority of the South Tyneside population can travel home from SRH by car within 30 

minutes, whilst 2% of the population can travel home from SRH by public transport 

within the same time frame. For the 60 minute timeframe, the accessibility figure for 

public transport is 69%. 

2.28 The average public transport journey time from SRH is 48 minutes and the average car 

journey time is 16 minutes.  

 

 

 

 

 

 

 

Table 2-6: Accessibility of South Tyneside Residents to SRH (14:00 to 
16:00) 

Travel Time 
(mins) 

Number and percentage of South Tyneside residents 
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Travel Time 
(mins) 

Number and percentage of South Tyneside residents 

 By public transport By car 

number % number % 

0 - 10 0 0% 1 0% 

11 - 20 0 0% 85,192 58% 

21 - 30 3,898 3% 62,804 42% 

31 - 40 40,507 27% 31 0% 

41 - 50 56,986 38% - - 

51 - 60 18,455 12% - - 

61 - 70 3,165 2% - - 

71 - 80 138 0% - - 

81 - 90 240 0% - - 

Average       43 mins 19 mins 

< 30 mins 3,898 3% 147,997 100% 

< 60 mins 119,846 81% 148,028 100% 

< 90 mins 123,389 83% 148,028 100% 

Total 148,127 100% 148,127 100% 

 

Table 2-7: Accessibility of South Tyneside Residents from SRH (19:00 to 
21:00) 

Travel Time 
(mins) 

Number and percentage of South Tyneside residents 

 By public transport By car 
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Travel Time 
(mins) 

Number and percentage of South Tyneside residents 

number % number % 

0 - 10 0 0% 58 0% 

11 - 20 0 0% 136,897 92% 

21 - 30 3,253 2% 11,166 8% 

31 - 40 25,258 17% 6 0% 

41 - 50 52,704 36% - - 

51 - 60 20,680 14% - - 

61 - 70 7,962 5% - - 

71 - 80 8,073 5% - - 

81 - 90 2,373 2% - - 

Average  48 mins 16 mins 

< 30 mins 3,253 2% 148,127 100% 

< 60 mins 101,895 69% 148,127 100% 

< 90 mins 120,303 81% 148,127 100% 

Total  148,127 100% 148,127 100% 

Accessibility statistics for South Tyneside households without 
access to a car / van 

2.29 Table 2-8 shows the accessibility statistics for SRH relating to public transport for South 

Tyneside households with no access to a car / van for the time periods between 14:00 to 

16:00 (travel to the hospital) and 19:00 and 21:00 (travelling away from the hospital). 

Between 14:00 to 16:00, 2% of these households can travel home from SRH within 30 

minutes and 84% can travel home within 60 minutes. Between 19:00 and 21:00, 1% of 

these households can travel home within 30 minutes and 72% can travel home within 60 

minutes. 
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2.30 The average public transport journey time to SRH during the 14:00 -16:00 time period 

for South Tyneside households with no access to a car is  44 minutes, whilst during the 

19:00 - 21:00 the average journey time from SRH amongst this population is 49 minutes.  

Table 2-8: Accessibility of South Tyneside Households with no access to a 
car to SRH  

Travel Time 
(mins) 

Number and percentage of South Tyneside households with no 
access to a car or van 

 By public transport between 14:00 
and 16:00 

By public transport between 19:00 
and 21:00 

number % number % 

0 - 10 0 0% 0 0% 

11 - 20 0 0% 0 0% 

21 - 30 388 2% 344 1% 

31 - 40 6,688 26% 3,987 15% 

41 - 50 11,195 43% 9,758 38% 

51 - 60 3,490 14% 4,401 17% 

61 - 70 468 2% 1,595 6% 

71 - 80 14 0% 1,479 6% 

81 - 90 70 0% 408 2% 

Average  44 mins 49 mins 

< 30 mins 388 2% 344 1% 

< 60 mins 21,761 84% 18,490 72% 

< 90 mins 22,313 86% 21,972 85% 

Total  25,830 100% 25,830 100% 

Comparison of accessibility statistics for travel to STDH 
and SRH 
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2.31 The following section provides a comparison of the accessibility figures for accessing 

both STDH and SRH during the aforementioned time periods, firstly by public transport, 

amongst the South Tyneside populations.   

Public transport accessibility amongst total South Tyneside 
population to STDH and SRH 

2.32 Figure 2-1 shows the proportion of the South Tyneside population that can access both 

hospitals within the different 10 minute journey time bands, and illustrates the 

differences in accessibility travelling to the hospitals between 14:00 and 16:00. The 

overall finding is that journey times to access healthcare services at SRH will be longer 

for the majority of people than if accessing STDH, with a higher proportion of the 

population experiencing journeys taking between 31 and 50 minutes to access SRH, 

rather than the previous higher proportions of the population whose journey took 

between 11 and 30 minutes to access STDH.   

2.33 Currently, 32% of the population could access STDH in between 11 and 20 minutes 

journey time and a further 30% could access it between 21 and 30 minutes journey time.  

In comparison, 27% of the South Tyneside population will experience a journey time to 

SRH between 31 and 40 minutes and a further 38% will experience a journey time of 

between 41 and 50 minutes.   
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Figure 2-1: Accessibility of South Tyneside Residents to STDH and SRH 
(14:00 to 16:00) 

 

     

2.34 Figure 2-2 shows the proportion of the South Tyneside population that can travel home 

from both hospitals within the different 10 minute journey time bands, and illustrates 

the differences in accessibility travelling away from the hospitals between 19:00 and 

21:00. Again, the overall finding is that journey times to access healthcare services at 

SRH will generally be longer for the majority than if accessing STDH. 

2.35 Currently, 29% of the population could travel home from STDH in between 11 and 20 

minutes journey time and a further 24% could travel home from STDH between 21 and 

30 minutes journey time during this time period.  In comparison, a similar proportion of 

the South Tyneside population will be able to travel home within 31 and 40 minutes 

(17%), 36% of the South Tyneside population will experience a journey time home from 

SRH between 41 and 50 minutes and a further 14% will experience a journey time of 

between 51 and 60 minutes.  

2.36 During this evening time period, a larger proportion of the South Tyneside population 

will have longer journey times back from SRH of between 41 minutes and 60 minutes 

(50% of the South Tyneside population) compared to the South Tyneside population 

Average journey 

times 

To STDH = 23 mins 

To SRH = 43 mins 
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travelling to the hospital, where a larger proportion of journey times range between 31 

and 50 minutes (65% of the South Tyneside population).  

Figure 2-2: Accessibility of South Tyneside Residents from STDH and SRH 
(19:00 to 21:00) 

 

Public transport accessibility amongst South Tyneside 
households with no access to a car to STDH and SRH  

2.37 Figure 2-3 below shows the proportion of South Tyneside households without access to 

a car that can access each hospital within the different 10 minute journey time bands, 

and illustrates the differences in accessibility travelling to the hospitals between 14:00 - 

16:00. 

2.38 Currently, 37% of South Tyneside households with no access to a car could access STDH 

in between 11 and 20 minutes journey time and a further 29% could access it between 

21 and 30 minutes journey time.  In comparison, 26% of South Tyneside households with 

no access to a car will experience a journey time to SRH between 31 and 40 minutes and 

a further 43% will experience a journey time of between 41 and 50 minutes.  

Average journey time 

From STDH = 24 mins 

From SRH = 48 mins 
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Figure 2-3: Accessibility of South Tyneside Households with no access to 
a car who can access STDH and SRH (14:00 to 16:00)  

 

2.39 Figure 2-4 shows the proportion of South Tyneside households without access to a car 

that can access each hospital within the different 10 minute journey time bands, and 

illustrates the differences in accessibility travelling away from the hospitals between 

19:00 - 21:00. 

2.40 Currently, 34% of South Tyneside households with no access to a car could access STDH 

in between 11 and 20 minutes journey time and a further 24% could access it between 

21 and 30 minutes journey time.  In comparison, 38% of South Tyneside households with 

no access to a car will experience a journey time to SRH between 41 and 50 minutes and 

a further 17% will experience a journey time of between 51 and 60 minutes. 

2.41 During this evening time period, a larger proportion of South Tyneside households with 

no access to a car will have longer journey times back from SRH of between 41 minutes 

and 60 minutes (55% of the South Tyneside population) compared to South Tyneside 

households with no access to a car travelling to the hospital, where a larger proportion of 

journey times range between 31 and 50 minutes (69% of the South Tyneside population). 

Average journey times 

To STDH = 23 mins 

To SRH = 44 mins 
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Figure 2-4: Accessibility of South Tyneside Households with no access to 
a car from STDH and SRH (19:00 to 21:00)  

 

 

Car accessibility amongst total South Tyneside population to 
STDH and SRH 

2.42 Figure 2-5 shows the proportion of the South Tyneside population that can access each 

hospital by car within the different 10 minute journey time bands between 14:00 – 

16:00. The overall finding is that journey times to access healthcare services at SRH will 

be slightly longer for the majority of people than if accessing STDH, with a higher 

proportion of the population experiencing journeys taking between 11 and 20 minutes 

to access SRH, rather than the previous higher proportions of the population whose 

journey took between 0 and 10 minutes to access STDH.   

2.43 Currently, 66% of the population could access STDH in between 0 and 10 minutes 

journey time and a further 33% could access it between 11 and 20 minutes journey time.  

In comparison, 0% of the ST population can access SRH between 0 and 10 minutes, 

whilst 58% will experience a journey time of between 11 and 20 minutes and 42% will 

experience a journey time between 21 and 30 minutes. 

Average journey times 

From STDH = 24 mins 

From SRH = 49 mins 
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Figure 2-5: Car Accessibility of South Tyneside Residents to STDH and 
SRH 14:00-16:00 

 

 

 

2.44 Figure 2-6 shows the proportion of the South Tyneside population that can access each 

hospital by car within the different 10 minute journey time bands between 19:00 – 

21:00. The overall finding is that journey times to access healthcare services at SRH will 

be slightly longer for the majority of people than if accessing STDH, with a higher 

proportion of the population experiencing journeys taking between 11 and 20 minutes 

to access SRH, rather than the previous higher proportions of the population whose 

journey took between 0 and 10 minutes to access STDH.   

2.45 Currently, 81% of the population could access STDH in between 0 and 10 minutes 

journey time and a further 19% could access it between 11 and 20 minutes journey time.  

In comparison, 0% of the ST population can access SRH between 0 and 10 minutes, 

whilst 92% will experience a journey time of between 11 and 20 minutes and 8% will 

experience a journey time between 21 and 30 minutes. 
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Figure 2-6: Accessibility of South Tyneside Residents to STDH and SRH 
19:00-21:00 

 

Accessibility to hospitals from deprived areas of 
South Tyneside 

Accessibility in areas of South Tyneside that experience high 
car deprivation 

2.46 26,111 people living in South Tyneside live in areas classified as areas of low car 

ownership (more than 50% of the residents do not have access to a car or van), which 

represents 17% of the total South Tyneside population. 

2.47 Analysis has been undertaken to understand the accessibility (journey times to SRH) of 

South Tyneside residents living in areas of high car deprivation (defined as areas where 

50% or more households do not have access to a car or van). 

2.48 Figure 2-7 below shows the locations of areas of high car deprivation in the context of 

public transport accessibility (journey times) to SRH between 14:00 and 16:00.   
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Figure 2-7: PT Accessibility amongst South Tyneside residents in areas of 
low car ownership to SRH (14:00-16:00) 

 

2.49 Table 2-9: provides an overview of the public transport journey times from areas of low 

car ownership to both STDH and SRH, noting the time difference.  The data shows that 

the average journey time from areas of low car ownership to STDH is 21 minutes and to 

SRH is 45 minutes.  Journeys to SRH will on average increase by 24 minutes amongst this 

demographic. 
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Table 2-9: Comparison of public transport journey times (14:00 – 16:00) to 
STDH and SRH from South Tyneside areas with low car ownership   

Ward 

No of 
LSOA’s 
with low 
car 
ownership 
within 
ward 
boundary 

PT Journey time to 
STDH from centre of 
LSOA cluster in the 

ward (mins)  

PT Journey time to 
SRH from centre of 
LSOA cluster in the 

ward (mins) 

Journey time 
difference 

(mins) 

West Park 1 17 38 31 

Whitburn and 
Marsden 

0 0 0 0 

Whiteleas 0 0 0 0 

Beacon and 
Bents 

2 21 46 25 

Bede 3 26 50 24 

Biddick and 
All Saints 

5 18 39 21 

Boldon 
Colliery 

1 24 38 14 

Cleadon and 
East Boldon 

0 0 0 0 

Cleadon Park 0 0 0 0 

Fellgate and 
Headworth 

0 0 0 0 

Harton 1 13 45 31 

Hebburn 
North 

1 30 54 24 

Hebburn 
South 

0 0 0 0 

Horsley Hill 1 23 46 22 
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Ward 

No of 
LSOA’s 
with low 
car 
ownership 
within 
ward 
boundary 

PT Journey time to 
STDH from centre of 
LSOA cluster in the 

ward (mins)  

PT Journey time to 
SRH from centre of 
LSOA cluster in the 

ward (mins) 

Journey time 
difference 

(mins) 

Monkton 0 0 0 0 

Primrose 0 0 0 0 

Simonside 
and 
Rekendyke 

4 30 49 18 

Westoe 2 18 39 21 

Average 
journey time 

- 21 45 24 

Accessibility in areas of South Tyneside that have high levels of 
health deprivation 

2.50 58,284 people living in South Tyneside live in areas classified as areas of poor health 

(rated as 1, most deprived, on a scale of 1 to 10) which represents 39% of the total South 

Tyneside population 

2.51 Figure 2-8 below shows the locations of areas of health deprivation in the context of 

public transport accessibility (journey times) to SRH between 14:00 and 16:00.   
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Figure 2-8: PT Accessibility amongst South Tyneside residents in areas of 
health deprivation to SRH (14:00-16:00) 

 

 

2.52 Table 2-9 provides an overview of the public transport journey times from areas of 

health deprivation to both STDH and SRH, noting the time difference.  The data shows 

that the average journey time from areas of low health to STDH is 23 minutes and to 

SRH is 45 minutes.   Journeys to SRH will on average increase by 22 minutes. 
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Table 2-10: Comparison of public transport journey times (14:00 – 16:00) to 
STDH and SRH from South Tyneside areas exhibiting health deprivation 

Ward 

No of 
LSOA’s 
exhibiting 
health 
deprivation 
within 
ward 
boundary 

PT Journey time to 
STDH from centre of 
LSOA cluster in the 

ward  

PT Journey time to 
SRH from centre of 
LSOA cluster in the 

ward  

Journey time 
difference 

West Park 0 0 0 0 

Whitburn and 
Marsden 

1 17 40 23 

Whiteleas 2 17 36 19 

Beacon and 
Bents 

2 20 46 26 

Bede 5 23 52 29 

Biddick and 
All Saints 

5 20 42 22 

Boldon 
Colliery 

2 24 38 14 

Cleadon and 
East Boldon 

0 0 0 0 

Cleadon Park 2 11 41 30 

Fellgate and 
Headworth 

1 32 35 3 

Harton 2 15 46 31 

Hebburn 
North 

3 29 50 21 

Hebburn 
South 

1 39 54 15 

Horsley Hill 1 18 45 27 
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Ward 

No of 
LSOA’s 
exhibiting 
health 
deprivation 
within 
ward 
boundary 

PT Journey time to 
STDH from centre of 
LSOA cluster in the 

ward  

PT Journey time to 
SRH from centre of 
LSOA cluster in the 

ward  

Journey time 
difference 

Monkton 2 36 49 13 

Primrose 4 32 57 25 

Simonside 
and 
Rekendyke 

6 16 46 30 

Westoe 1 18 39 21 

Average 
journey time 

- 23 45 22 

2.53 Figure 2-9 below shows the locations of areas of health deprivation in the context of car 

based accessibility (journey times) to SRH between 14:00 and 16:00.   
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Figure 2-9: Car Accessibility amongst South Tyneside residents in areas of 
health deprivation to SRH (14:00-16:00) 

 

2.54 Table 2-11Table 2-9: provides an overview of the car journey times from areas of health 

deprivation to both STDH and SRH, noting the time difference.  The data shows that the 

average journey time from areas of health deprivation to STDH is 8 minutes and to SRH 

is 19 minutes.   Journeys to SRH will on average increase by 11 minutes. 

Table 2-11: Comparison of car journey times (14:00 – 16:00) to STDH and 
SRH from South Tyneside areas with Low Health 

Ward 

No of 
LSOA’s 
exhibiting  
health 
deprivation 
within 
ward 
boundary 

PT Journey time to 
STDH from centre of 
LSOA cluster in the 

ward  

PT Journey time to 
SRH from centre of 
LSOA cluster in the 

ward  

Journey time 
difference 
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Ward 

No of 
LSOA’s 
exhibiting  
health 
deprivation 
within 
ward 
boundary 

PT Journey time to 
STDH from centre of 
LSOA cluster in the 

ward  

PT Journey time to 
SRH from centre of 
LSOA cluster in the 

ward  

Journey time 
difference 

West Park 0 0 0 0 

Whitburn and 
Marsden 

1 8 22 14 

Whiteleas 2 7 22 15 

Beacon and 
Bents 

2 9 21 12 

Bede 5 7 16 9 

Biddick and 
All Saints 

5 3 18 15 

Boldon 
Colliery 

2 9 19 10 

Cleadon and 
East Boldon 

0 0 0 0 

Cleadon Park 2 4 15 11 

Fellgate and 
Headworth 

1 10 19 9 

Harton 2 8 16 8 

Hebburn 
North 

3 14 23 9 

Hebburn 
South 

1 10 20 10 

Horsley Hill 1 9 16 7 

Monkton 2 13 24 9 
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Ward 

No of 
LSOA’s 
exhibiting  
health 
deprivation 
within 
ward 
boundary 

PT Journey time to 
STDH from centre of 
LSOA cluster in the 

ward  

PT Journey time to 
SRH from centre of 
LSOA cluster in the 

ward  

Journey time 
difference 

Primrose 4 9 15 6 

Simonside 
and 
Rekendyke 

6 7 20 13 

Westoe 1 8 22 14 

Average 
journey time 

- 8 19 11 

Public Transport Field Testing Exercises 

2.55 Two public transport field testing exercises and one car based field testing exercise have 

been undertaken to capture real time experience of using public transport and travelling 

by car across the local areas to access four of the closest hospitals (STDH, SRH, QEG and 

RVI) and validate modelling results. 

Initial Public Transport Field Testing exercise 

2.56 To ensure the robustness of previously undertaken TRACC accessibility modelling and 

journey planning in Google, and to understand real world public transport conditions, 

ITP conducted field testing of public transport over two weekdays – 29th and 30th March 

2017, covering typical operation at both STDH and SRH. The final field testing technical 

note can be found in Appendix B, whilst the following text provides an overview of the 

technical note.  

2.57 Journeys were made by public transport from the following locations to both STDH and 

SRH: 

 Aln Street, Hebburn 

 Market Walk, Jarrow 
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 Broughton Road, South Shields 

2.58 These locations were chosen at random, and were designed to be representative of the 

surrounding population and the public transport services and options available to them. 

2.59 All transport journeys were made according to the most direct or fastest routes, minimal 

walking distances and time, interchanges at significant points (such as bus stations or 

town centres) and use of the first available bus/metro train to the destination. Where the 

walking distances to the nearest metro station exceeded 800m, a bus service was used 

to access the relevant station or destination. Additionally, to test the wider public 

transport network, buses run by both Go North East and Stagecoach were used, in 

addition to Nexus metro services.  

2.60 Making comparisons between the observed journeys and TRACC, all observed journeys 

to STDH are longer than predicted in TRACC, however align closely to a number of 

Google journey planner times. The observed journey times from Jarrow to SRH and from 

South Shields to SRH are closely aligned to that predicted. However, from Hebburn to 

SRH, the observed journey time is significantly longer than predicted. This is illustrated 

in Tables 2-9 and 2-10 overleaf. 

2.61 It is important to recognise however that the majority of the observed journeys were 

made by bus, and TRACC calculates journey times based on both / either bus or metro 

services so is not directly comparable. The TRACC journey times do appear to relate 

more closely to planned Google metro journey times. Whilst the journey times in TRACC 

are generally shorter than those observed in the field testing, TRACC is still a valid tool 

because a key objective of the travel and transport impact assessment is understanding 

the changes in journey time accessibility arising from the service reviews, rather than the 

absolute times.  It is also the best tool available to make comparisons on a network-wide 

basis. 
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Table 2-12: Comparison of observed journey times to and from STDH against Google journey planner & 
TRACC accessibility modelling 

Origin Direction 
Mode Used 
(Observed) 

Time journey started 
(observed/planned) 

STDH 

TRACC time 
period Actual 

(Observed) 
Google 
(Bus)

1
 

Google 
(Metro)

2
 

TRACC
3
 

Aln Street, 
Hebburn 

To Bus 12:30 49 mins 45 mins 32 mins 29 mins 14:00 – 
16:00 

From Bus/Metro 13:20 35 mins 44 mins 31 mins Not 
undertaken 

14:00 – 
16:00 

Market Walk, 
Jarrow 

To Bus 14:17 48 mins 46 mins 33 mins 30 mins 14:00 – 
16:00 

From Bus 15:06 52 mins 56 mins 32 mins Not 
undertaken 

14:00 – 
16:00 

Broughton Road, 
South Shields 

To Bus 16:18 40 mins
4
 19 mins - 20 mins 17:00 – 

19:00 

From Bus 16:59 17 mins 18 mins - Not 
undertaken 

17:00 – 
19:00 

1. Interchanges used during field testing may differ to that planned by Google. Journey times in Google have been made as comparable as possible to that 

recorded (using same buses or metro lines).  

2. Metro results not included for journeys to South Shields due to the longer walking distances at beginning / end of trip.   

3. TRACC results drawn from same time periods as observed journeys undertaken. 

4. 24 mins of this journey was spent waiting for a bus at South Shields. 
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Table 2-13: Comparison of observed journey times to and from SRH against Google journey planner & 
TRACC accessibility modelling 

Origin Direction 
Mode Used 
(Observed) 

Time journey started 
(observed/planned) 

SRH 
TRACC 
time 

period Actual 
(Observed) 

Google 
(Bus)1 

Google 
(Metro)2 

TRACC
3
 

Aln Street, 
Hebburn 

To Bus 13:53 1 hour 35 
mins 

1 hour 13 
mins 

47 mins 54 mins 14:00 – 
16:00 

From Metro 15:28 1 hour 1 hour 17 
mins 

46 mins Not 
undertaken 

14:00 – 
16:00 

Market Walk, 
Jarrow 

To Metro/Bus 11:43 57 mins 1 hour 8 
mins 

54 mins 52  mins 14:00 – 
16:00 

From Bus 12:40 1 hour 3 mins 1 hour 8 
mins 

53 mins Not 
undertaken 

14:00 – 
16:00 

Broughton Road, 
South Shields 

To Bus 09:07 51 mins 56 mins - 47 mins 14:00 – 
16:00 

From Bus 10:01 1 hour 18 
mins 

1 hour 6 
mins 

- Not 
undertaken 

14:00 – 
16:00 

1. Interchanges used during field testing may differ to that planned by Google. Journey times in Google have been made as comparable as possible to that 

recorded (using same buses or metro lines).  

2. Metro results not included for journeys to South Shields due to the longer walking distances at beginning / end of trip.   

3. TRACC results drawn from same time periods as observed journeys undertaken. 
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Area Wide Field Testing Exercise 

2.62 This journey time field testing exercise was undertaken by local Council members and 

volunteers from across South Tyneside and Sunderland.  They undertook public 

transport and car journeys from the main settlement areas in South Tyneside to four 

local hospitals - namely, STDH, SRH, QEH and RVI. 

2.63 Table 2-14 shows a summary of the differences in journey times between recorded and 

TRACC, and between different modes of travel. It can be seen that the majority of 

journey times that were recorded were within five minutes of or faster than that 

predicted by TRACC.  Not all journeys that were field tested had been modelled in 

TRACC, so this table only includes journeys where valid comparisons could be made. 

Table 2-14: Summary of journey time differences 

Mode of travel 
Up to 5 minutes 

longer than or faster 
than TRACC 

Up to 10 minutes 
longer than TRACC 

More than 10 minutes 
longer than TRACC 

Car 27 8 9 

Public Transport 7 6 21 

Total 34 14 30 

2.64 On public transport journeys, there was a substantial proportion of field-tested public 

transport journeys which were more than ten minutes longer than predicted by TRACC.  

It was noted during the previous field testing exercise that the TRACC public transport 

journey times appeared to align more closely with the metro journey times and a number 

of the public transport field testing journeys that have been recorded as longer than the 

TRACC times have been undertaken by bus. Whilst some journey time differences 

between field testing and TRACC were significant, for some public transport journeys 

the most time efficient route was not always used. For example, for the public transport 

journey from South Shields to STDH, by using the most efficient route, approximately 30 

minutes could have been saved on the journey time (Table 3-4). Similar time savings can 

be identified for trips to SRH.  This may be due to unfamiliarity of the testers with the 

public transport network and with the journey that they were asked to make. 

2.65 With regards to car journeys, the correspondence between field tested journey times 

and TRACC average journey times was much better, giving good confidence in the 

TRACC accessibility modelling results.  Longer field testing journey times may be due to 

field testers being unfamiliar with certain routes or they may have encountered 
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particularly heavy traffic conditions, since there is significant journey time variability in 

urban travel. 

2.66 TRACC and Google journey time planner both use data gathered from a range of 

sources, including published public transport timetables and typical road conditions 

gathered from Trafficmaster raw GPS speed data. Information feeding into these 

datasets has been sourced over hundreds of days.  Conversely the field testing journeys 

are a small number for journeys taken on a few occasions, so are only a ‘snapshot’ of 

conditions on one day. 

Journey time analysis from north and east Durham 
locations 

2.67 Journey time analysis has been undertaken to understand public transport and car based 

journey times from four different locations in north and east Durham to Sunderland 

Royal Hospital (the closest hospital), as a comparison to any potential future journeys 

from South Tyneside to SRH 

2.68 Table 2-15 summarises the headline journey times via public transport and car from the 

example locations to SRH. It can be identified, that from these locations to SRH, a 

journey via public transport takes between 33 and 56 minutes (assuming an arrival time 

before 18:00 on a weekday). By car, the same journeys take between 14 and 28 minutes.  

2.69 In terms of time differences, for a journey between Stoneycroft Way, Seaham and SRH, 

there is a time difference of between 15 to 19 minutes between a journey made by public 

transport and a journey made by car. From Murton, Easington and Peterlee, these 

journey time differences increase to over 20 minutes. However, it is important to 

recognise the lack of stopping time required by car, and that a more direct route can be 

taken.  

 

 

Table 2-15: Example journey times to SRH 

Origin 
Public transport journey 

time 
Car journey 

time 
Difference 
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Origin 
Public transport journey 

time 
Car journey 

time 
Difference 

Stoneycroft Way, 
Seaham 

33 mins 14-18 mins 15-19 mins 

Luke Crescent, Murton 47 mins 16-24 mins 23-31 mins 

North Crescent, 
Easington 

48 mins 16-24 mins 23-31 mins 

Kirkland Hill, Peterlee 56 mins 20-28 mins 28-36 mins 

 

Public transport journey time and cost analysis  

2.70 In addition to the accessibility analysis, a range of public transport journey options and 

their associated costs have been researched between five different settlements in South 

Tyneside and both STDH and SRH.  

Example Journeys between South Tyneside, STDH and 
SRH 

2.71 The following section reviews the findings from research undertaken into the cost 

implications of a number of example journeys from areas within South Tyneside to STDH 

and SRH via public transport. The journeys chosen were based on a five minute walking 

time to the nearest public transport stop, and have minimised walking time and distance 

for interchanges. The bus services and costs researched were correct at the time of 

research in March 2017. The full research is presented in a technical note located in 

Appendix C. 

2.72 Figure 2-10 shows the origins for the example journeys investigated to both STDH and 

SRH. 



Travel and Transport Impact Assessment  

 38  

Figure 2-10: Origins of example journeys to STDH and SRH 

 

 

Hebburn 

2.73 Residents travelling from Hebburn to SRH instead of STDH will likely experience an 

increased journey time of between 20 – 30 minutes when travelling by public transport. 

The increase in the cost of a daily bus ticket when travelling to SRH would be in the order 

of £1.35. 

Jarrow 

2.74 Jarrow residents travelling to SRH instead of STDH may experience an increased 

journey time of around 30 minutes when travelling by public transport, whilst the cost of 

a daily bus ticket would increase by approximately £1.35. 
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South Shields 

2.75 When travelling to SRH instead of STDH, South Shields residents will likely experience 

an increase in journey time by approximately 30 minutes, whilst the daily bus ticket 

would increase by approximately £1.20. 

Cleadon 

2.76 Residents travelling from Cleadon to SRH instead of STDH will likely experience an 

increased journey time of between 10 - 20 minutes when travelling by public transport. 

The increase in the cost of a daily bus ticket when travelling to SRH would be in the order 

of £1.05. 

Boldon Colliery 

2.77 Boldon Colliery residents travelling to SRH instead of STDH may experience an 

increased journey time of around 40 minutes when travelling by public transport, whilst 

the cost of a daily bus ticket would increase by approximately £1.35. 

Use of alternative hospitals by Jarrow and 
Hebburn residents 

2.78 It has been noted through some of the Phase 1 clinical service reviews that residents 

living in Jarrow and Hebburn, South Tyneside who currently access the clinical services 

at STDH that are being reviewed in this first phase and may be transferred to SRH, may 

choose to access the relevant clinical services at hospitals outside of the South Tyneside 

and Sunderland boundaries and may travel to either Queen Elizabeth Hospital in 

Gateshead  (QEG) or the Royal Victoria Infirmary (RVI) in Newcastle, instead of 

travelling to SRH. This travel possibility is most applicable to the paediatrics and 

maternity and gynaecology clinical service reviews being undertaken. 

2.79 To gain an appreciation of the factors behind this possible shift in travel behaviour, the 

journey times from two origin points in Jarrow and Hebburn to STDH, SRH, QEG and RVI 

have been reviewed by distance and journey time (using google journey planner) at 

different times of the day. 

2.80 The full technical note can be found in Appendix D showing the text below highlights 

some of the main points from the review. 

2.81 From the point of origin in Jarrow utilised in this exercise: 
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 Jarrow is approximately two miles closer to QEG than to SRH or RVI   

 Car journey times are comparable between SRH and QEG, but are slightly quicker to 

SRH 

 Car journey times to RVI are 10 - 20 minutes longer than to QEG and SRH 

 Metro journey times are quicker to RVI than to SRH 

 Bus journey times are quicker to QEG than to SRH 

 Bus journey times are comparable for journeys to SRH and RVI.  

2.82 From the point of origin in Hebburn utilised in this exercise: 

 Again, Hebburn is geographically closer to QEG than to STDH and SRH. 

 Car journey times are quicker to QEG than to SRH, however journey times to SRH 

are quicker than the equivalent to RVI   

 Car journey times to QEG are comparable to those to STDH 

 If travelling to QEG by the Metro, residents will also likely need to take a bus to 

complete their journey to QEG from Heworth or Felling Metro Stations  

 According to the journey planner, it is quicker to take two buses to QEG than to take 

one bus to STDH  

 Bus journey times are almost twice as long to SRH as they are to QEG, with bus 

times to RVI sitting somewhere in between but closer to journey times for QEG 

 The majority of bus journeys to SRH require travelling on three different bus 

services 

 All journey times to QEG are comparable to journey times to STDH. 

2.83 It is very difficult to estimate the travel choices that the residents of Jarrow and 

Hebburn, in particular, will make and their impacts however reviewing the observations 

above, it is clear that people’s choices will depend on their perception of the distance, 

what mode of transport they will be using to access a hospital and at what time of day 

they will be doing so, as well as non-transport related factors and personal views on the 

standard of care they believe they will receive at each hospital etc. 

2.84 Looking at the observations above, Jarrow residents travelling by car may choose to 

travel to SRH as it is a quicker journey, whilst those residents travelling by public 

transport may choose to travel to QEG.  For Hebburn residents, travelling to QEG is 

comparable in journey times to travelling to STDH which may be an important factor.    
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2.85 The choice of hospital used by Jarrow and Hebburn residents may also be influenced by 

people’s existing travel patterns for other trips, such as shopping and leisure and 

commuting trips and their familiarity with the transport network.     

Car based accessibility to QEG and RVI 

2.86 When updating the car based accessibility modelling to STDH and SRH, the decision was 

made to also undertake car based accessibility modelling to both QEG and RVI too, in 

response to the understanding that some South Tyneside residents may choose to 

access their healthcare needs at these hospitals.  

2.87 Therefore, car based accessibility modelling has been undertaken for all four hospitals 

over the five time periods as outlined in Table 2-2.  The five tables below illustrate the 

number and proportion of the South Tyneside population that fall into each ten minute 

journey time bracket to each of the four hospitals. Average journey times amongst the 

South Tyneside population to each hospital have been calculated, for comparative 

purposes.       

2.88 Table 2-16: Car based accessibility of South Tyneside residents to STDH, SRH, QEG and 

RVI between 07:00 and 09:00 shows the results from the car based accessibility 

modelling to all four hospitals between 07:00 and 09:00. During this time period 65% of 

the South Tyneside population can access South Tyneside District Hospital within 10 

minutes. 47% can access SRH in between 20 minutes and 53% can access SRH in 

between 21 and 30 minutes. 

2.89 The average journey time was 8 minutes to STDH increasing to 20 minutes to SRH, 21 

minutes to QEG and 31 minutes to RVI.   

Table 2-16: Car based accessibility of South Tyneside residents to STDH, 
SRH, QEG and RVI between 07:00 and 09:00  

Time period: 07:00 – 09:00 

Journey time 
bracket 

STDH SRH QEG RVI 

number % number % number % number % 

0-10 96,334 65% - 0% - 0% - 0% 

11-20 51,762 35% 69,577 47% 57,600 39% - 0% 
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Time period: 07:00 – 09:00 

21-30 90 0% 78,423 53% 88,423 60% 60,684 41% 

31-40 - - 20 0% 1,989 1% 85,669 58% 

41-50 - - - - - - 1946 1% 

51-60 - - - - - - - - 

Average 
journey time 

8 - 20 - 21 - 31 - 

2.90 Table 2-17 shows the results from the car based accessibility modelling to all four 

hospitals between 14:00 and 16:00. During this time period 66% of South Tyneside 

residents can access STDH within 10 minutes. 58% can access SRH within 20 minutes 

and another 42% can access SRH in between 21 and 30 minutes.  

2.91 The average journey time was 10 minutes to STDH increasing to 19 to SRH, 20minutes 

to QEG and 26 minutes to RVI.   

Table 2-17: Car based accessibility of South Tyneside residents to STDH, 
SRH, QEG and RVI between 14:00 and 16:00 

Time period: 14:00 and 16:00 

Journey time 
bracket 

STDH SRH QEG RVI 

number % number % number % number % 

0-10 98,406 66% - - - - - - 

11-20 49,536 33% 85,191 58% 73,880 50% 5010 3% 

21-30 76 0% 62,804 42% 73,483 49% 125,469 85% 

31-40 - - 30 0% 749 1% 17,402 12% 

41-50 - - - - - - 219 0% 

Average 
journey time 

10 - 19 - 20 - 26 - 
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2.92 Table 2-18 shows the results from the car based accessibility modelling to all four 

hospitals between 17:00 and 19:00. Only in the case of travel to STDH were South 

Tyneside residents able to access the hospital within 0-10 minutes. 45% of South 

Tyneside residents can access SRH within 20 minutes, whilst 46% can access QEG within 

20 minutes.  

2.93 The average journey time was 8 minutes to STDH increasing to 20 minutes to both STDH 

and QEG and 28 minutes to RVI.  

Table 2-18: Car based accessibility of South Tyneside residents to STDH, 
SRH, QEG and RVI between 17:00 and 19:00  

Time period: 17:00 and 19:00 

Journey time 
bracket 

STDH SRH QEG RVI 

number % number % number % number % 

0-10 90,442 65% - - - - - - 

11-20 57,493 35% 66,845 45% 67,940 46% 39 0% 

21-30 59 0% 81,189 55% 79,268 54% 94,476 64% 

31-40 - - 25 0% 918 1% 53,553 36% 

41-50 - - - - - - 485 0% 

Average 
journey time 

8 - 20 - 20 - 28 - 

  

2.94 Table 2-19 shows the results from the car based accessibility modelling to all four 

hospitals between 19:00 and 21:00. 81% of South Tyneside residents can access STDH 

within 10minutes, whilst 92% can access SRH within 20 minutes and 75% can access 

QEG within 20 minutes.  

2.95 The average journey time was 8 minutes to STDH compared with 16 minutes to SRH, 17 

minutes to QEG and 21 minutes to RVI.  
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Table 2-19: Car based accessibility of South Tyneside residents to STDH, 
SRH, QEG and RVI between 19:00 and 21:00  

Time period: 19:00 and 21:00 

Journey time 
bracket 

STDH SRH QEG RVI 

number % number % number % number % 

0-10 119,821 81% 57 0% 58 0% - - 

11-20 28,302 19% 136,911 92% 111,014 75% 53,503 36% 

21-30 13 0% 11,167 8% 36,722 25% 93,135 63% 

31-40 - - 5 0% 174 0% 1,483 1% 

41-50 - - - - - - - - 

Average 
journey time 

9 - 16 - 17 - 21 - 

  

2.96 Table 2-20 shows the results from the car based accessibility modelling to all four 

hospitals between 00:00 and 02:00 (free flowing conditions). A large proportion (92%) of 

South Tyneside residents can access STDH within 10 minutes.  

2.97 The average journey time was 6 minutes to STDH compared with 15 minutes to SRH, 17 

minutes to QEG and 20 minutes to RVI.   

Table 2-20: Car based accessibility of South Tyneside residents to STDH, 
SRH, QEG and RVI between 00:00 and 02:00  

Time period: 00:00 and 02:00 

Journey time 
bracket 

STDH SRH QEG RVI 

number % number % number % number % 

0-10 135,595 92% 194 0% - - - - 

11-20 12,530 8% 146,934 99% 115,300 78% 80,277 54% 

21-30 21 0% 841 1% 32,555 22% 67,778 46% 
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Time period: 00:00 and 02:00 

31-40 - - - - 143 0% 471 0% 

41-50 - - - - - - - - 

Average 
journey time 

6 - 15 - 17 - 20 - 

  

Car based accessibility from the various South 
Tyneside wards. 

2.98 The following figures illustrate the accessibility (journey times) across the South 

Tyneside area and show the South Tyneside ward boundaries.  The figures show that the 

journey time across each ward is not uniform, particularly when looking at the public 

transport accessibility plots. Therefore producing data which details the journey time to 

each hospital from the centre of each ward would not provide an accurate journey time 

for the residents living in that ward. The illustrative plots present the most relevant data. 

2.99 Figure 2-11 and Figure 2-12 illustrate the car journey times to STDH and SRH 

respectively during the 14:00 to 16:00 time period. As noted elsewhere in this report, 

journey times to SRH increase amongst the South Tyneside population as is to be 

expected, and journey times tend to increase more amongst areas to the east and north 

east of South Tyneside and also to the north western corner of the Borough towards 

Hebburn.    
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Figure 2-11: Car accessibility of South Tyneside residents to STDH (14:00–
16:00 
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      Figure 2-12: Car accessibility of South Tyneside residents to SRH 
(14:00–16:00) 
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2.100 Figure 2-13 and Figure 2-14 illustrate the public transport journey times to STDH and 

SRH respectively during the 14:00 to 16:00 time period. As noted elsewhere in this 

report, journey times to SRH increase amongst the South Tyneside population as is to be 

expected. Journey times tend to increase more amongst areas to the west and north 

west of South Tyneside especially towards Hebburn. There is also significant increase in 

Journey times to the north eastern parts of the South Shields area.    

Figure 2-13: Public Transport accessibility of South Tyneside residents to 
STDH (14:00–16:00) 
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Figure 2-14: Public Transport accessibility of South Tyneside residents to 
SRH (14:00–16:00) 

 

2.101 Figure 2-15 and Figure 2-16Figure 2-12 illustrate the car journey times to QEG and RVI 

respectively during the 14:00 to 16:00 time period. Journey times to RVI are, as would 

be expected, longer than to QEG. Journey times to QEG and RVI increase in all locations, 

but especially in the eastern Whitburn area. This increase in car journey times is 

especially notable in the RVI map.   
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Figure 2-15: Car accessibility of South Tyneside residents to QEG (14:00–
16:00) 
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Figure 2-16: Car accessibility of South Tyneside residents to RVI (14:00–
16:00) 

 

 

Key findings 

2.102 Amongst the South Tyneside population during the 14:00 to 16:00 time period, the 

average public transport journey time to STDH is 23 minutes. In terms of accessibility to 

SRH, the average public transport journey time is 43 minutes.  This means that the 

average public transport journey time will increase by 20 minutes. The car journey time 

increases by nine minutes (10 minutes to STDH compared to 19 minutes to SRH). 

2.103 Amongst the South Tyneside population during the 19:00 to 21:00 time period, the 

average public transport journey time to STDH is 24 minutes. In terms of accessibility to 

SRH, the average public transport journey time is 48 minutes.  This means that the 

average public transport journey time will increase by 24 minutes. The car journey time 

increases by 7 minutes (9 minutes to STDH compared to 16 minutes to SRH). 
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2.104 Amongst the South Tyneside population with no access to a car, during the 14:00 to 

16:00 time period, the average public transport journey time to STDH is 23 minutes. In 

terms of accessibility to SRH, the average public transport journey time is 44 minutes.  

This means that the average public transport journey time will increase by 24 minutes 

amongst this population. The public transport journey time increases by 25 minutes in 

the 19:00 to 21:00 time period (24 minutes to STDH compared to 49 minutes to SRH). 

2.105 26,111 people living in South Tyneside live in areas classified as areas of low car 

ownership (more than 50% of the residents do not have access to a car or van), which 

represents 17% of the total South Tyneside population.  

2.106 The average public transport journey time to STDH from these areas of deprivation is 21 

minutes whilst the average journey time to SRH is 45 minutes; a difference of 24 

minutes. 

2.107 58,284 people living in South Tyneside live in areas classified as areas of poor health 

(rated as 1, most deprived, on a scale of 1 to 10) which represents 39% of the total South 

Tyneside population. 

2.108 The average public transport journey time to STDH from these areas of deprivation is 23 

minutes whilst the average journey time to SRH is 45 minutes; a difference of 22 

minutes. The average car journey time to STDH from these areas is 8 minutes compared 

to 19 minutes to SRH, a difference of 11 minutes. 

2.109 Findings from the first public transport field testing report undertaken show that whilst 

the observed journey times (those undertaken as part of the research exercise) to STDH 

are longer than predicted using the TRACC accessibility modelling software, they align 

closely in terms of journey time to a number of the journeys planned using Google 

journey planner.  Observed journey times from Jarrow and South Shields to SRH are 

similar to those predicted in TRACC. 

2.110 Findings from the area wide journey time field testing exercise showed that there were a 

number of field tested public transport journeys that were more than ten minutes longer 

than the calculated TRACC times. Whilst some journey time differences between field 

testing and TRACC were significant, for some public transport journeys the most time 

efficient route was not always used. This may be due to unfamiliarity of the testers with 

the public transport network and with the journey that they were asked to make. 

2.111 With regards to car journeys, the correspondence between field tested journey times 

and TRACC average journey times was much better, giving good confidence in the 

TRACC accessibility modelling results. 



Travel and Transport Impact Assessment  

 53  

2.112 Overall, TRACC journey times do appear to relate more closely to planned Google metro 

journey times rather than bus journey times.  Whilst the journey times in TRACC are 

generally shorter than those observed in the field testing, TRACC is still a valid tool 

because a key objective of the travel and transport impact assessment is understanding 

the changes in journey time accessibility arising from the service reviews, rather than the 

absolute times.  It is also the best tool available to make comparisons on a network-wide 

basis.     

2.113 Residents living in the five settlements of Hebburn, Jarrow, South Shields, Cleadon and 

Boldon Colliery who use public transport to access SRH instead of STDH may experience 

an increase in the average journey time in the order of 28 minutes, whilst the cost of 

accessing SRH (instead of STDH) by public transport would likely increase by an average 

of £1.26.    

2.114 The possibility of Jarrow and Hebburn residents choosing to travel to other hospitals in 

the north east, specifically Queen Elizabeth Hospital in Gateshead and the Royal Victoria 

Infirmary in Newcastle has been explored in terms of physical distance and journey times 

to these two hospitals in comparison with distances and journey times to STDH and SRH. 

2.115 It was found through the car based accessibility modelling for all four hospitals that the 

quickest journey times were unsurprisingly to STDH followed by SRH, QEG and finally 

RVI. This was consistent at all times of day. Most people could access STDH, SRH and 

QEG within 30 minutes at all of the time periods.  

2.116 It is difficult to predict the travel choices that individuals may make in the future, and 

also how they will make those choices, e.g. the factors (transport and non-transport 

related) they will consider. However, people’s travel choices will likely be influenced by 

other journeys they make in the local area for other purposes as well as their familiarity 

with the local transport network and the length of time it is likely to take to access the 

other hospitals.  It is possible that some Jarrow and Hebburn residents may choose to 

access their healthcare needs at QG or RVI, however it is difficult to estimate how many 

and the impacts these choices will have.  
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3 .  Stroke serv ice  models  across 
South Tynes ide  and City  Ho spita ls  
Sunderland  Foundat ion Tru sts  

3.1 Until recently, acute Stroke services have been provided at both South Tyneside District 

Hospital and Sunderland Royal Hospital, in addition to other stroke services such as 

Transient Ischaemic Attack (TIA) clinics.  During 2014/2015, 230 acute stroke patients 

were admitted to STDH, whilst approximately 510 acute stroke patients were admitted 

to SRH.  

3.2 In December 2016, all acute Stroke services across South Tyneside and Sunderland were 

temporarily relocated to Sunderland Royal Hospital, as a result of concerns around 

quality and safety, primarily due to staffing challenges. 

3.3 The Clinical Service Review for Stroke services proposes three possible solutions 

summarised below: 

 Option 1 

  Combine all hyperacute and acute stroke care at Sunderland Royal Hospital. 

 Patients from both South Tyneside and Sunderland will have their continuing 

hospital-based rehabilitation at Sunderland Royal Hospital before being 

discharged to their local community stroke teams who will provide any further 

rehabilitation and support locally. 

 Option 2  

 Combine all hyperacute and acute stroke care at Sunderland Royal Hospital.  

 After seven days patients who live in South Tyneside can be moved to South 

Tyneside District Hospital for continuing in hospital rehabilitation before being 

discharged to their local community stroke rehabilitation team for support 

locally. 

 Sunderland patients will continue to receive their stroke rehabilitation care at 

Sunderland Royal Hospital before being discharged to their local community 

stroke rehabilitation team for support locally.      

 Option 3 

 Combine all hyperacute stroke care at Sunderland Royal Hospital. 
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 After three days patients who live in South Tyneside can be moved to South 

Tyneside District Hospital for their acute stroke care and continuing in hospital 

rehabilitation before being discharged to their local community stroke 

rehabilitation team for support locally. 

 Sunderland patients will continue to receive their acute stroke care and in 

hospital rehabilitation care at Sunderland Royal Hospital before being 

discharged to their local community stroke rehabilitation team for support 

locally.   

3.4 People who suffer a stroke (the stroke patients), for the purposes of this report, are not 

categorised as being directly affected in terms of travel and transport because, following 

the successful FAST campaign (Facial drooping, Arm weakness, Speech difficulties and 

Time to call emergency services) that helps members of the public to identify the 

symptoms that indicate a stroke and the action to be taken, a large majority of stroke 

patients arrive at hospital by emergency ambulance. 

3.5 Therefore, in line with the three options summarised above, the main travel and 

transport implications will impact on South Tyneside residents, and specifically those 

who would have previously visited stroke patients at STDH but, going forward, will be 

required to travel to SRH to pay a visit to the family member / friend on the stroke ward.  

3.6 The stroke service models proposed all involve acute stroke patients being treated at 

Sunderland Royal Hospital for at least three days, therefore visitors of South Tyneside 

patients will no longer travel to STDH to visit Stroke patients but will instead be required 

to travel to SRH over a time period of at least three days, in the case of option 3 and quite 

possibly longer in the case of options 1 and 2.  

3.7 The other main impact will be upon Patient Transport Services (PTS) required, following 

the discharge of stroke patients residing in South Tyneside once they are medically 

stable for transfer, either back to their home or to South Tyneside District Hospital for 

rehabilitation / further care (and depending on the Clinical Service Review solution that 

is taken forward). 

3.8 For the purposes of clarity, Sunderland residents will not be affected by the changes to 

acute stroke services in terms of transport and travel and neither will any patients who 

currently live in Durham, for whom the nearest hospital is Sunderland Royal Hospital. 

3.9 In 2014/15, in the South Tyneside area, 230 people experienced an acute Stroke, a figure 

that is less than 1% of the population aged 60+ (the category of population that is at 

most risk of suffering a stroke).  At present the number of acute Strokes is relatively 
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stable however there may be an increase in the number of Strokes due to the increasing 

prevalence of heart disease etc. 
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4.  Travel  and Transport  Impact  
Assessment  o f  Stro ke Cl in ical  
Serv ice  Rev iew  

4.1 This chapter examines and assesses the transport and travel impacts resulting from the 

review of Stroke services, and reviews accessibility statistics and data that is more 

relevant to the occurrence of Strokes, and presents the results from a visitor travel 

survey undertaken amongst visitors to stroke patients and the potential impacts upon 

car parking demand and costs to visitors. 

Information sources for assessing the Travel 
and Transport Impact 

4.2 In addition to the accessibility statistics presented in Chapter 2, a number of additional 

data sources, assessment methods and further data collection have been utilised to 

assess the impacts of relocating acute Stroke services to Sunderland Royal Hospital, as 

listed below: 

 Postcode data of acute Stroke patients admitted to STDH during the 2015/16 

financial year and the 2016/17 financial year up to the end of October 2016  

 Findings from a Stroke visitor travel survey undertaken between 10th February 

2017 and 28th February 2017 at Sunderland Royal Hospital.  It should be noted that 

this provides just a snapshot of information, that sample size is relatively small, and 

that responses have been taken at face value even where they may appear counter-

intuitive.  Appropriate caution should therefore be taken with the results. 

 Parking costs at SRH and STDH  

4.3 A number of assumptions have been applied to various areas of assessment and these 

assumptions are noted throughout this report in the appropriate sections.  

4.4 A staff travel survey amongst the clinical staff working in stroke services at both STDH 

and SRH is currently underway. The staff travel survey will examine how staff travel to 

work now and how they would travel in the future, should their place of work change.  

The results will assist in informing the potential parking impact at the relevant hospital 

sites, and the trusts and commissioning officer will have this information prior to 

decision making.     
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Accessibility analysis by age to and from STDH 

4.5 Statistics produced by the Stroke Association in January 2017 state that the population 

sector most likely to have a stroke are those aged over 55.  Therefore accessibility 

statistics have been produced relating to the South Tyneside population aged 60+, which 

is the closest Census data age band to 55+, to produce more targeted analysis and assess 

the impact upon those most at risk.  

4.6 There are 36,490 people aged 60+ in the South Tyneside area, however it is worth 

pointing out that in 2014/15, 230 people experienced an acute Stroke, a figure that is 

less than 1% of the population aged 60+.  At present the number of acute Strokes is 

relatively stable however there may be an increase in the number of Strokes, due to the 

increasing prevalence of heart disease etc.    

4.7 As it has already been established that visitors will be impacted more than actual stroke 

patients, there is a certain level of assumption in the methodology that many patients 

who suffer a stroke will receive at least one visitor with whom they live. 

4.8 Table 4-1 below shows that, amongst those South Tyneside residents aged 60+, 61% can 

access STDH within 30 minutes by public transport and 83% can access it within 60 

minutes by public transport, between 14:00 and 16:00. The average journey time is 24 

minutes. 

4.9 When leaving the hospital between 19:00 and 21:00, 54% can travel home within 30 

minutes by public transport and 80% can travel home within 60 minutes by public 

transport. The average journey time is 26 minutes. 
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Table 4-1: Accessibility amongst South Tyneside residents aged 60+ 
to/from STDH 

Travel Time 
(mins) 

Number and percentage of South Tyneside residents aged 60+  

 By public transport to STDH 
between 14:00 and 16:00 

By public transport from STDH 
between 19:00 and 21:00 

number % number % 

0 - 10 0 0% 0 0% 

11 - 20 11,358 31% 10,195 28% 

21 - 30 11,081 30% 9,346 26% 

31 - 40 6,789 19% 6,367 17% 

41 - 50 1,036 30% 2,896 8% 

51 - 60 8 0% 237 1% 

61 - 70 64 0% 13 0% 

71 - 80 0 0% 0 0% 

81 - 90 0 0% 0 0% 

Average  24 mins 26 mins 

< 30 mins 22,439 61% 19,541 54% 

< 60 mins 30,272 83% 29,040 80% 

< 90 mins 30,336 83% 29,054 80% 

Total 36,490 100% 36,490 100% 
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Accessibility analysis for previous patient 
postcodes to and from STDH  

4.10 To target the accessibility analysis further, South Tyneside Foundation Trust has 

provided the home locations of admitted stroke patients during the 2015/16 financial 

year and 2016/17 financial year up to the end of October, and this dataset has been used 

to understand the accessibility of these patients and some of their visitors to / from 

STDH, taking into account the assumption about visitors made above, i.e. that a good 

proportion will live with the stroke patient.  

4.11 Table 4-2 below shows the number of separate postcodes that fall within each 10 minute 

journey time band when accessing STDH between 14:00 and 16:00.  71% of the 

postcodes fall within a 30 minute public transport journey, compared to 51% by foot and 

100% by car. Within a 60 minute timeframe 91% of the postcodes fall within a 60 minute 

public transport journey and 88% fall within a 60 minute journey on foot. Average 

journeys times are eight minutes by car, 23 minutes by public transport and 25 minutes 

on foot. 

4.12 Table 4-3shows the number of separate postcodes that fall within each 10 minute 

journey time band when leaving the hospital between 19:00 and 21:00. 68% of the 

postcodes fall within a 30 minute public transport journey compared to 59% by foot and 

100% by car. Within a 60 minute timeframe 88% of the postcodes fall within both a 60 

minute public transport journey and 60 minute journey on foot. Average journeys times 

are seven minutes by car, 23 minutes by public transport and 25 minutes on foot. 
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Table 4-2: Accessibility of South Tyneside stroke patient postcodes to 
STDH (14:00 to 16:00)  

Travel Time 
(mins) 

Number and percentage of South Tyneside stroke patient 
postcodes 

 By public transport By car By walking 

number % number % number % 

0 - 10 5 3% 129 68% 9 5 

11 - 20 72 38% 61 32% 54 28 

21 - 30 57 30% - - 49 26 

31 - 40 35 18% - - 42 22 

41 - 50 3 2% - - 12 6 

51 - 60 1 1% - - 1 1 

61 - 70 - - - - - - 

71 - 80 - - - - - - 

81 - 90 - - - - - - 

Average1  23 mins 8 mins 25 mins 

91mins + 17 9% - - - - 

< 30 mins 134 71% 190 100% 112 59% 

< 60 mins 173 91% 190 100% 167 88% 

< 90 mins 173 91% 190 100% 167 88% 

Total  190 100% 190 100% 190 100% 

1. Excludes postcodes beyond 90 minutes or more than 400m from a public transport stop. Plot included at Appendix A.  
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Table 4-3: Accessibility of South Tyneside stroke patient postcodes from 
STDH (19:00 to 21:00)  

Travel Time 
(mins) 

Number and percentage of South Tyneside stroke patient 
postcodes 

 By public transport By car By walking 

number % number % number % 

0 - 10 8 4% 160 85% 9 5 

11 - 20 56 29% 30 15% 54 28 

21 - 30 65 34% - - 49 26 

31 - 40 32 17% - - 42 22 

41 - 50 5 3% - - 12 6 

51 - 60 1 1% - - 1 1 

61 - 70 - - - - - - 

71 - 80 - - - - - - 

81 - 90 - - - - - - 

Average1  23 mins 7 mins 25 mins 

91mins + 23 12% - - - - 

< 30 mins 129 68% 190 100% 112 59% 

< 60 mins 167 88% 190 100% 167 88% 

< 90 mins 167 88% 190 100% 167 88% 

Total 190 100% 190 100% 190 100% 

1. Excludes postcodes beyond 90 minutes or more than 400m from a public transport stop 
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Accessibility analysis by age to and from SRH 

4.13 Comparative figures for accessibility to SRH have also been produced for the South 

Tyneside population aged 60+.  Again, there is a certain level of assumption in the 

methodology that many patients will receive at least one visitor who they live with. 

4.14 Table 4-4 below shows that, amongst those South Tyneside residents aged 60+, 5% can 

access SRH within 30 minutes by public transport and 83% can access it within 60 

minutes by public transport, between 14:00 and 16:00. The average journey time is 42 

minutes.   

4.15 When leaving the hospital between 19:00 and 21:00, 5% can travel home within 30 

minutes by public transport and 72% can travel home within 60 minutes by public 

transport. The average journey time is 47 minutes. 
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Table 4-4: Accessibility amongst South Tyneside Residents aged 60+ 
to/from SRH 

Travel Time 
(mins) 

Number and percentage of South Tyneside residents aged 60+  

 By public transport to SRH 
between 14:00 and 16:00 

By public transport from SRH 
between 19:00 and 21:00 

number % number % 

0 - 10 0 0 0 0% 

11 - 20 0 0 1 0% 

21 - 30 1,662 5% 1,643 5% 

31 - 40 11,213 31% 6,982 19% 

41 - 50 13,222 36% 12,600 35% 

51 - 60 4,245 12% 4,865 13% 

61 - 70 755 2% 1,695 5% 

71 - 80 38 0% 2,548 7% 

81 - 90 54 0% 0 0% 

Average  42 mins 47 mins 

< 30 mins 1,662 5% 1644 5% 

< 60 mins 30,342 83% 26,091 72% 

< 90 mins 31,189 85% 30,355 83% 

Total  36,490 100% 36,490 100% 
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Accessibility analysis for previous patient 
postcodes to and from SRH  

4.16 To present further comparative accessibility analysis, the Stroke patient postcode 

dataset provided by South Tyneside Foundation Trust has been used to understand the 

accessibility of these patients to / from SRH and some of their visitors, taking into 

account the assumption about visitors made above, that a good proportion will live with 

the Stroke patient.  

4.17 Table 4-5 below shows the number of separate postcodes that fall within each 10 minute 

journey time band when accessing the hospital between 14:00 and 16:00.  5% of the 

postcodes fall within a 30 minute public transport journey compared to 100% by car. 

88% of the postcodes fall within a 60 minute public transport journey. The average 

journey time by public transport is 43 minutes and 19 minutes by car.  

4.18 Table 4-6 shows the number of separate postcodes that fall within each 10 minute 

journey time band when leaving the hospital between 19:00 and 21:00. 4% of the 

postcodes fall within a 30 minute public transport journey compared to 100% by car. 

75% of the postcodes fall within a 60 minutes public transport journey. The average 

journey time by public transport is 48 minutes and 16 minutes by car.   



Travel and Transport Impact Assessment  

 66  

Table 4-5: Accessibility of South Tyneside Stroke patient postcodes to 
SRH (14:00 to 16:00)  

Travel Time (mins) 
Number and percentage of South Tyneside stroke patient 

postcodes 

 By public transport By car 

number % number % 

0 - 10 0 0% 0 0% 

11 - 20 0 0% 108 57% 

21 - 30 9 5% 82 43% 

31 - 40 53 28% - - 

41 - 50 77 41% - - 

51 - 60 28 15% - - 

61 - 70 5 3% - - 

71 - 80 - - - - 

81 - 90 - - - - 

Average1  43 mins 19 mins 

91mins + 18 9% - - 

< 30 mins 9 5% 190 100% 

< 60 mins 167 88% 190 100% 

< 90 mins 172 91% 190 100% 

Total  190 100% 190 100% 

1. Excludes postcodes beyond 90 minutes or more than 400m from a public transport stop. Plot included at Appendix A. 
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Table 4-6: Accessibility of South Tyneside stroke patient postcodes from 
SRH (19:00 to 21:00)  

Travel Time 
(mins) 

Number and percentage of South Tyneside stroke patient 
postcodes 

 By public transport By car 

number % number % 

0 - 10 0 0% 1 1% 

11 - 20 1 1% 171 90% 

21 - 30 7 4% 18 9% 

31 - 40 31 16% - - 

41 - 50 80 42% - - 

51 - 60 23 12% - - 

61 - 70 11 6% - - 

71 - 80 9 5% - - 

81 - 90 5 3% - - 

Average1  48 mins 16 mins 

91mins + 23 12% - - 

< 30 mins 8 4% 190 100% 

< 60 mins 142 75% 190 100% 

< 90 mins 167 88% 190 100% 

Total  190 100% 190 100% 

1. Excludes postcodes beyond 90 minutes or more than 400m from a public transport stop 
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Comparison of Stroke accessibility statistics for 
STDH and SRH 

Accessibility amongst South Tyneside population aged 
60+ to STDH and SRH 

4.19 Figure 4-1 below shows the proportion of the South Tyneside population aged 60+ that 

can access both hospitals within the different 10 minute journey time bands and 

illustrates the difference in accessibility travelling to the hospitals between 14:00 and 

16:00 by public transport.  

4.20 Currently, 31% of the South Tyneside population aged 60+ could access STDH in 

between 11 and 20 minutes journey time and a further 30% could access it between 21 

and 30 minutes journey time.  In comparison, 31% of the South Tyneside population aged 

60+ will experience a journey time to SRH between 31 and 40 minutes and a further 36% 

will experience a journey time of between 41 and 50 minutes.  The average journey time 

will increase by 18 minutes. 
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Figure 4-1: Accessibility of South Tyneside Residents aged 60+ to STDH 
and SRH (14:00 to 16:00) 

 

4.21 Figure 4-2 below shows the proportion of the South Tyneside population aged 60+ that 

can access both hospitals within the different 10 minute journey time bands and 

illustrates the difference in accessibility travelling home from the hospitals between 

19:00 and 21:00 by public transport.  

4.22 Currently, 31% of the South Tyneside population aged 60+ could access STDH in 

between 11 and 20 minutes journey time and a further 30% could access it between 21 

and 30 minutes journey time.  In comparison, 19% of the South Tyneside population aged 

60+ will experience a journey time to SRH between 31 and 40 minutes and a further 35% 

will experience a journey time of between 41 and 50 minutes. 

4.23 The average journey time increases by 21 minutes.  

Average journey times 

To STDH = 24 mins 

To SRH = 42 mins 
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Figure 4-2: Accessibility of South Tyneside Residents aged 60+ from STDH 
and SRH (19:00 - 21:00) 

 

Accessibility amongst previous Stroke patients to STDH 
and SRH 

4.24 Figure 4-3 below shows the proportion of separate postcodes that fall within each 10 

minute journey time band when accessing the hospitals between 14:00 and 16:00 and 

illustrates the difference in accessibility of these postcodes to both hospitals by public 

transport.  

4.25 Pre December 2016, 38% of the separate postcodes were within 11 and 20 minutes 

journey time of acute Stroke Services at STDH and a further 30% were within 21 and 30 

minutes journey time.  Post December 2016 when acute Stroke Services moved to SRH, 

28% of the separate postcodes are within 31 and 40 minutes and a further 41% will be 

within 41 and 50 minutes.  The average journey time increases by 20 minutes. 

Average journey times 

To STDH = 26 mins 

To SRH = 47 mins 
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Figure 4-3: Accessibility of South Tyneside Stroke patient postcodes to 
STDH and SRH (14:00 to 16:00)  

  

 

4.26 Figure 4-4 shows the proportion of separate postcodes that fall within each 10 minute 

journey time band when leaving the hospitals between 19:00 and 21:00 and illustrates 

the difference in accessibility of these postcodes to both hospitals by public transport. 

4.27 Pre December 2016, 29% of the separate postcodes were within 11 and 20 minutes 

journey time of acute Stroke services at STDH and a further 34% were within 21 and 30 

minutes journey time.  Post December 2016 when acute Stroke services were moved to 

SRH, 16% of the separate postcodes are within 31 and 40 minutes and a further 42% will 

be within 41 and 50 minutes.  The average journey time increases by 25 minutes. 

4.28 Using these datasets going forward, visitors going to visit stroke patients at SRH will, on 

the whole, experience a longer public transport journey time travelling to SRH for 

afternoon visiting hours than if travelling to STDH, and more visitors will experience 

slightly longer journey times when leaving the hospital after evening visiting hours than 

they would do if travelling in the afternoon. 

Average journey times 

To STDH = 23 mins 

To SRH = 43 mins 
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Figure 4-4: Accessibility of South Tyneside Stroke patient postcodes from 
STDH and SRH (19:00 to 21:00)  

 

 

4.29 Figure 4-5 shows the proportion of separate postcodes that fall within each 10 minute 

journey time band when accessing the hospitals by car between 14:00 – 16:00 and 

illustrates the difference in accessibility of these postcodes to both hospitals.  

4.30 Pre December 2016, 68% of the separate postcodes were within 0 to 10 minutes journey 

time of acute Stroke services at STDH and a further 32% were within 11 to 20 minutes 

journey time.  Post December 2016 when acute Stroke services were moved to SRH, 0% 

of the separate postcodes were within 0 to 10 minutes and 57% were within 11 to 20 

minutes.  Another 43% are within 21-30 minutes of SRH. The average journey time will 

increase by 11 minutes. 

Average journey times 

To STDH = 23 mins 

To SRH = 48 mins 
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Figure 4-5: Accessibility of South Tyneside Stroke patient postcodes to 
STDH and SRH by car 14:00 – 16:00 

 

4.31 Figure 4-6 shows the proportion of separate postcodes that fall within each 10 minute 

journey time band when accessing the hospitals by car between 19:00 – 21:00 and 

illustrates the difference in accessibility of these postcodes to both hospitals.  

4.32 Pre December 2016, 84% of the separate postcodes were within 0 and 10 minutes 

journey time of acute Stroke Services at STDH and a further 16% were within 11 and 20 

minutes journey time.  Post December 2016 when acute Stroke services were moved to 

SRH, 1% of the separate postcodes are within 0 and 10 minutes and a further 90% will be 

within 11 and 20 minutes. Another 9% are within 21-30 minutes of SRH.  The average 

journey time will increase by 9 minutes. 

Average journey times 

To STDH = 8 mins 

To SRH = 19 mins 
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Figure 4-6: Accessibility of South Tyneside Stroke patient postcodes from 
STDH and SRH by car 19:00 - 21:00 

 

 

Stroke visitor travel survey results 

4.33 This section reviews the findings of the Stroke Services visitor travel survey, conducted 

at Sunderland Royal Hospital (SRH) between 10th and 28th February, with a total of 37 

visitors responding to the survey. 

Residence of patients 

4.34 37 visitors responded to the Stroke Services travel survey. Of these, 49% (n=18) of 

patients' residences that were provided by visitors were in Sunderland, 41% (n=15) were 

in South Tyneside, and a further 11% (n=4) were in County Durham. This is illustrated in 

Table 4-7 below. 
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Table 4-7: Residences of patients at Stroke Services at SRH 

Patient Residence Number % 

County Durham 4 11% 

South Tyneside 15 41% 

Sunderland 18 48% 

Total 37 100% 

Source: ITP Survey, February 2017 

 

Origin of visitor trip 

4.35 Following the above question, visitors were asked the origin of their trip to hospital 

(work or home). As shown in Table 4-8, 97% (n=36) of visitors' trips originated at home, 

with only 3% (n=1) of trips originating from work. 

Table 4-8: Origin of visitor trip 

Origin of visitor trip Number  % 

Home 36 97% 

Work 1 3% 

Total 37 100% 

Source: ITP Survey, February 2017 

 

Number of visitors sharing postcodes with patient 

4.36 Table 4-9 shows the number of visitor postcodes which match patient postcodes. This 

question was specifically asked to understand the profile of visitors, and to obtain 

evidence regarding the proportion of visitors that live with the patient.  As can be 

identified, 12 respondents' (32%) postcodes matched the postcode of the patient they 

were visiting. 25 respondents' (68%) postcodes did not match the postcode of the 

patient they were visiting.   
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Table 4-9: Number of visitor postcodes which match patient postcodes 

Postcode 
Match 

South Tyneside Sunderland Overall 

Yes 5 14% 6 16% 12 32% 

No 10 27% 12 32% 25 68% 

Total 15 41% 18 49% 37 100% 

Source: ITP Survey, February 2017 

 

Modal share of visitors 

4.37 Table 4-10 shows the modal share of visitors to Stroke Services at SRH. As can be 

observed the most commonly used mode is car with others - 2 other people in car, 

representing 38% of visitor trips. This is followed by single occupancy car use (30%). 

Additionally, it is important to note that bus use is low for trips to Stroke Services at SRH, 

with only one respondent (3%) reporting to have travelled by bus. Further, the number of 

visitors walking to hospital is also very low, at just 5% of respondents. 

Table 4-10: Modal share of visitors for Stroke Services at SRH 

Mode of travel 

 

South Tyneside 

  

 

Sunderland 

  

 

Overall 

  

Bus 1 7% 0 0% 1 3% 

Car by yourself 6 40% 4 22% 11 30% 

Car, with others (unspecified) 1 7% 0 0% 1 3% 

Car, with others - 1 person in the car 2 13% 1 6% 3 8% 

Car, with others - 2 people in the car 4 27% 8 44% 14 38% 

Car, with others - 3 people in the car 1 7% 3 17% 4 11% 

Car, with others - 4 people in the car 0 0% 0 0% 1 3% 



Travel and Transport Impact Assessment  

 77  

Mode of travel 

 

South Tyneside 

  

 

Sunderland 

  

 

Overall 

  

Walk 0 0% 2 11% 2 5% 

Total 15 101%* 18 100% 37 101%* 

Source: ITP Survey, February 2017 

*due to rounding 

4.38 Following this question, respondents from South Tyneside (n=15) were also asked how 

they would have travelled if the patient they were visiting was at STDH.  Four 

respondents (27%) stated a different mode of travel than the one used for their journey 

to SRH, whilst the remaining 11 respondents (73%) did not state a change in travel. The 

changes in transport mode amongst these four respondents are detailed in Table 4-11 

below. The one respondent who would have travelled by car on their own to STDH, car 

shared to SRH, whilst the three respondents who would have walked to STDH, either car 

shared, drove by themselves or caught the bus to SRH. 

Table 4-11: Changes in modal choice for journeys to SRH and STDH 

Mode of travel To STDH To SRH 
% point 
Change 

Car, with others - 
2 people 

0 0% 2 50% 50% 

Car by yourself 1 25% 1 25% 0% 

Bus 0 0% 1 25% 25% 

Walk 3 75% 0 0% -75% 

Total 4 100% 4 100% - 

Source: ITP Survey, February 2017 

Visitor Arrival Profile 

4.39 Table 4-12 shows the arrival profile for those visiting Stroke Services patients at SRH.  A 

number of respondents did not state their arrival time in 24 hour format, and as such 

their response has been amended to provide an accurate arrival profile. As can be seen, 

approximately 28% (n=4) of visitors from South Tyneside arrive during the afternoon 
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visiting period (14:00-16:00), and a further 72% (n=11) before and during the evening 

visiting period (18:00-20:00). Looking at total visitor patterns, this trend is repeated, 

with 72% of visitors arriving between 17:00 - 19:45 and 20% between 13:00 - 16:00. 

Interestingly, 8% of visitors arrive outside of these visiting hours. 

Table 4-12: Arrival Profile of visitors at Stroke Services (SRH) (n=37)  

Arrival Time South Tyneside Sunderland Overall 

08:30 - 08:45 0 0% 1 6% 1 3% 

12:00 - 12:15 0 0% 1 6% 1 3% 

13:00 - 13:15 1 7% 0 0% 1 3% 

14:00 - 14:15 3 21% 1 6% 5 14% 

15:45 - 16:00 0 0% 0 0% 1 3% 

16:30 - 16:45 1 7% 0 0% 1 3% 

17:00 - 17:15 0 0% 2 11% 2 5% 

17:30 - 17:45 2 13% 2 11% 4 11% 

18:00 - 18:15 2 13% 4 22% 6 16% 

18:16 - 18:30 2 13% 3 16% 5 14% 

18:31 - 18:45 0 0% 3 16% 4 11% 

19:00 - 19:15 0 0% 1 6% 2 5% 

19:16 - 19:30 2 13% 0 0% 2 5% 

19:31 - 19:45 2 13% 0 0% 2 5% 

Total 15 100% 18 100% 37 101%* 

Source: ITP Survey, February 2017 

*due to rounding 
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Duration of visits 

4.40 Table 4-13 shows the duration of visit for those visiting patients in Stroke Services at 

SRH.  The most common duration of visit is between one and two hours (43%, n=16). Of 

these, six visitors (16%) arrive from South Tyneside and eight (22%) from Sunderland. An 

additional two visitors come from outside of these two areas. The least common duration 

of visit is up to one hour (14%, n=5), however this is largely represented by visitors from 

South Tyneside, with one visitor coming from outside South Tyneside or Sunderland.  

Table 4-13: Visiting duration of respondents  

Duration of visit South Tyneside Sunderland Overall 

Up to 1 hour 6 40% 0 0% 7 19% 

1-2 hours 6 40% 8 44% 16 43% 

2-4 hours 2 13% 8 44% 10 26% 

4-24 hours 1 7% 2 11% 4 11% 

Total 15 100% 18 99%* 37 99%* 

Source: ITP Survey, February 2017 

*due to rounding 

 

Visiting frequency  

4.41 Table 4-14 shows the visiting frequency of those visiting Stroke Services patients at 

SRH.  Most respondents (50%, n=18) stated that they visited Stroke Services once every 

two days, followed by 22% (n=8) of respondents who stated that they visit more than 

once per day. The least common visiting frequencies were once every three days (6%, 

n=2) and less often (6%, n=2).  

 

Table 4-14: Visiting frequency of respondents 

Visiting frequency 
South 

Tyneside 
Sunderland Overall 
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Visiting frequency 
South 

Tyneside 
Sunderland Overall 

Once a day 2 13% 0 0% 2 6% 

More than once a day 2 13% 5 29% 8 22% 

Once every two days 9 60% 6 35% 18 50% 

Once every three days 1 7% 5 29% 6 17% 

Less often 1 7% 1 6% 2 6% 

Total 15 100% 17 99%* 36 101%* 

Average number of visits per visitor per day 0.7285 0.8559 0.8083 

Source: ITP Survey, February 2017 

*due to rounding 

 

Potential impact on parking  

4.42 One of the impacts of transferring clinical services between hospitals will be changes in 

parking demand.  In the case of Stroke services, the effect will be an increase in the 

demand for parking at SRH arising from South Tyneside residents who would previously 

have visited patients at STDH.  Table 4-15 shows the worst case scenarios for parking at 

SRH, using the above visitor survey data for those arriving from South Tyneside only, and 

patient data from the Clinical Service Review Report (2016) detailing the number of 

Stroke patients admitted to STDH taken from the previous year’s data, which ensures 

that the modelling of car parking is accurate. The following assumptions have been made 

in order to produce these figures. 

 Median stay of patient - eight days  

 Average of four patient admissions per week (based on approximately 230 patient 

admissions to stroke services at STDH in 2014/15) 

 93% of visitors arriving by car (Table 4-10) 

 Average number of visits per visitor per day (weighted by proportions of visiting 

frequency) - 0.7285 (Table 4-14) 

 72% of visitors arriving for evening visiting from South Tyneside (Table 4-12) 

 28% of visitors arriving for afternoon visiting from South Tyneside (Table 4-12) 
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 All additional cars are likely to be parked at the same time, based on the length of 

stay data in Table 4-13. Therefore, there will be low or no turnover in parking. 

4.43 In lieu of any information pertaining to the average number of visitors that each Stroke 

patient receives, for both the afternoon and evening visiting hours period, assumptions 

have been made and additional parking demands have been modelled in line with these 

assumptions.   As shown in Table 4-15, if three separate visitors visit a patient during 

each visiting hours period the number of visitor vehicles generated by stroke services 

would be two in the afternoon and six in the evening.  From SRH Parking Eye data, the 

existing maximum number of vehicles parked is 1,559 in the afternoon visiting hours 

period.  With the additional stroke services visitors, this would rise to 1,561. This 

equates to approximately 91% of total capacity available (1,714 total parking spaces). 

4.44 The number of additional visitor vehicles, as described above, will not have a significant 

impact upon existing levels of traffic in the SRH area or the wider vicinity. 
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Table 4-15: Additional parking demand at SRH - stroke service visitors 

 Afternoon Evening 

Visitors per 
patient 

(individual) 

Existing parking 
demand* 

Additional 
parking 

demand*** 

Total demand Existing parking 
demand** 

Additional 
parking 

demand*** 

Total demand 

1 1559 1 1560 595 2 597 

2 1559 2 1561 595 4 599 

3 1559 2 1561 595 6 601 

* Existing afternoon parking demand based on worst case number of vehicles parked at SRH (14:30 on 29/09/16 - 1559 vehicles). Drawn from three weeks of Parking Eye data at SRH 

(WC 12/09/16 to WC 26/09/16) 

** Existing evening parking demand based on worst case number of vehicles parked at SRH during evening visiting hours (18:45 on 15/09/16 - 595 vehicles). Drawn from three weeks of 

Parking Eye data at SRH (WC 12/09/16 to WC 26/09/16) 

***Additional parking demand generated by visitors to stroke patients attending SRH rather than STDH. 
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Parking costs 

4.45 Previously, when patients have been admitted to STDH, the median length of stay has 

been calculated at 10 days, however the median length of stay at SRH has been 

measured at eight days.  This shorter length of stay in hospital obviously means that the 

overall number of visitor trips will decrease too.     

4.46 Table 4-16 below shows the difference in parking costs incurred for the median length of 

patient stay at each hospital. The shorter length of stay at SRH means that parking 

becomes less of an expenditure than if the patient had been admitted to STDH. 

However, fuel costs may increase due to the longer distances travelled. 

Table 4-16: Comparison of parking costs incurred at both hospitals, 
assuming visiting a stroke patient once a day 

 Duration of 
visit 

Cost of parking at 
STDH 

Cost over 10 
days 

Cost of parking 
at SRH 

Cost over 8 
days 

Up to 1 hour £1.50 £15.00 £2.00 £16.00 

1-2 hours £3.00 £30.00 £3.00 £24.00 

2-4 hours £4.50 £45.00 £4.50 £36.00 

Key findings 

4.47 South Tyneside residents who experience an acute stroke, and their families, will be 

affected by the proposals to centralise Acute Stroke services at SRH. 

4.48 It is visitors to Stroke patients who will be affected predominantly as the majority of 

acute Stroke cases arrive at hospital by Emergency Ambulance.  Therefore visitors will 

be required to travel to SRH, rather than STDH, to visit family / a friend who have 

suffered a stroke.  The number of days that visitors will be required to travel to SRH, 

instead of STDH, will depend on the final Service option taken forward for 

implementation.  

4.49 Amongst the South Tyneside population aged 60+ (the category of population most at 

risk from a Stroke), during the 14:00 to 16:00 time period, the average public transport 

journey time to STDH is 24 minutes. In terms of accessibility to SRH, the average public 

transport journey time is 42 minutes.  This means that the average public transport 
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journey time will increase by 18 mins if acute stroke services are centralised at SRH and 

visitors in this age category would like to go and visit their family / friend in hospital.  The 

public transport journey time increases by 21 minutes in the 19:00 to 21:00 time period 

(26 minutes to STDH compared to 47 minutes to SRH). 

4.50 The analysis of the postcodes of previous Stroke patients living in South Tyneside / 

treated at STDH shows that the public transport journey time to SRH (instead of STDH) 

during the 14:00 to 16:00 time period increases by 20 minutes (23 minute average 

journey time to STDH compared to 43 minute average journey time to SRH).  During the 

19:00 to 21:00 time period, the public transport journey time increases by 25 minutes 

(23 minute average journey time to STDH compared to 48 minute average journey time 

to SRH).  The results using data for the 60+ population and the Stroke patient postcodes 

are therefore broadly similar. 

4.51 Journeys by car to SRH, instead of STDH, between 14:00 – 16:00 will take 11 minutes 

longer (average eight minute journey to STDH compared to an average 19 minute 

journey to SRH). In between the hours of 19:00 – 21:00 car journeys to SRH will take 

nine minutes longer (average 7 minute journey to STDH compared to an average 16 

minute journey to SRH). 

4.52 The Visitor Travel Survey results have been very useful to assist in understanding visitor 

travel patterns. Following the temporary location of acute Stroke services to SRH, the 

visitor survey has captured how South Tyneside visitors are travelling to SRH and show 

that 40% travel by car on their own and a further 57% travel in the car with others.  The 

remainder, 7%, travel to SRH by bus. 

4.53 Some difference in choice of transport mode amongst South Tyneside visitors was 

captured and showed that four respondents had changed the way they travelled to visit 

at the hospital. One respondent who would have previously travelled by car to STDH had 

car shared to SRH and the three respondents who would have previously walked to 

STDH, either travelled by car on their own, car shared or caught the bus to SRH. 

4.54 The visiting profile for this sample shows that 28% of visitors visited in the afternoon 

visiting time period and 72% visited during evening visiting hours. 

4.55 The survey shows a slight difference in visiting frequency amongst South Tyneside and 

Sunderland visitors, with 13% of South Tyneside visitors visiting more than once a day, 

13% visiting once a day and 60% of South Tyneside visiting every two days.  Figures 

amongst Sunderland visitors show that 29% visit more than once a day, 0% visit once per 

day, 35% visit once every two days and 29% visit every three days.    
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4.56 Bearing in mind the increased numbers of visitors attending during evening visiting 

hours, the potential parking demand from South Tyneside visitors is shown below: 

 During the afternoon, additional parking demand is forecast to range from one - two 

vehicles (depending on the number of visitors a patient receives) 

 During the evening, additional parking demand is forecast to range from two to six 

vehicles (depending on the number of visitors a patient receives).   
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5.  Paediatr ics  serv ice models acro ss  
South Tynes ide  and City  Ho spita ls  
Sunderland Foundat ion Trusts  

5.1 The Paediatric Emergency Care Department (ED) at South Tyneside District Hospital is 

staffed by medical and nursing staff trained in paediatrics, and is open 24 hours a day, 

seven days a week.  Attached to the Emergency Department unit is a three bedded 

Children's Short Stay Assessment Unit. 

5.2 The Sunderland Paediatric Emergency Department is staffed by Paediatric and A&E 

Consultants and RSCN trained nurses.  It is in the process of being reconfigured as part 

of a new ED build on the SRH site, and when fully operational will provide a phased 

approach to reception and triage, resuscitation, high acuity, low acuity and CSSAU 

(Children’s Short Stay Assessment Unit) that appropriately reflects the patient pathway.      

5.3 The Clinical Service Review for Paediatric services proposes two possible solutions 

summarised below: 

 Option 1 

 Provision of a seven-day, 12 hour (8am to 8pm) paediatric emergency 

department and children’s short stay assessment unit at South Tyneside 

District Hospital with 24 hour, seven days a week paediatric emergency 

department at Sunderland Royal Hospital. 

 Option 2 

 Development of a nurse-led paediatric minor injury or illness service between 

8am and 8pm at South Tyneside District Hospital with a 24 hour, seven days a 

week paediatric emergency department at Sunderland Royal Hospital. 

5.4 Both options effectively involve the closure of overnight paediatric emergency services 

between the hours of 8pm and 8am.  

5.5 The Paediatric ED currently caters for children aged between 0 and 16 and therefore the 

vast majority of children presenting at the ED will have been transported by their 

parents.  Therefore, ultimately the main travel and transport implications will impact 

upon South Tyneside parents who currently take their child to STDH Paediatric ED, if 

required at any time of the day.  Going forward, there will not be a Paediatric Emergency 

Department available, essentially, to attend between 20:00 and 08:00 the next morning.  
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Also the current daytime Paediatric ED services may be replaced with a nurse-led minor 

injury or illness service that will also operate between 08:00 to 22:00 (20:00 for last 

attendances / admissions). 

5.6 During the 2015/16 financial year, 15,380 Paediatric attendances were recorded at the 

STDH Paediatric A and E. It has been assumed that 60% of Paediatric attendances 

between 08:00 and 20:00 will be addressed at the nurse-led minor injury or illness 

service and the remaining 40% will require Paediatric ED Treatment at SRH.  

5.7 For the purposes of clarity, Sunderland residents will not be affected by the changes to 

Paediatric services in terms of transport and travel and neither will any patients who 

currently live in Durham, for whom the nearest hospital is Sunderland Royal Hospital. 



Travel and Transport Impact Assessment  

 88  

6.  Travel  and Transport  Impact  
Assessment  o f  Paediatr ic s C l in ical  
Serv ice  Rev iew  

6.1 This chapter examines and assesses the transport and travel impacts resulting from the 

review of Paediatric services, and reviews accessibility statistics and data that is more 

relevant to the occurrence of Paediatrics.  This chapter also presents the results from a 

travel survey undertaken amongst parents / guardians of Paediatric patients visiting the 

paediatric ED at STDH and the potential impacts upon car parking demand and costs to 

parents / guardians. 

Information sources for assessing the Travel 
and Transport Impact 

6.2 In addition to the accessibility statistics presented in Chapter 2, a number of additional 

data sources and further data collection have been utilised to assess the impacts of the 

proposals for Paediatric services at South Tyneside District Hospital, as listed below: 

 Postcode data collated from Paediatric patients attending STDH during the 

2015/16 financial year and the 2016/17 financial year up to the end of October 

2016  

 Findings from a Parental travel survey undertaken between 10th February 2017 

and 28th February 2017 at STDH Paediatric ED.  It should be noted that this 

provides just a snapshot of information, that sample size is relatively small, and that 

responses have been taken at face value even where they may appear counter-

intuitive.  Appropriate caution should therefore be taken with the results. 

 Data concerning STFT Paediatric ED attendances over 2015 / 2016 financial year 

6.3 A number of assumptions have been applied to various areas of assessment and these 

assumptions are noted throughout this report in the appropriate sections. 

6.4 A staff travel survey amongst the clinical staff working in paediatric services at both 

STDH and SRH is currently underway. The staff travel survey will examine how staff 

travel to work now and how they would travel in the future, should their place of work 

change.  The results will assist in informing the potential parking impact at the relevant 
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hospital sites, and the trusts and commissioning officer will have this information prior to 

decision making. 

6.5 The STFT Paediatric ED attendance information notes that 15,380 attendances at A and 

E were recorded between April 2015 and March 2016. 

Accessibility analysis for previous patient 
postcodes to and from STDH 

6.6 To target the wider accessibility analysis further, STFT has provided the postcodes of 

paediatric attendances at the Paediatric ED at STDH during the 2015/16 year and the 

2016/17 financial year up to the end of October 2016.  This dataset has been used to 

understand the accessibility of these patients to / from STDH Paediatric ED as a 

representative sample of patients in South Tyneside.  The analysis assumes that patients 

have travelled with their parents to Paediatric ED from their home location. A total of 

12,731 postcodes of attending patients were recorded during the 2015/16 financial year 

and the 2016/17 up to 31st October 2016. However only 2,502 separate postcodes were 

recorded and so have subsequently been mapped.  These figures suggest that many 

patients and parents have made numerous trips to the STDH Paediatric ED. 

6.7 Table 6-1 below shows the number of separate postcodes that fall within each 10 minute 

journey time band when accessing the STDH Paediatric ED between 14:00 and 16:00. 

65% of the postcodes fall within a 30 minute public transport journey, compared to 21% 

on foot and 99% by car.  86% of the postcodes fall within a 60 minute public transport 

journey and 60% fall within a 60 minute walk.  The average journey times range from 8 

minutes by car, 24 minutes by public transport to 47 minutes on foot. 

6.8 Table 6-2 below shows the number of separate postcodes that fall within each 10 minute 

journey time band when travelling to the STDH Paediatric ED between 17:00 and 19:00. 

67% of the postcodes fall within a 30 minute public transport journey, compared to 21% 

on foot and 99% by car.  86% of the postcodes fall within a 60 minute public transport 

journey and 60% fall within a 60 minute walk.  The average journey times range from 9 

minutes by car, 22 minutes by public transport to 47 minutes on foot.      
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Table 6-1: Accessibility of South Tyneside Paediatric patient postcodes to 
STDH (14:00 - 16:00) 

Travel Time 
(mins) 

Number and percentage of South Tyneside paediatric patient 
postcodes 

 By public transport By car By walking 

number % number % number % 

0 - 10 55 2% 1671 66% 20 1% 

11 - 20 827 33% 804 32% 157 6% 

21 - 30 743 30% 5 0% 357 14% 

31 - 40 478 19% 16 1% 520 21% 

41 - 50 59 2% - - 269 11% 

51 - 60 0 0% - - 169 7% 

61 - 70 4 0% - - 337 13% 

71 - 80 1 0% - - 290 12% 

81 - 90 2 0% - - 146 6% 

Average1  24 mins 8 mins 47 mins 

91mins + 333 13% 6 1% 371 15% 

< 30 mins 1625 65% 2496 99% 534 21% 

< 60 mins 2162 86% 2496 99% 1492 60% 

< 90 mins 2169 87% 2496 99% 2265 91% 

Total  2502 100% 2502 100% 2502 100% 

1. Excludes postcodes beyond 90 minutes or more than 400m from a public transport stop 
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Table 6-2: Accessibility of South Tyneside Paediatric patient postcodes 
away from STDH (17:00 – 19:00) 

Travel Time 
(mins) 

Number and percentage of South Tyneside paediatric patient 
postcodes 

 By public transport By car By walking 

number % number % number % 

0 - 10 107 4% 1526 61% 20 1% 

11 - 20 838 33% 942 37% 157 6% 

21 - 30 741 29% 10 0% 357 14% 

31 - 40 373 15% 18 1% 520 21% 

41 - 50 98 4% - - 269 11% 

51 - 60 5 0% - - 169 7% 

61 - 70 1 0% - - 337 13% 

71 - 80 1 0% - - 290 12% 

81 - 90 2 0% - - 146 6% 

Average1  22 mins 9 mins 47 mins 

91mins + 336 14% 6 0% 371 15% 

< 30 mins 1686 67% 2478 99% 534 21% 

< 60 mins 2162 86% 2496 99% 1492 60% 

< 90 mins 2166 86% 2496 99% 2265 91% 

Total 2502 100% 2502 100% 2502 100% 

1. Excludes postcodes beyond 90 minutes or more than 400m from a public transport stop. Plot included at Appendix A. 
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Accessibility analysis for previous patient 
postcodes to and from SRH 

6.9 To present further comparative accessibility analysis, the Paediatric postcode dataset 

has been used to understand the accessibility of these patients to / from SRH. Journey 

times for walking have not been assessed. 

6.10 Table 6-4below shows the number of separate postcodes that fall within each 10 minute 

journey time band when accessing SRH between 14:00 and 16:00. 4% of the postcodes 

fall within a 30 minute public transport journey, compared to 99% by car. 84% of the 

postcodes fall within a 60 minute public transport journey.  The average journey time by 

public transport is 42 minutes and 19 minutes by car.  

6.11 Table 6-5 below shows the number of separate postcodes that fall within each 10 minute 

journey time band when travelling away from SRH between 17:00 and 21:00. 5% of the 

postcodes fall within a 30 minute public transport journey, compared to 99% by car. 80% 

of the postcodes fall within a 60 minute public transport journey.  The average journey 

time by public transport is 42 minutes and 19 minutes by car. 

Table 6-3: Accessibility amongst South Tyneside Paediatric patient 
postcodes to SRH (14:00 - 16:00)  

Travel Time 
(mins) 

Number and percentage of South Tyneside paediatric patient 
postcodes 

 By public transport By car 

number % number % 

0 - 10 0 0% 1 0% 

11 - 20 0 0% 1565 63% 

21 - 30 89 4% 912 36% 

31 - 40 751 30% 18 0% 

41 - 50 952 38% 0 0% 

51 - 60 318 13% 0 0% 
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Travel Time 
(mins) 

Number and percentage of South Tyneside paediatric patient 
postcodes 

61 - 70 54 2% 0 0% 

71 - 80 1 0% 0 0% 

81 - 90 1 0% 0 0% 

Average1  42 mins 19 mins 

91mins + 336 13% 6 0% 

< 30 mins 89 4% 2478 99% 

< 60 mins 2110 84% 2496 99% 

< 90 mins 2166 87% 2496 99% 

Total  2502 100% 2502 100% 

1. Excludes postcodes beyond 90 minutes or more than 400m from a public transport stop 

Table 6-4: Accessibility amongst South Tyneside Paediatric patient 
postcodes to SRH (17:00 – 19:00)  

Travel Time 
(mins) 

Number and percentage of South Tyneside paediatric patient 
postcodes 

 By public transport By car 

number % number % 

0 - 10 0 0% 1 0% 

11 - 20 1 0% 1224 49% 

21 - 30 145 5% 1252 50% 

31 - 40 710 28% 19 0% 

41 - 50 866 34% 0 0% 

51 - 60 288 11% 0 0% 
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Travel Time 
(mins) 

Number and percentage of South Tyneside paediatric patient 
postcodes 

61 - 70 110 4% 0 0% 

71 - 80 3 0% 0 0% 

81 - 90 13 1% 0 0% 

Average1 42 mins 19 mins 

91mins + 366 15% 6 0% 

< 30 mins 146 5% 2477 99% 

< 60 mins 2010 80% 2496 99% 

< 90 mins 2136 85% 2496 99% 

Total  2502 100% 2502 100% 

1. Excludes postcodes beyond 90 minutes or more than 400m from a public transport stop. Plot included at Appendix A. 

6.12 Table 6-6 below shows the number of separate postcodes that fall within each 10 minute 

journey time band when travelling to STDH and SRH between the new time period 00.00 

and 02:00 by car. 93% of postcodes can access STDH within 10 minutes, whilst 98% of 

postcodes can access SRH within 20 minutes. The average journey time is 6 minutes to 

STDH compared to 14 minutes to SRH. 

Table 6-5: Accessibility amongst South Tyneside Paediatric patient 
postcodes to SRH and STDH by car (00:00 - 02:00) 

Travel Time 
(mins) 

Number and percentage of South Tyneside paediatric patient 
postcodes 

 STDH SRH 

 Number % Number % 

0-10 2327 93% 15 1% 

11-20 149 6% 2456 98% 

21-30 20 1% 25 1% 
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Travel Time 
(mins) 

Number and percentage of South Tyneside paediatric patient 
postcodes 

31-40 - - - - 

Average 6 mins 14 mins 

91 mins + 6 0% 6 0% 

<30 mins 2496 100% 2496 100% 

<60 mins 2496 100% 2496 100% 

<90 mins 2496 100% 2496 100% 

Total 2502 100% 2502 100% 
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Accessibility amongst previous Paediatric 
patients to STDH and SRH 

6.13 Figure 6-1 below shows the proportion of separate postcodes that fall within each 10 

minute journey time band when accessing the hospitals between 14:00 and 16:00 and 

illustrates the difference in accessibility of these postcodes to each hospital by public 

transport.  

6.14 At present, 33% of the separate postcodes are within 11 and 20 minutes journey time of 

STDH and a further 30% are within 21 and 30 minutes.  Travelling to SRH for Paediatric 

ED services means that 30% of the separate postcodes will be within 31 and 40 minutes 

journey time and a further 38% will be within 41 and 50 minutes journey time.  The 

average journey time increases by 18 minutes.      

Figure 6-1: Accessibility of South Tyneside Paediatric patient postcodes to 
STDH and SRH (14:00 - 16:00) 

   

 

Average journey times 

To STDH = 24 mins 

To SRH = 42 mins 
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6.15 Figure 6-2 below shows the proportion of separate postcodes that fall within each 10 

minute journey time band when travelling away from the hospitals between 17:00 and 

19:00 and illustrated the difference in accessibility of these postcodes to both hospitals 

by public transport.  

6.16 At present, 33% of the separate postcodes are within 11 and 20 minutes journey time of 

STDH and a further 29% are within 21 and 30 minutes.  Travelling to SRH for Paediatric 

ED services means that 28% of the separate postcodes will be within 31 and 40 minutes 

journey time and a further 34% will be within 41 and 50 minutes journey time. 

6.17 Using this postcode dataset, paediatric patients will on the whole experience a longer 

public transport journey travelling to SRH than if travelling to STDH.  The average 

journey time increases by 18 minutes between 14:00 and 16:00 and by 22 minutes 

travelling to the hospitals between 17:00 and 19:00.  

Figure 6-2: Accessibility of South Tyneside Paediatric patient postcodes 
travelling away from STDH and SRH (17:00 - 19:00) 
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6.18 Figure 6-3 shows the proportion of separate postcodes that fall within each 10 minute 

journey time band when accessing the hospitals by car between 14:00 – 16:00 and 

illustrates the difference in accessibility of these postcodes to both hospitals.  

6.19  Currently, 66% of the separate postcodes are within 0 and 10 minutes journey time of 

STDH and a further 32% are within 11 and 20 minutes journey time.  Going forward, 0% 

of the separate postcodes are within 0 and 10 minutes, whilst 63% will be within 11 and 

20 minutes.  Another 36% will be within 21-30 minutes of SRH. The average journey 

time increases by 11 minutes. 

Figure 6-3: Accessibility of South Tyneside Paediatric patient postcodes to 
STDH and SRH by car 14:00 – 16:00  

   

6.20 Figure 6-4 shows the proportion of separate postcodes that fall within each 10 minute 

journey time band when accessing the hospitals by car between 17:00 – 19:00 and 

illustrates the difference in accessibility of these postcodes to both hospitals.  
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6.21 Currently, 61% of the separate postcodes are within 0 and 10 minutes journey time of 

STDH and a further 37% are within 11 and 20 minutes journey time.  Going forward, 1% 

of the separate postcodes are within 0 and 10 minutes and a further 49% will be within 

11 and 20 minutes.  Another 48% will be within 21-30 minutes of SRH. The average 

journey time increases by 10 minutes. 

Figure 6-4: Accessibility of South Tyneside Paediatric patient postcodes to 
STDH and SRH by car 17:00 - 19:00 

 

6.22 Figure 6-5 shows the proportion of separate postcodes that fall within each 10 minute 

journey time band when accessing the hospitals by car between 00:00 – 02:00 and 

illustrates the difference in accessibility of these postcodes to both hospitals.  

6.23 Currently, 93% of the separate postcodes are within 0 and 10 minutes journey time of 

STDH and a further 6% are within 11 and 20 minutes journey time.  Going forward, 0% of 
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Figure 6-5: Accessibility of South Tyneside Paediatric patient postcodes 
from STDH and SRH by car 00:00 - 02:00 
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Option 1 - Provision of a seven-day, 12 hour (8am to 
8pm) paediatric ED and CSSAU at STDH  

6.25 This section reviews the findings of the Paediatric patient travel survey, conducted at 

South Tyneside District Hospital (STDH) between 20th and 28th February 2017, with a 

total of 121 parents and guardians of patients responding to the survey. 41 respondents 

specified that they were attending the Children's Day Unit. As this is foreseen to not be 

moving to SRH under Clinical Service review plans, these responses have been excluded 

from analysis. A further 40 respondents did not specify the ward/specialty they were 

attending, and have therefore been assumed to be attending the Emergency Care Centre 

(ECC) producing a final total of 80 valid responses.  

6.26 As option 1 involves the closure of the Paediatric ED, effectively between 20:00 (when 

doors close to allow children to be treated and discharged before 22:00) and 08:00 the 

following day, this section of survey analysis reviews responses received by parents 

arriving at the current Paediatric ED between 20:00 and 08:00, to understand their 

journey patterns, arrival profile and choice of transport to access STDH. Therefore there 

are a total of 22 responses relating to Paediatric Emergency Care services at STDH that 

have been analysed to assist in assessing the impact of this option.  

6.27 The analysis below assumes that presentations between 20:00 to 08:00 at the STDH 

Paediatric ED would therefore present at SRH Paediatric ED. 

Residence of patients 

6.28 22 patients responded to the travel survey for Paediatrics, stating their arrival time was 

between 20:00 and 08:00. All respondents stated that they currently live in South 

Tyneside.  

Modal share of patients 

6.29 The following tables show the modal share for patients attending Paediatrics at STDH 

between 20:00 and 08:00, and their likely modal share if they had to attend SRH. A 

number of respondents in each question gave more than one mode of travel in their 

response. These have been divided according to the number of modes of travel specified1 

to provide an accurate modal share, and to help establish likely parking usage. 

                                                                    
1 For example, if a respondent stated they would use bus or metro. This response would be divided by 2.  
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6.30 Table 6-6 shows the modal share of patients travelling to Paediatrics at STDH - arriving 

between 20:00 and 08:00. As can be observed, the most commonly used mode is using 

your own car, representing 68% (n=15) of trips. This is followed by lifts received by 

family or friends with 18% (n=4) of trips being made in this way. Additionally, it is 

important to note that taxi use contributes to 9% (n=2) of total trips, whilst trips by 

ambulance accounts for 5% (n=1). 

Table 6-6: Modal share of patients arriving to Paediatrics at STDH (20:00 - 
08:00) 

Mode of travel Number % 

Using your own car 15 68% 

Given a lift by friends/ family 4 18% 

Taxi 2 9% 

Ambulance 1 5% 

Total 22 100% 

Source: ITP Survey, February 2017 

6.31 Table 6-7 shows the planned modal share for trips from Paediatrics at STDH to the 

patient's residence. As might be expected, the modal share is similar to that in Table 6-6. 

However, an increase is seen in taxi trips, accounting for 14% (n=3) of indicative return 

trips. 

Table 6-7: Planned modal share for patients departing Paediatrics at STDH 
(20:00 - 08:00) 

Mode of travel Number % 

Using your own car 15 68% 

Catch a lift with friends/ family 4 18% 

Taxi 3 14% 

Total 22 100% 

Source: ITP Survey, February 2017 
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6.32 Following these questions, respondents were also asked how they would have travelled 

if they were required to attend SRH for Paediatric services. The results are outlined in 

Table 6-8.  The most commonly stated mode of travel is using your own car (60%, n=13), 

followed by lift obtained from family or friends (18%, n=4) and bus use (12%, n=3). Taxi 

and metro use meanwhile account for 10% of potential trips (n=2). 

Table 6-8: Indicative modal share for patients attending Paediatrics at 
SRH (20:00 - 08:00) 

Mode of travel Number % 

Using your own car 13 60% 

Obtain a lift from friends/family 4 18% 

Bus 3 12% 

Taxi 1 5% 

Metro 1 5% 

Total 22 100% 

Source: ITP Survey, February 2017 

Journey times 

6.33 Table 6-9 shows the journey times for survey respondents arriving between 20:00 and 

08:00.  The majority of respondents stated that their journey to STDH took between 6-

10 minutes (36%, n=8). This is followed by 27% (n=6) of journey times taking between 3-

5 minutes, 14% (n=3) taking between 11-15 minutes, 14% (n=3) taking between 16-20 

minutes and 9% (n=2) under two minutes.  
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Table 6-9: Journey times of Paediatrics patients 

Journey time Number % 

Under 2 minutes 2 9% 

3-5 minutes 6 27% 

6-10 minutes 8 36% 

11-15 minutes 3 14% 

16-20 minutes 3 14% 

Total 22 100% 

Source: ITP Survey, February 2017 

Arrival profile 

6.34 Table 6-10 shows the arrival profile for Paediatrics patients arriving between 20:00 and 

08:00 at STDH.  The busiest overnight period is between 21:01-22:00, with 23% (n=5) of 

patients arriving during this period, this is followed by 18% (n=4) of patients arriving 

between 04:01-05:00 and a further 18% (n=4) between 20:00-21:00. 

Table 6-10: Arrival profile of Paediatrics patients at STDH 

Arrival time (hour) Number  % 

00:00 - 01:00 1 5% 

03:00 - 04:00 2 9% 

04:01 - 05:00 4 18% 

06:01 - 07:00 1 5% 

20:00 - 21:00 4 18% 

21:01 - 22:00 5 23% 

22:01 - 23:00 3 14% 

23:01 - 00:00 2 9% 

Total 22 101%* 
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Source: ITP Survey, February 2017   *due to rounding 

Potential impact on parking 

6.35 One of the impacts of transferring clinical services between hospitals will be changes in 

parking demand.  In the case of Paediatrics, the effect will be an increase in the demand 

for parking at SRH arising from South Tyneside residents who would previously have 

attended the ED / Emergency Care Centre at STDH.  

6.36 Table 6-11 shows the worst case scenarios for parking at SRH, assuming that those 

arriving during the period 20:00-08:00 will travel to SRH instead of STDH, due to the 

fact that the ED / Emergency Care Centre will not be operating during those hours.  

These modelled parking scenarios are based on the annual number of attendances to 

STDH Paediatric ED in the 2015/2016 financial year to ensure that the modelling of 

additional parking forecasts is accurate. 

6.37 Further to the above, the following additional assumptions have also been made in order 

to determine potential parking impact at SRH. 

 3,147 yearly attendances expected to transfer to SRH.  This number is derived from 

the current number of ED attendances between 8pm and 8am which is 3, 454 and 

subtracting 30% of the current Jarrow and Hebburn based patients that have been 

assumed will access ED services at either the Queen Elizabeth Hospital in 

Gateshead or the Royal Victoria Institute in Newcastle, which is equivalent to 307 

ED attendances. (3,454 minus 307 =3147)  

 9 attendances per day (based on 3,147 overnight attendances/365 days = 9). 

 Those receiving lifts to hospital from friends/family will utilise parking for the 

duration of their stay 

 Parents arrival is in line with the arrival profile (Table 6-10) 

 78% of patients will use a car based mode to attend SRH (using your own car or 

receiving a lift from friends/family) (Table 6-8).  

6.38 As can be identified from Table 6-11, assuming all overnight paediatric attendances were 

to go to SRH for treatment there would be an additional parking demand of seven 

vehicles overnight.  At the highest vehicle capacity derived from SRH Parking Eye data, 

the maximum number of vehicles parked including additional Paediatric attendances 

would be 421. This equates to approximately 25% of total capacity available (1,714 total 

parking spaces). 



Travel and Transport Impact Assessment  

 106  

6.39 The number of additional vehicles, as described above, will not have a significant impact 

upon existing levels of traffic in the SRH area or the wider vicinity, especially during the 

evening / night time period. 

Table 6-11: Additional parking demand at SRH - Paediatrics 

 

Arrival Period 

20:00-
21:00 

21:00-
22:00 

22:00-
23:00 

23:00-
00:00 

03:00-
04:00 

04:00-
05:00 

Existing parking 
demand* 

420 199 180 150 132 130 

Additional parking 
demand** 

1 2 1 1 1 1 

Total demand 421 201 181 151 133 131 

*Existing parking demand based on worst case parking between hours specified. Drawn from data from Thursday 29
th

 September 

2016  

**Additional parking demand generated by paediatrics patients attending SRH rather than STDH. 

Option 2 – Development of a nurse led minor injury or 
illness service open 08:00 - 22:00 

6.40 This section reviews the findings of the Paediatric patient travel survey, conducted at 

South Tyneside District Hospital (STDH) between 20th and 28th February 2017, with a 

total of 121 parents and guardians of patients responding to the survey. 41 respondents 

specified that they were attending the Children's Day Unit. As this is foreseen to not be 

moving to SRH under Clinical Service review plans, these results have been excluded 

from analysis. A further 40 respondents did not specify the ward/specialty they were 

attending, and have therefore been assumed to be attending the Emergency Care Centre 

(ECC). Therefore there are a total of 80 responses relating to Paediatric Emergency Care 

services at STDH.  

6.41 This option involves the development of a nurse-led paediatric minor injury or illness 

service at STFT that would operate between 8am and 10pm (doors closing at 8pm to 

allow children to be treated and discharged). All 80 responses have been analysed for the 

consideration of this option.  

Residence of patients 
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6.42 80 parents/guardians of patients responded to the Paediatrics travel survey. Of these, 

96% (n=77) stated that they currently live in South Tyneside, and 4% (n=3) stated that 

they current live in Sunderland. This is shown in Table 6-12 below.  

Table 6-12: Residences of patients at Paediatrics at STDH 

Patient Residence Number % 

South Tyneside 77 96% 

Sunderland 3 4% 

Total 80 100% 

Source: ITP Survey, February 2017 

Modal share of patients 

6.43 The following tables show the modal share for patients attending Paediatrics at STDH 

between 08:00 and 20:00, and their likely modal share if they had to attend SRH. A 

number of respondents in each question gave more than one mode of travel in their 

response. These have been divided according to the number of modes of travel specified2 

to provide an accurate modal share, and to help establish likely parking usage. 

6.44 Table 6-13 shows the modal share of patients travelling to Paediatrics at STDH. One 

respondent did not answer this question, and has been excluded. As can be observed, the 

most commonly used mode is using your own car, representing 59% (n=32) of trips from 

South Tyneside and 67% (n=2) from Sunderland. This is followed by lifts received by 

family or friends with 26% (n=14) of trips from South Tyneside being made in this way. 

Additionally, it is important to note that bus use contributes to 6% (n=3) of total trips 

from South Tyneside, whilst walking accounts for 4% (n=2) of trips from South Tyneside. 

Table 6-13: Modal share of patients arriving to Paediatrics at STDH (08:00 
– 20:00) 

Mode of travel South Tyneside Sunderland Total 

Using your own car 32 59% 2 67% 34 60% 

Given a lift by friends/family 14 26% 0 0% 14 25% 

                                                                    
2 For example, if a respondent stated they would use bus or metro. This response would be divided by 2.  
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Mode of travel South Tyneside Sunderland Total 

Bus 3 6% 0 0% 3 5% 

Taxi 2 4% 1 33% 3 5% 

Walk 2 4% 0 0% 2 4% 

Ambulance 1 2% 0 0% 1 2% 

Total 54 101%* 3 100% 57 101%* 

6.45 Source: ITP Survey, February 2017 Table 6-14 shows the stated modal share for trips 

from Paediatrics at STDH to the patient's residence. As expected, the modal share is 

similar to that in Table 6-13. However, an increase is seen in taxi trips, accounting for 9% 

(n=5) of all indicative return trips. 

Table 6-14: Planned modal share for patients departing Paediatrics at 
STDH (08:00 – 20:00) 

Mode of travel South Tyneside Sunderland Total 

Using your own car 32 58% 2 67% 34 59% 

Catch a lift with friends/ family 14 25% 0 0% 14 24% 

Taxi 4 7% 1 33% 5 9% 

Bus 3 5% 0 0% 3 5% 

Walk 2 4% 0 0% 2 3% 

Total 55 99%* 3 100% 58 100% 

Source: ITP Survey, February 2017 

*due to rounding 

6.46 Following these questions, respondents were also asked how they would have travelled 

if they were required to attend SRH for Paediatric services. The results are outlined in 

Table 6-15.  The most commonly stated mode of travel is using your own car (62%, 

n=36), followed by lift obtained from family or friends (19%, n=11) and bus use (9%, n=5). 

Taxi and metro use meanwhile account for 8% of potential trips (n=5), while other modes 

account for 2% (n=1).  
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Table 6-15: Indicative modal share for patients attending Paediatrics at 
SRH (08:00 – 20:00) 

Mode of travel South Tyneside Sunderland Total 

Using your own car 34 62% 2 67% 36 62% 

Obtain a lift from friends/family 11 21% 0 0% 11 19% 

Bus 5 9% 0 0% 5 9% 

Taxi 3 5% 1 33% 4 6% 

Metro 1 2% 0 0% 1 2% 

Other 1 2% 0 0% 1 2% 

Total 55 101%* 3 100% 58 100% 

Source: ITP Survey, February 2017         *due to rounding 

Journey times 

6.47 Table 6-16 shows the journey times for survey respondents.  The majority of 

respondents from South Tyneside stated that their journey to STDH took between 6-10 

minutes (44%, n=34) with 67% (n=2) of respondents from Sunderland stating the same 

journey time. 8% (n=6) of respondents from South Tyneside stated a journey time of 

between 1-2 minutes, while a further 27% (n=21) of respondents stated a journey time 

of between 3-5 minutes. Only 3% (n=2) of respondents stated a journey time longer than 

21 minutes.  

Table 6-16: Journey times of Paediatrics patients to STDH 

Journey time South Tyneside Sunderland Total 

Under 2 minutes 6 8% 0 0% 6 8% 

3-5 minutes 21 27% 1 33% 22 28% 

6-10 minutes 34 44% 2 67% 36 45% 

11-15 minutes 9 12% 0 0% 9 11% 

16-20 minutes 5 6% 0 0% 5 6% 

21+ minutes 2 3% 0 0% 2 3% 
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Journey time South Tyneside Sunderland Total 

Total 77 100% 3 100% 80 101%* 

Source: ITP Survey, February 2017 

*due to rounding 

Arrival Profile 

6.48 Table 6-17 shows the arrival profile for all Paediatrics patients at STDH. It shows there is 

an even spread of patient arrivals across the day. However, there are a number of peak 

times amongst South Tyneside patients, namely 10:01-11:00 (9% of arrivals, n=7), 

17:01-18:00 (10%, n=8) and 19:01-20:00 (9% of arrivals, n=7).  The quietest periods of 

the day are between 01:01-03:00, 05:01-06:00 and 07:01-09:00, where there are zero 

arrivals (not shown in Table 6-17).  
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Table 6-17: Arrival profile of all Paediatrics patients at STDH 

Arrival time (hour)* South Tyneside Sunderland Total 

00:00 - 01:00 1 1% 0 0% 1 1% 

03:01 - 04:00 2 3% 0 0% 2 3% 

04:01 - 05:00 4 5% 0 0% 4 5% 

06:01 - 07:00 1 1% 0 0% 1 1% 

09:01 - 10:00 5 6% 0 0% 5 6% 

10:01 - 11:00 7 9% 1 33% 8 10% 

11:01 - 12:00 4 5% 0 0% 4 5% 

12:01 - 13:00 5 6% 1 33% 6 8% 

13:01 - 14:00 6 8% 0 0% 6 8% 

14:01 - 15:00 4 5% 0 0% 4 5% 

15:01 - 16:00 2 3% 0 0% 2 3% 

16:01 - 17:00 2 3% 0 0% 2 3% 

17:01 - 18:00 8 10% 1 33% 9 11% 

18:01 - 19:00 5 6% 0 0% 5 6% 

19:01 - 20:00 7 9% 0 0% 7 9% 

20:01 - 21:00 4 5% 0 0% 4 5% 

21:01 - 22:00 5 6% 0 0% 5 6% 

22:01 - 23:00 3 4% 0 0% 3 4% 

23:01 - 00:00 2 3% 0 0% 2 3% 

Total 77 98%** 3 99%** 80 102%** 

Source: ITP Survey, February 2017 

*A number of time periods have been removed due to zero numbers of arrivals.  

**due to rounding 
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Car and Van Ownership 

6.49 Table 6-18 shows the car/van ownership by households of paediatric patients.  For 

patients currently living in South Tyneside, 38% (n=29) of households own two 

cars/vans, 35% (n=27) own one car/van, 23% (n=18) do not own a car/van, 3% (n=2) own 

3 cars/vans, and 1% (n=1) own 4 or more cars/vans. For patients currently living in 

Sunderland, 33% (n=1) own 2 cars/vans, 33% (n=1) own 3 cars/vans, and a further 33% 

(n=1) do not own a car/van.   

Table 6-18: Cars/vans owned by households of paediatric patients  

Number of cars/ 
vans owned 

South Tyneside Sunderland Total 

0 18 23% 1 33% 19 24% 

1 27 35% 0 0% 27 34% 

2 29 38% 1 33% 30 38% 

3 2 3% 1 33% 3 4% 

4 1 1% 0 0% 1 1% 

Total 77 100% 3 99%* 80 101%* 

Source: ITP Survey, February 2017 

*due to rounding 

Potential impact on parking 

6.50 One of the impacts of transferring clinical services between hospitals will be changes in 

parking demand.  In the case of Paediatrics, the effect will be an increase in the demand 

for parking at SRH arising from South Tyneside residents who would previously have 

attended the Emergency Care Centre at STDH. 

6.51 It has been assumed that 60% of current Paediatric ED attendances can be addressed at 

the nurse-led minor injury and illness service therefore 40% of Paediatric attendances 

will transfer to SRH between 08:00 and 20:00.   

6.52 Further to the above, the following additional assumptions have also been made in order 

to determine potential parking impact at SRH. Again, the modelled parking scenarios are 
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based on the annual number of attendances to STDH Paediatric ED in the 2015/2016 

financial year to ensure that the modelling of the additional parking demand is accurate.  

 11,926 yearly attendances currently attend STDH Paediatric ED between 08:00 

and 20:00 (total number of AE attendances in 2015/16 was 15,380). 

 40%, equal to 4,771 attendances, of attendances are expected to travel to SRH for 

Paediatric  ED treatment that cannot be addressed at the nurse-led minor injury or 

illness service at STDH 

 13 daily attendances between 08:00 – 20:00 (4,771 / 365 days) 

 Those receiving lifts to hospital from friends/family will utilise parking for the 

duration of their stay 

 83% of patients will use a car based mode to attend hospital between 08:00-20:00 

(Using your own car or receiving a lift from friends/family) (Table 6-15). 

6.53 , As show in Table 6-19 assuming 40% of paediatric attendances were to go to SRH for 

treatment there would be an additional parking demand of ten vehicles per day 

(rounded).  At the highest vehicle demand derived from SRH Parking Eye data, the 

maximum number of vehicles parked including additional paediatrics patients would be 

1,560. This equates to approximately 91% of total capacity available (1,714 total parking 

spaces). 
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Table 6-19: Additional parking demand at SRH - Paediatrics (08:00 - 20:00) 

 

Arrival Period 

09:01 – 
10:00 

10:01 – 
11:00 

11:01 – 
12:00 

12:01 – 
13:00 

13:01 – 
14:00 

14:01 – 
15:00 

17:01 – 
18:00 

18:01 – 
19:00 

19:01 – 
20:00 

Existing parking 
demand* 

1,398 1,422 1,408 1,403 1,519 1,559 854 561 545 

Additional parking 
demand** 

1 1 1 1 1 1 2 1 1 

Total demand 1,399 1,423 1,409 1,404 1,520 1,560 856 562 546 

*Existing parking demand based on worst case parking between hours specified. Drawn from data from Thursday 29
th

 September 2016.  

**Additional parking demand generated by paediatrics patients attending SRH rather than STDH (presumed to be 40% of attendances).
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6.54 The number of additional visitor vehicles, as described above, will not have a significant 

impact upon existing levels of traffic in the SRH area or the wider vicinity. 

6.55 In addition to the above scenarios, it is also important to recognise those trying to access 

Paediatric ED services between 20:00-08:00 will have to travel to SRH, due to the 

opening hours of the nurse-led paediatric minor injury or illness service being 08:00-

20:00. In light of this, the parking demand from option 1 is also relevant for option 2 as 

well.  

6.56 As shown in Table 6-20, assuming all overnight paediatric attendances were to go to SRH 

for treatment there would be an additional parking demand of seven vehicles per day.  At 

the highest vehicle demand derived from SRH Parking Eye data, the maximum number of 

vehicles parked including additional paediatric patients would be 421. This equates to 

approximately 25% of total capacity available (1,714 total parking spaces). 

Table 6-20: Additional parking demand at SRH overnight - Paediatrics 

 

Arrival Period 

20:00-
21:00 

21:00-
22:00 

22:00-
23:00 

23:00-
00:00 

03:00-
04:00 

04:00-
05:00 

Existing parking 
demand* 

420 199 180 150 132 130 

Additional parking 
demand** 

1 2 1 1 1 1 

Total demand 421 201 181 151 133 131 

*Existing parking demand based on worst case parking between hours specified. Drawn from data from Thursday 29
th

 September 

2016.  

**Additional parking demand generated by paediatrics patients attending SRH rather than STDH. 

Key findings 

6.57 South Tyneside parents who currently take their child to STDH Paediatric ED will be 

affected, particularly between the hours of 20:00 and 08:00 the following day when no 

Paediatric ED or nurse-led minor injury or illness service will be available at STDH. 
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6.58 The analysis of the postcodes of previous Paediatric patients living in South Tyneside 

and treated at STDH shows that the public transport journey time to SRH (instead of 

STDH) during the 14:00 to 16:00 time period increases by 18 minutes (24 minute 

average journey time to STDH compared to 42 minute average journey time to SRH).  

During the 19:00 to 21:00 time period, the public transport journey time increases by 23 

minutes (25 minute average journey time to STDH compared to 48 minute average 

journey time to SRH). 

6.59  Journeys by car to SRH, instead of STDH between 14:00 -16:00, will take 11 minutes 

longer (average 8 minute journey to STDH compared to an average 19 minute journey to 

SRH). Between 17:00 - 19:00 the journey will take 10 minutes longer to SRH (average 9 

minute journey time to STDH and an average journey time of 19 minutes to SRH). For 

the time period 00:00 – 02:00 journey times to SRH increase by 8 minutes (average 

journey time to STDH 6 minutes compared to 14 minutes to SRH).   

6.60 The Parent / Guardian Travel Survey results have been very useful to assist in 

understanding travel patterns to the STDH Paediatric ED and responses have been 

utilised to understand the travel and transport impacts arising from both Service 

proposals.  

Option 1 – Provision of a seven-day, 12 hour (8am to 
8pm) paediatric ED and CSSAU at STDH  

6.61 The travel survey has captured how South Tyneside parents / guardians currently travel 

to the STDH Paediatric ED and shows that 68% use their own car, 18% are given a lift by 

friends / family and 9% travel by taxi.  The modal share for departing Paediatric ED is 

very similar to these figures.  

6.62 60% of respondents stated that they would travel to SRH Paediatric ED using their own 

car, 18% would obtain a lift from friends / family, 12% would take the bus, 5% would use 

a taxi and a further 5% would use the Metro. 

6.63 The potential parking demand arising from South Tyneside Paediatric ED presentations 

needing to travel to SRH is shown below:   

 Overnight (between 20:00 and 08:00), the forecast additional parking demand is 

seven vehicles spread over the night time period, but there is significant spare 

capacity at this time of day.  
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Option 2 – Development of a nurse-led minor injury or 
illness service open 08:00 - 22:00 

6.64 The travel survey has captured how South Tyneside parents / guardians currently travel 

to the STDH Paediatric ED between 08:00 and 20:00 and shows that 59% use their own 

car, 26% are given a lift by friends / family, 4% travel by taxi, 6% catch the bus and 4% 

walk.  The modal share for departing Paediatric ED by South Tyneside parents / 

guardians is very similar to these figures with a slight increase in taxi use at 7%.  

6.65 62% of South Tyneside respondents stated that they would travel to SRH Paediatric ED 

using their own car, 21% would obtain a lift from friends / family, 9% would take the bus, 

5% would use a taxi and a further 2% would use the Metro. 

6.66 It is assumed that 60% of presentations at the current STDH Paediatric ED can be 

attended to at a nurse-led walk in centre, whilst 40% of presentations require ED 

treatment and will need to go to SRH.  Therefore, the potential parking demand arising 

from South Tyneside Paediatric ED presentations needing to travel to SRH is shown 

below:   

 Between 08:00 and 20:00, the forecast additional parking demand is ten vehicles, 

spread across the day and early evening time period. 

 Between 20:00 and 08:00, the forecast additional parking demand is seven vehicles 

spread over the night time period.  

 Therefore a total of 17 additional vehicles will park at SRH over a 24 hour period.  
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7 .  Matern i ty  and Gynaecology 
serv ice models  across  South 
Tynes ide  and City  Hospita ls  
Sunderland Foundat ion Trusts  

7.1 There are approximately 4,500 birth across South Tyneside and Sunderland per year, 

1,300 at STDH and 3,200 at SRH.  

7.2 At STDH, Maternity services are provided in a traditional Maternity facility; the Delivery 

Suite was refurbished in 2003 and comprises nine rooms including one birthing pool 

room and a dedicated obstetric theatre. A separate Tier 1 SCBU is located adjacent to 

the Maternity Unit.  Gynaecology services at STDH currently include Gynaecology 

outpatients, a Surgical Ward and Surgical Centre.   

7.3 At SRH, Maternity services are primarily delivered from a purpose built Maternity Unit 

that opened in 2000.  The Delivery Suite has 20 labour, delivery, recovery and postnatal 

rooms which are single en-suite rooms. There is also a water birth facility for patients 

that have experienced uncomplicated pregnancies and a dedicated maternity theatre 

with a second theatre for emergency use, also within the unit.  A separate Tier 3 

Neonatal Unit is located adjacent to the Maternity Unit.  Gynaecology services at SRH 

include Gynaecology Outpatients, Gynaecology Ward, and a Fertility Service.  

7.4 The Clinical Service Review for Maternity services proposes two possible solutions: 

 Option 1 

 Retaining a consultant-led maternity unit at Sunderland Royal Hospital and 

continuing to provide alongside midwifery-led care for low risk births 

 Developing a free-standing midwifery-led unit at South Tyneside District 

Hospital for low risk births 

 The provision of community midwifery care, including all community antenatal 

and postnatal care will remain unchanged 

 Providing inpatient gynaecology surgery from Sunderland Royal Hospital while 

continuing to provide day-case operations at both South Tyneside District and 

Sunderland Royal Hospitals 

 Single special care baby unit at Sunderland Royal Hospital     
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 Option 2 

 Retaining a consultant-led maternity unit at Sunderland Royal Hospital and 

continuing to provide alongside midwifery-led care for low risk births 

 The provision of community midwifery care, including all community antenatal 

and postnatal care will remain unchanged 

 Providing inpatient gynaecology surgery from Sunderland Royal Hospital while 

continuing to provide day-case operations and outpatients consultations at 

both South Tyneside District and Sunderland Royal Hospitals 

 Single special care baby unit at Sunderland Royal Hospital  

7.5 Essentially, in terms of Maternity services, all South Tyneside high risk births would be 

delivered at SRH, whilst South Tyneside low risk births would continue to be catered for 

at STDH.  

7.6 The Clinical Service review notes that it is expected that 40% of South Tyneside 

pregnant women will elect to access birthing facilities at Newcastle or Gateshead, rather 

than access SRH, therefore the projected figures for the likely scenario going forward 

exclude these 40% of births, which is equivalent to 520 births leaving 780 births by 

South Tyneside mothers that will be transferred to SRH in the case of Option 2. 

7.7 As alluded to above, the main population affected will be South Tyneside females and 

their families who wish to visit them after giving birth.  If their birth is deemed to be of 

high risk, the facilities available across South Tyneside and Sunderland will mean that 

they will be required to travel to SRH to deliver their baby.   

7.8 In the case of Option 1, it is expected that of the 4,500 births each year, 3,660 will be at 

SRH, 320 will take place at STDH and 520 births will transfer to either Newcastle or 

Gateshead. 

7.9 In the case of Option 2, it is expected that 3,980 births will take place at SRH and 520 will 

transfer to either Newcastle or Gateshead. 

7.10 For the purposes of clarity, Sunderland residents will not be affected by the proposals for 

Maternity or Gynaecology services. South Tyneside residents due to undergo an 

inpatient Gynaecology procedure will be required to travel to SRH instead of STDH as is 

the case currently.   
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8.  Travel  and Transport  Impact  
Assessment  o f  Matern i ty  Cl in ical  
Serv ice  Rev iew  

8.1 This chapter examines and assesses the transport and travel impacts resulting from the 

review of Maternity services, and reviews accessibility statistics and data that is relevant 

to these services.  This chapter also presents the results from a travel survey undertaken 

amongst Maternity patients and Maternity visitors at STDH and the potential impacts 

upon car parking demand and costs to South Tyneside residents, predominantly. 

Information sources for assessing the Travel 
and Transport Impact 

8.2 In addition to the Accessibility statistics presented in Chapter 2, a number of additional 

data sources and further data collection have been utilised to assess the impacts of the 

proposals for Maternity services at South Tyneside District Hospital, as listed below: 

 Postcode data of Maternity patients admitted to STDH during the 2015/16 financial 

year and the 2016/17 financial year up to the end of October 2016  

 Findings from Maternity patient and Maternity visitor travel surveys undertaken 

between 10th February 2017 and 28th February 2017 at STDH.    It should be noted 

that this provides just a snapshot of information, that sample size is relatively small, 

and that responses have been taken at face value even where they may appear 

counter-intuitive.  Appropriate caution should therefore be taken with the results. 

 Data from the Clinical Service Review Paper pertaining to the number of births in 

the South Tyneside and Sunderland and likely outcomes as to where women will 

choose to give birth.  

8.3 A number of assumptions have been applied to various areas of assessment and these 

assumptions are noted throughout this report in the appropriate sections. 

8.4 A staff travel survey amongst the clinical staff working in maternity / gynaecology 

services at both STDH and SRH is currently underway. The staff travel survey will 

examine how staff travel to work now and how they would travel in the future, should 

their place of work change.  The results will assist in informing the potential parking 
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impact at the relevant hospital sites, and the trusts and commissioning officer will have 

this information prior to decision making. 

8.5 The Obstetrics Clinical Service Review Report notes that over the last few years the 

average figures for births in the area are 1,300 births at STDH and 3,200 births at SRH. 

Accessibility analysis for previous patient 
postcodes to and from STDH 

8.6 To target the wider accessibility analysis further, STFT has provided the postcodes of 

Maternity patients who gave birth at STDH during the 2015/16 year and the 2016/17 

financial year up to the end of October.  This dataset has been used to understand the 

accessibility of these patients and their visitors to / from the hospital.  The analysis 

assumes that visitors and patients live at the same postcode and have travelled to STDH 

from their home location. A total of 1,276 postcodes have been mapped. 

8.7 Table 8-1 below shows the number of separate postcodes that fall within each 10 minute 

journey time band when accessing STDH between 14:00 and 16:00. 70% of the 

postcodes fall within a 30 minute public transport journey, compared to 24% on foot and 

100% by car.  87% of the postcodes fall within a 60 minute public transport journey and 

66% fall within a 60 minute walk.  

8.8 The average journey times are around 8 minutes by car, 22 minutes by public transport 

and 45 minutes on foot. 

8.9 Table 8-2 shows the number of separate postcodes that fall within each 10 minute 

journey time band when travelling away from STDH between 19:00 and 21:00. 64% of 

the postcodes fall within a 30 minute public transport journey, compared to 24% on foot 

and 100% by car.  86% of the postcodes fall within a 60 minute public transport journey 

and 66% fall within a 60 minute walk.  

8.10 The average journey times are 7 minutes by car, 23 minutes by public transport and 45 

minutes on foot.      
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Table 8-1: Accessibility of South Tyneside Maternity patient postcodes to 
STDH (14:00 - 16:00) 

Travel Time 
(mins) 

Number and percentage of South Tyneside Maternity patient 
postcodes 

 By public transport By car By walking 

number % number % number % 

0 - 10 35 3% 901 70% 15 1% 

11 - 20 474 37% 372 30% 96 8% 

21 - 30 389 30% 1 0% 195 15% 

31 - 40 218 17% - - 328 26% 

41 - 50 - - - - 134 11% 

51 - 60 - - - - 73 6% 

61 - 70 - - - - 138 11% 

71 - 80 - - - - 135 11% 

81 - 90 - - - - 65 5% 

Average1 22 mins 8 mins 45 mins 

91mins + 160 13% 2 0% 98 8% 

< 30 mins 898 70% 1274 100% 306 24% 

< 60 mins 1116 87% 1274 100% 841 66% 

< 90 mins 1116 87% 1274 100% 1178 92% 

Total 1276 100% 1276 100% 1276 100% 

1. Excludes postcodes beyond 90 minutes or more than 400m from a public transport stop. Plot included at Appendix A. 
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Table 8-2: Accessibility of South Tyneside Maternity patient postcodes 
away from STDH (19:00 - 21:00) 

Travel Time 
(mins) 

Number and percentage of South Tyneside Maternity patient 
postcodes 

 By public transport By car By walking 

number % number % number % 

0 - 10 59 5% 1089 85% 15 1% 

11 - 20 429 34% 185 15% 96 8% 

21 - 30 334 26% - - 195 15% 

31 - 40 214 17% - - 328 26% 

41 - 50 62 5% - - 134 11% 

51 - 60 3 0% - - 73 6% 

61 - 70 - - - - 138 11% 

71 - 80 - - - - 135 11% 

81 - 90 - - - - 65 5% 

Average1  23 mins 7 mins 45 mins 

91mins + 175 14 2 0% 98 8% 

< 30 mins 822 64% 1274 100% 306 24% 

< 60 mins 1101 86% 1274 100% 841 66% 

< 90 mins 1101 86% 1274 100% 1178 92% 

Total  1276 100% 1276 100% 1276 100% 

1. Excludes postcodes beyond 90 minutes or more than 400m from a public transport stop 
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Accessibility analysis for previous patient 
postcodes to and from SRH 

8.11 To present further comparative accessibility analysis, the Maternity postcode dataset 

has been used to understand the accessibility of these patients to / from SRH. Journey 

times for walking have not been assessed. 

8.12 Table 8-3 shows the number of separate postcodes that fall within each 10 minute 

journey time band when accessing SRH between 14:00 and 16:00. 2% of the postcodes 

fall within a 30 minute public transport journey, compared to 100% by car. 85% of the 

postcodes fall within a 60 minute public transport journey.  The average journey time by 

public transport is 43 minutes and 19 minutes by car.  

8.13 Table 8-4 below shows the number of separate postcodes that fall within each 10 minute 

journey time band when travelling away from SRH between 19:00 and 21:00. 2% of the 

postcodes fall within a 30 minute public transport journey, compared to 100% by car. 

73% of the postcodes fall within a 60 minute public transport journey.  The average 

journey time by public transport is 48 minutes and 16 minutes by car. 
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Table 8-3: Accessibility amongst South Tyneside Maternity patient 
postcodes to SRH (14:00 - 16:00)  

Travel Time 
(mins) 

Number and percentage of South Tyneside Maternity patient 
postcodes 

 By public transport By car 

number % number % 

0 - 10 1 0% 1 0% 

11 - 20 0 0% 756 60% 

21 - 30 27 2% 517 40% 

31 - 40 366 29% - - 

41 - 50 539 42% - - 

51 - 60 157 12% - - 

61 - 70 26 2% - - 

71 - 80 - - - - 

81 - 90 - - - - 

Average1  43 mins 19 mins 

91mins + 160 13 2 0% 

< 30 mins 28 2% 1274 100% 

< 60 mins 1090 85% 1274 100% 

< 90 mins 1116 87% 1274 100% 

Total  1276 100% 1276 100% 

1. Excludes postcodes beyond 90 minutes or more than 400m from a public transport stop. Plot included at Appendix A. 
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Table 8-4: Accessibility amongst South Tyneside Maternity patient 
postcodes away from SRH (19:00 - 21:00)  

Travel Time 
(mins) 

Number and percentage of South Tyneside Maternity patient 
postcodes 

 By public transport By car 

number % number % 

0 - 10 1 0% 2 0% 

11 - 20 0 0% 1189 93% 

21 - 30 22 2% 83 7% 

31 - 40 233 18% - - 

41 - 50 466 37% - - 

51 - 60 214 17% - - 

61 - 70 76 6% - - 

71 - 80 65 5% - - 

81 - 90 19 1% - - 

Average1 48 mins 16 mins 

91mins + 180 14% 2 0% 

< 30 mins 23 2% 1274 100% 

< 60 mins 936 73% 1274 100% 

< 90 mins 1096 86% 1274 100% 

Total 1276 100% 1276 100% 

1. Excludes postcodes beyond 90 minutes or more than 400m from a public transport stop 
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Accessibility amongst previous Maternity 
patients to STDH and SRH 

8.14 Figure 8-1 below shows the proportion of separate postcodes that fall within each 10 

minute journey time band when accessing the hospitals between 14:00 and 16:00 and 

illustrates the difference in accessibility of these postcodes to both hospitals by public 

transport.  

8.15 At present, 37% of the separate postcodes are within 11 and 20 minutes journey time of 

STDH and a further 30% are within 21 and 30 minutes.  Travelling to SRH for Maternity 

services means that 29% of the separate postcodes will be within 31 and 40 minutes 

journey time and a further 42% will be within 41 and 50 minutes journey time.  The 

average journey time increases by 21 minutes.      

Figure 8-1: Accessibility of South Tyneside Maternity patient postcodes to 
STDH and SRH (14:00 - 16:00) 

 

 

Average journey times 

To STDH = 22 mins 

To SRH = 43 mins 
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8.16 Figure 8-2 shows the proportion of separate postcodes that fall within each 10 minute 

journey time band when travelling away from the hospitals between 19:00 and 21:00 

and illustrated the difference in accessibility of these postcodes to both hospitals by 

public transport.  

8.17 At present, 34% of the separate postcodes are within 11 and 20 minutes journey time of 

STDH and a further 26% are within 21 and 30 minutes.  Travelling to SRH for Maternity 

services means that 18% of the separate postcodes will be within 31 and 40 minutes 

journey time and a further 37% will be within 41 and 50 minutes journey time. 

8.18 Using this postcode dataset, Maternity visitors/patients will on the whole experience a 

longer public transport journey travelling to SRH than if travelling to STDH.  The average 

journey time increases by 25 minutes between travelling away from the hospitals 

between 19:00 and 21:00.  

Figure 8-2: Accessibility of South Tyneside Maternity patient postcodes 
travelling away from STDH and SRH (19:00 - 21:00) 

 

 

Average journey times 

To STDH = 23 mins 

To SRH = 48 mins 
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8.19 Figure 8-3 shows the proportion of separate postcodes that fall within each 10 minute 

journey time band when accessing the hospitals by car between 14:00 -16:00 and 

illustrates the difference in accessibility of these postcodes to both hospitals.  

8.20 Currently, 70% of the separate postcodes are within 0 and 10 minutes journey time of 

STDH and a further 30% are between 11 and 20 minutes journey time.  Going forward, 

0% of the separate postcodes are within 0 and 10 minutes whilst 60% would be within 11 

and 20 minutes.  The average journey time increases by eleven minutes. 

Figure 8-3: Accessibility of South Tyneside Maternity patient postcodes 
from STDH and SRH by car 14:00 – 16:00 

 

 

8.21 Figure 8-4 shows the proportion of separate postcodes that fall within each 10 minute 

journey time bands when accessing the hospitals by car between 19:00 -21:00 and 
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8.22 Currently, 85% of the separate postcodes are within 0 and 10 minutes journey time of 

STDH and a further 15% are between 11 and 20 minutes journey time.  Going forward, 

1% of the separate postcodes are within 0 and 10 minutes and a further 93% would be 

within 11 and 20 minutes. Another 6% are within 21 and 30 minutes of STDH. The 

average journey time increases by 9 minutes. 

Figure 8-4: Accessibility of South Tyneside Maternity Patient Postcodes 
from STDH and SRH by car 19:00 - 21:00 
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Maternity Travel Survey Results 

8.23 This section reviews the findings of the Maternity Services visitor and patient travel 

survey, conducted at South Tyneside District Hospital (STDH) 17th and 27th February 

2017, with a total of 35 visitors responding to the survey.  In addition, responses from 

five maternity patients have been analysed alongside the visitor survey. 11 responses 

from the patient survey have been excluded to eliminate double counting of responses 

and to provide accurate modal share and parking forecasts. This is due to the fact these 

responses had identical postcodes and travel patterns to a number of visitors.  

Residence of patients 

8.24 Visitors to maternity services were asked to state the residence of the new mother they 

were visiting. 97% (n=34) of visitors stated the mother they were visiting currently lived 

in South Tyneside, while only 3% (n=1) stated that the mother they were visiting lived in 

Sunderland. Patients were also asked the same question, with 100% (n=5) of 

respondents stating they currently live in South Tyneside.  

Origin of journey 

8.25 Visitors were also asked to state where they had travelled from to STDH. All visitors 

(n=34) stated that they had travelled from home.  One respondent did not answer this 

question.  

Number of visitors sharing postcode with patient  

8.26 Table 8-5 shows the number of visitor postcodes which match patient postcodes. This 

question was specifically asked to understand the profile of visitors, and to obtain 

evidence regarding the proportion of visitors that live with the patient. These figures 

exclude the 11 patients who stated an identical postcode and travel pattern to a number 

of visitors. As can be identified, 13 respondents' (37%) postcodes matched the postcode 

of the patient they were visiting. 22 respondents' (63%) postcodes did not match the 

postcode of the patient they were visiting.   
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Table 8-5: Number of visitor postcodes which match patient postcodes 

Postcode Match Number % 

Yes 13 37% 

No 22 63% 

Total 35 100% 

Source: ITP Survey, February 2017 

Modal share of visitors 

8.27 Table 8-6 shows the modal share of visitors and patients to Maternity Services at STDH.  

The most commonly used mode is car with others - 2 other people in car, representing 

50% (n=19) of total visitor and patient trips. This is followed by bus use (18%, n=7). 

Further to this, 14% (n=5) visitor and patient trips are made on foot, 13% (n=5) are as a 

single occupancy car user, and 10% (n=4) by taxi. 

Table 8-6: Modal share of visitors and patients for maternity services at 
STDH 

Mode of travel Visitors Patients Total 

Car with others 18 54% 1 20% 19 50% 

Bus 5 15% 2 40% 7 18% 

Car, by yourself 5 15% 0 0% 5 13% 

Taxi 4 12% 0 0% 4 10% 

Walk 3 10% 2 40% 5 14% 

Total 34 100% 5 100% 39 100% 

Source: ITP Survey, February 2017 

8.28 Table 8-7 shows how patients attending Maternity Services were intending to travel 

home. 40% (n=2) stated that they were using the bus to return home, whilst 20% (n=1) 

were using taxi, 20% (n=1) were walking and 20% (n=1) as a car passenger. 
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Table 8-7: Modal share of patients return journey home from STDH 

Mode of travel Number % 

Bus 2 40% 

Taxi 1 20% 

Walk 1 20% 

Car as a passenger 1 20% 

Total 5 100% 

Source: ITP Survey, February 2017 

8.29 Following these questions, respondents were also asked how they would have travelled 

if they were required to visit or attend Maternity Services at SRH. The results are 

outlined in Table 8-8.  The most commonly stated mode of travel is using your own car 

(32%, n=13) and car with others (32%, n=13). This is followed bus use (20%, n=8), metro 

(4%, n=2), taxi (4%, n=2), metro and bus (3%, n=1), other (3%, n=1) and ambulance (3%, 

n=1).  

Table 8-8: Indicative modal share to maternity services at SRH 

Mode of travel Visitors Patients Total 

Car, by yourself 13 36% 0 0% 13 32% 

Car, with others 12 33% 1 20% 13 32% 

Bus 6 17% 2 40% 8 20% 

Metro 2 5% 0 0% 2 4% 

Taxi 2 5% 0 0% 2 4% 

Metro and Bus 0 0% 1 20% 1 3% 

Other 1 3% 0 0% 1 3% 

Ambulance 0 0% 1 20% 1 3% 

Total 35 100% 5 100% 40 100% 

Source: ITP Survey, February 2017 
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Journey times 

8.30 Table 8-9 shows the journey times for visitors and patients for Maternity Services at 

STDH.  The majority of respondents stated that their journey to STDH took between 6-

10 minutes (30%, n=12). This is followed by 23% (n=9) of journey times taking between 

3-5 minutes, 20% (n=8) taking between 11-15 minutes, 8% (n=3) taking over 41 minutes 

and 8% (n=3) taking between 31-40 minutes.  

Table 8-9: Journey times of visitors and patients to maternity services at 
STDH 

Journey time Visitors Patients Total 

1-2 minutes 1 3% 0 0% 1 3% 

3-5 minutes 9 26% 0 0% 9 23% 

6-10 minutes 12 34% 0 0% 12 30% 

11-15 minutes 6 17% 2 40% 8 20% 

16-20 minutes 1 3% 1 20% 2 5% 

21-30 minutes 2 6% 0 0% 2 5% 

31-40 minutes 1 3% 2 40% 3 8% 

41+ minutes 3 9% 0 0% 3 8% 

Total 35 100% 5 100% 40 100% 

Source: ITP Survey, February 2017 

Visitor Arrival Profile 

8.31 Table 8-10 shows the arrival profile for maternity services patients and visitors at STDH.  

2 respondents did not answer this question, and have therefore been excluded from the 

analysis.  Approximately 21% (n=7) of visitors arrive between 06:00 - 07:00, followed by 

15% (n=5) between 18:00-19:00. A further 12% (n=4) of visitors arrived between 05:00-

06:00 and 12% (n=4) between 13:00-14:00. For patients, 20% (n=1) arrive between 

08:00 - 09:00, 20% (n=1) arrive between 09:00 - 10:00, 20% (n=1) arrive between 10:00 

- 11:00 and 40% (n=2) arrive between 16:00 - 17:00.  
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Table 8-10: Arrival profile of visitors and patients at maternity services 
(STDH) 

Arrival time (hour) Visitors Patients Total 

03:00 - 04:00 1 3% 0 0% 1 3% 

05:00 - 06:00 4 12% 0 0% 4 11% 

06:01 - 07:00 7 21% 0 0% 7 18% 

07:01 - 08:00 1 3% 0 0% 1 3% 

08:01 - 09:00 2 6% 1 20% 3 8% 

09:01 - 10:00 3 9% 1 20% 4 11% 

10:01 - 11:00 0 0% 1 20% 1 3% 

11:01 - 12:00 3 9% 0 0% 3 8% 

13:00 - 14:00 4 12% 0 0% 4 11% 

14:01 - 15:00 2 6% 0 0% 2 5% 

16:00 - 17:00 1 3% 2 40% 3 8% 

18:00 - 19:00 5 15% 0 0% 5 13% 

Total 33 100% 5 100% 38 100% 

Source: ITP Survey, February 2017 

Duration of visits 

8.32 Table 8-11 shows the duration of visit for those visiting patients in Maternity Services at 

STDH. 15 respondents did not answer this question, and have therefore been excluded 

from the analysis.  The most common duration of visit is between one and two hours 

(47%, n=9), followed by four to 24 hours (32%, n=6) and up to one hour (16%, n=3). The 

least common duration of visit is between two to four hours, with only one respondent 

(5%) stating this as their duration of visit.  
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Table 8-11: Visiting duration of visitor respondents 

Duration of visit Number % 

Up to 1 hour 3 16% 

1-2 hours 9 47% 

2-4 hours 1 5% 

4-24 hours 6 32% 

Total 19 100% 

Source: ITP Survey, February 2017 

Visiting frequency 

8.33 Table 8-12 shows the visiting frequency of those visiting Maternity Services patients at 

STDH.  Most respondents (55%, n=18) stated that they visited STDH more than once a 

day, followed by 35% (n=11) of respondents who stated they visited once a day and 10% 

(n=3) who stated they visited less often. 

Table 8-12: Visiting frequency of respondents 

Visiting frequency Number % 

More than once a day 17 55% 

Once a day 11 35% 

Less often 3 10% 

Total 31 100% 

Average number of visits per visitor per day 1.5 

Source: ITP Survey, February 2017 
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Potential impact on parking 

Option 1 

Option 1 involves the transfer of high risk births from STDH to SRH. Using the data 

contained within the Obstetrics and Gynaecology service review report (2016), it can be 

identified that approximately 460 high risk births will transfer to SRH under Option 1.   

8.34 Table 8-13 shows the worst case scenarios for parking at SRH, using the above visitor 

survey data, and patient data from the Clinical Service Review Report (2016). The 

following assumptions have been taken in order to produce these figures and the 

modelled parking scenarios are based on the forecast number of high risk births at 

STDH, as detailed in the Service Review Report.  

 Median stay of patient - two days 

 Average of one patient admission per day (based on approximately 460 high risk 

births per year at STDH) 

 Those arriving as a passenger of a car will be parked for a proportion/full duration of 

their visit 

 69% of visitors arriving by car (Table 8-8)  

 Average number of visits per visitor per day (weighted by proportions of visiting 

frequency) - 1.5 (Table 8-12) 

 All additional cars are likely to be parked at the same time, based on the length of 

stay data in Table 8-11. Therefore, there will be low or no turnover in parking. 

8.35 In lieu of any information pertaining to the average number of visitors that each 

Maternity patient receives, assumptions have been made and additional parking 

demands have been modelled in line with these assumptions.   Assuming three separate 

visitors visit a patient across the course of the day, the number of visitor vehicles 

generated by maternity services would be 4.  From SRH Parking Eye data, the existing 

maximum number of vehicles parked is 1,542, between 13:00 and 14:00.  With the 

additional maternity services visitors, this would rise to 1,543. This equates to 

approximately 90% of total capacity available (1,714 total parking spaces). 

8.36 The number of additional vehicles, as described above, will not have a significant impact 

upon existing levels of traffic in the SRH area or the wider vicinity, particularly as they 

will be spread over the course of the day. 
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It is also understood that there will be a negligible minority of patients who will elect to 

drive themselves to hospital. Due to the low numbers of daily admissions, this is not 

foreseen to have a significant impact on existing levels of traffic in the SRH area or wider 

vicinity. 

Table 8-13: Additional parking demand at SRH - maternity service visitors 
(option 1) 

 
05:00 - 06:00 06:01 - 07:00 13:00 - 14:00 18:00 - 19:00 

Existing parking 
demand* 

129 199 1542 595 

Additional 
parking demand 

(1 visitor)** 

0 1 0 0 

Total demand (1 
visitor) 

129 200 1542 595 

Additional 
parking demand 

(2 visitors)** 

1 1 0 1 

Total demand (2 
visitors) 

130 200 1542 596 

Additional 
parking demand 

(3 visitors)** 

1 1 1 1 

Total demand (3 
visitors) 

130 200 1543 596 

* Existing parking demand based on worst case parking between hours specified. Drawn from data from Thursday 29
th

 September 

2016.  

** Assumed number of visitors per patient. Additional parking demand generated by visitors to maternity visitors attending SRH 

rather than STDH. 

Option 2 

8.37 Option 2 involves the transfer of all births from STDH to SRH. Using the data contained 

within the Obstetrics and Gynaecology service review report (2016), it can be identified 

that approximately 780 births would transfer to SRH under Option 2. Table 8-14 shows 

the worst case scenarios for parking at SRH, using the above visitor survey data, and 

patient data from the Clinical Service Review Report (2016). The following assumptions 
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have been taken in order to produce these figures and the modelled parking scenarios 

are based on the forecast number of births that are due to transfer from STDH to SRH. 

 Median stay of patient - two days 

 Average of 2 patient admissions per day (based on approximately 780 births being 

transferred to SRH) 

 Those arriving as a passenger of a car will be parked for a proportion/full duration of 

their visit 

 69% of visitors arriving by car (Table 8-8)  

 Average number of visits per visitor per day (weighted by proportions of visiting 

frequency) - 1.5 (Table 8-12) 

 All additional cars are likely to be parked at the same time, based on the length of 

stay data in Table 8-11. Therefore, there will be low or no turnover in parking. 

8.38 In lieu of any information pertaining to the average number of visitors that each 

Maternity patient receives, assumptions have been made and additional parking 

demands have been modelled in line with these assumptions.   Assuming three separate 

visitors visit a patient across the course of the day, the number of visitor vehicles 

generated by maternity services would be 7.  From SRH Parking Eye data, the existing 

maximum number of vehicles parked at any one time is 1,542.  With the additional 

maternity services visitors, this would rise to 1,543. This equates to approximately 90% 

of total capacity available (1,714 total parking spaces). 

8.39 The number of additional vehicles, as described above, will not have a significant impact 

upon existing levels of traffic in the SRH area or the wider vicinity, particularly as the 

vehicles will arrive over the course of the day. 

8.40 It is also understood that there will be a negligible minority of patients who will elect to 

drive themselves to hospital. Due to the low numbers of daily admissions, this is not 

foreseen to have a significant impact on existing levels of traffic in the SRH area or wider 

vicinity. 
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Table 8-14: Additional parking demand at SRH - maternity service visitors (option 2) 

 

05:00 - 
06:00 

06:01 - 
07:00 

08:01 - 
09:00 

09:01 - 
10:00 

11:01 - 
12:00 

13:00 - 
14:00 

18:00 - 
19:00 

Existing parking demand* 129 199 1217 1444 1486 1542 595 

Additional parking demand (1 
visitor)** 

0 1 0 0 0 0 1 

Total demand (1 visitor) 129 200 1217 1444 1486 1542 596 

Additional parking demand (2 
visitors)** 

1 1 0 0 0 1 1 

Total demand (2 visitors) 130 200 1217 1444 1486 1543 596 

Additional parking demand (3 
visitors)** 

1 1 1 1 1 1 1 

Total demand (3 visitors) 130 200 1218 1445 1487 1543 596 

* Existing parking demand based on worst case parking between hours specified. Drawn from data from Thursday 29
th

 September 2016.  

** Assumed number of visitors per patient. Additional parking demand generated by visitors to maternity visitors attending SRH rather than STDH. 
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Parking costs 

8.41 Table 8-15 below shows the difference in parking costs incurred for the median length of 

stay for maternity patients at each hospital.  For visits between 0-4 hours, the cost of 

parking is similar at SRH in comparison to STDH. However, for visits over 4 hours, the 

cost of parking would be an extra £3 per day, or an extra £6 over the median stay of the 

patient (two days).  

Table 8-15: Comparison of parking costs incurred at both hospitals 
assuming visiting a maternity patient once a day 

 Duration of 
visit 

Cost of parking at 
STDH 

Cost over 2 
days 

Cost of parking 
at SRH 

Cost over 2 
days 

Up to 1 hour £1.50 £3.00 £2.00 £4.00 

1-2 hours £3.00 £6.00 £3.00 £6.00 

2-4 hours £4.50 £9.00 £4.50 £9.00 

4-24 hours £5.00 £10.00 £8.00 £16.00 

8.42 The provision of a single SCBU at SRH means that the South Tyneside parents of babies 

being treated in the SCBU will need to travel to SRH for a longer period of time.  Data 

shows that during 2015/2016 financial year the average length of stay was 9.5 days and 

data taken from April 2016 to August 2016 shows an average length of stay of 10 days. 

8.43 Visitors to SRH can purchase a monthly parking ticket for £20 that will actually cover 

their parking cost for four weeks.  The comparative ticket and cost at STDH would be a 

weekly pass, priced at £10.  Bearing in mind an average length of stay of 10 days, the 

most cost effective parking costs solution would be to purchase two weekly tickets, 

resulting in a £20 charge, which is the same cost charged at SRH for a monthly ticket. 

However, fuel costs may increase due to the longer distances travelled over a period of 

time.   

Key findings 

8.44 South Tyneside mothers will be the affected category of population.  Depending on the 

Option that is taken forward, it could be that all South Tyneside mothers will be affected 

(in the case of Option 2) or only those that are deemed to be having a high risk birth 

(Option 1), and will be required to travel to SRH for the birth.    
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8.45 The analysis of the postcodes of previous Maternity  patients living in South Tyneside / 

having their children at STDH shows that the public transport journey time to SRH 

(instead of STDH) during the 14:00 to 16:00 time period increases by 21 minutes (22 

minute average journey time to STDH compared to 43 minute average journey time to 

SRH).  During the 19:00 to 21:00 time period, the public transport journey time increases 

by 25 minutes (23 minute average journey time to STDH compared to 48 minute average 

journey time to SRH). 

8.46  Journeys by car to SRH, instead of STDH, will take eleven minutes longer (average eight 

minute journey to STDH compared to an average 19 minute journey to SRH). Between 

19:00 – 21:00 journeys to SRH, instead of STDH, will increase by 9 minutes (average 7 

minute journey time to STDH compared to average 16 minute journey to SRH). 

8.47 The travel survey has captured how visitors/patients currently travel to the STDH 

Maternity services and shows that for visitors 69% use a car based mode (car as 

passenger, or car by yourself), 15% use the bus, 12% use taxis and 10% walk. For 

patients, 20% arrive by car with others, 40% use the bus and 40% walk. However, due to 

the patient sample size it is difficult to draw a definitive conclusion.  

8.48 69% of visitors stated that they would travel to SRH Maternity Services by car (as a 

passenger, or as a driver), 17% would use bus, 5% would use the metro and 5% would use 

taxi and 3% would use a mode classed as other. For patients, 20% would travel in a car 

with others, 40% would use the bus, 20% would use a combination of metro and bus and 

20% would use an ambulance.  Again, due to the patient sample size it is difficult to draw 

a definitive conclusion.  

8.49 Under Option 1 for maternity services, all high risk births would transfer from STDH to 

SRH. The travel survey results show that the average number of visits per visitor per day 

is 1.5. Therefore, the potential parking demand arising from high risk South Tyneside 

Maternity service presentations needing to travel to SRH is shown below:   

 Between one and four visitor vehicles per day arriving at SRH (depending on the 

number of visitors per patient) 

8.50 Under Option 2, all births would transfer from STDH to SRH for delivery. The potential 

parking demand arising from all South Tyneside maternity service presentations needing 

to travel to SRH is as follows: 

 Between two and seven visitor vehicles per day arriving at SRH (depending on the 

number of visitors per patient). 
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9.  Travel  and Transport  Impact  
Assessment  o f  Gy na ecology 
Cl in ical  Serv ice  Rev iew  

9.1 This chapter examines and assesses the transport and travel impacts resulting from the 

review of Gynaecology services, and reviews accessibility statistics and data that is 

relevant to Gynaecology services.  This chapter also presents the results from a travel 

survey undertaken amongst Gynaecology patients at STDH and the potential impacts 

upon car parking demand and costs to South Tyneside residents, predominantly. 

Information sources for assessing the Travel 
and Transport Impact 

9.2 In addition to the accessibility statistics presented in Chapter 2, a number of additional 

data sources and further data collection have been utilised to assess the impacts of the 

proposals for Gynaecology services at STDH and SRH, as listed below: 

 Postcode data of inpatient Gynaecology patients admitted to STDH during the 

2015/16 financial year and the 2016/17 financial year up to the end of November 

2016.  

 Findings from Gynaecology patient travel surveys undertaken between 10th 

February 2017 and 28th February 2017 at STDH.  It should be noted that this 

provides just a snapshot of information, that sample size is relatively small, and that 

responses have been taken at face value even where they may appear counter-

intuitive.  Appropriate caution should therefore be taken with the results. 

9.3 A number of assumptions have been applied to various areas of assessment and these 

assumptions are noted throughout this report in the appropriate sections. 

9.4 A staff travel survey amongst the clinical staff working in maternity / gynaecology 

services at both STDH and SRH is currently underway. The staff travel survey will 

examine how staff travel to work now and how they would travel in the future, should 

their place of work change.  The results will assist in informing the potential parking 

impact at the relevant hospital sites, and the trusts and commissioning officer will have 

this information prior to decision making.   
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Accessibility analysis for previous Gynaecology 
inpatient postcodes to STDH and SRH 

9.5 To target the wider accessibility analysis further, STFT has provided the postcodes of 

Gynaecology inpatients during the 2015/16 year and the 2016/17 financial year up to 

the end of October.  This dataset has been used to understand the accessibility of these 

patients to STDH and also SRH.  The analysis has looked at accessibility statistics during 

the 07:00 and 09:00 time period and a total of 848 postcodes have been mapped. 

9.6 Table 9-1 shows the number of separate postcodes that fall within each 10 minute 

journey time band when accessing STDH between 07:00 and 09:00. 64% of the 

postcodes fall within a 30 minute public transport journey, compared to 24% on foot and 

100% by car.  83% of the postcodes fall within a 60 minute public transport journey and 

67% fall within a 60 minute walk.   The average journey times are eight minutes by car, 

22 minutes by public transport and 45 minutes on foot. 

9.7 Table 9-2 shows the number of separate postcodes that fall within each 10 minute 

journey time band when travelling away from SRH between 07:00 and 09:00. 4% of the 

postcodes fall within a 30 minute public transport journey, compared to 100% by car.  

82% of the postcodes fall within a 60 minute public transport journey.  The average 

journey times are 20 minutes by car and 43 minutes by public transport.   
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Table 9-1: Accessibility of South Tyneside Gynaecology inpatient 
postcodes to STDH (07:00 – 09:00) 

Travel Time 
(mins) 

Number and percentage of South Tyneside Gynaecology inpatient 
postcodes 

 By public transport By car By walking 

number % number % number % 

0 - 10 0 0% 599 70% 6 1% 

11 - 20 321 37% 249 30% 61 7% 

21 - 30 225 27% - - 134 16% 

31 - 40 136 16% - - 216 25% 

41 - 50 13 2% - - 94 11% 

51 - 60 9 1% - - 57 7% 

61 - 70 4 0% - - 85 10% 

71 - 80 0 0% - - 96 11% 

81 - 90 0 0% - - 35 4% 

Average1 22 mins 8 mins 45 mins 

91mins + 140 17% 0 0% 64 8% 

< 30 mins 546 64% 848 100% 201 24% 

< 60 mins 704 83% 848 100% 568 67% 

< 90 mins 708 83% 848 100% 784 92% 

Total 848 100% 848 100% 848 100% 

1. Excludes postcodes beyond 90 minutes or more than 400m from a public transport stop.  
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Table 9-2: Accessibility of South Tyneside Gynaecology inpatient 
postcodes to SRH (07:00 – 09:00) 

Travel Time 
(mins) 

Number and percentage of South Tyneside Gynaecology inpatient 
postcodes 

 
By public transport By car 

number % number % 

0 - 10 0 0% 0 0% 

11 - 20 3 0% 383 45% 

21 - 30 29 3% 465 55% 

31 - 40 237 28% - - 

41 - 50 328 38% - - 

51 - 60 101 12% - - 

61 - 70 36 4% - - 

71 - 80 3 0% - - 

81 - 90 0 0% - - 

Average1 43 mins 20 mins 

91mins + 111 13% 0 0% 

< 30 mins 32 4% 848 100% 

< 60 mins 698 82% 848 100% 

< 90 mins 737 87% 848 100% 

Total  848 100% 848 100% 

1. Excludes postcodes beyond 90 minutes or more than 400m from a public transport stop.  
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Accessibility amongst previous Gynaecology 
inpatient postcodes to STDH and SRH 

9.8 Figure 9-1 shows the proportion of separate postcodes that fall within each 10 minute 

journey time band when accessing the hospitals between 07:00 and 09:00 and illustrates 

the difference in accessibility of these postcodes to both hospitals by public transport.  

9.9 At present, 37% of the separate postcodes are within 11 to 20 minutes journey time of 

STDH and a further 27% are within 21 and 30 minutes. Travelling to SRH for 

Gynaecology inpatient services means that 28% of the separate postcodes will be within 

31 and 40 minutes journey time and a further 38% will be within 41 to 50 minutes 

journey time.  The average journey time increases by 21 minutes.    
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Figure 9-1: Accessibility of South Tyneside Gynaecology inpatient 
postcodes to STDH and SRH (07:00 – 09:00) 

 

 

9.10 Figure 9-2 shows the proportion of separate postcodes that fall within each 10 minute 

journey time band when accessing the hospitals by car between 07:00 – 09:00 and 

illustrates the difference in accessibility of these postcodes to both hospitals.  Currently, 

70% of the separate postcodes are within 0 and 10 minutes journey time of STDH and a 

further 30% are within 11 and 20 minutes journey time.  When considering SRH, 0% of 

the separate postcodes are within 0 and 10 minutes whilst 45% will be within 11 and 20 

minutes.  Another 55% will be within 21 and 30 minutes of SRH. The average journey 

time increases by 12 minutes. 
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Figure 9-2: Accessibility of South Tyneside Gynaecology inpatient 
postcodes from STDH and SRH by car 07:00 – 09:00 

   

 

Gynaecology Travel Survey Results 

Gynaecological Inpatients 

9.11 This section reviews the findings of the Gynaecological Services patient travel survey, 

conducted at South Tyneside District Hospital (STDH) between 19th and 22nd February, 

with a total of nine patients responding to the survey.   

Residence of patients 

Average journey times 

To STDH = 8 mins 

To SRH = 20 mins 
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9.12 Gynaecological patients at STDH were asked where they currently live as part of the 

travel survey. As shown in Table 9-3, 78% (n=7) of patients stated that they currently live 

in South Tyneside, whilst 22% (n=2) stated they currently live in Sunderland.  

Table 9-3: Residences of patients at Gynaecological Services at STDH 

Patient residence Number % 

South Tyneside 7 78% 

Sunderland 2 22% 

Total 9 100% 

Source: ITP Survey, February 2017 

Modal share of patients 

9.13 The following tables show the modal share for patients attending Gynaecological 

services at STDH, and their likely modal share if they had to attend SRH. A number of 

respondents in each question gave more than one mode of travel in their response. 

These have been divided according to the number of modes of travel specified3 to 

provide an accurate modal share, and to help establish likely parking usage. 

9.14 Table 9-4 shows the modal share of patients travelling to Gynaecology at STDH.  The 

most commonly used mode is car as a passenger (accompanied inside) representing 42% 

(n=3) of trips from South Tyneside. This is followed by car (dropped off) representing 

29% (n=2) of trips from South Tyneside and 44% (n=4) of trips overall, and taxi (29% of 

trips from South Tyneside, n=2).  

                                                                    
3 For example, if a respondent stated they would use bus or metro. This response would be divided by 2.  
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Table 9-4: Modal share of patients arriving to Gynaecology at STDH 

Mode of travel South Tyneside Sunderland Total 

Car, as a passenger and accompanied inside 3 42% 0 0% 3 33% 

Car, dropped off 2 29% 2 100% 4 44% 

Taxi 2 29% 0 0% 2 23% 

Total 7 100% 2 100% 9 100% 

Source: ITP Survey, February 2017 

9.15 Table 9-5 shows the planned modal share for trips from Gynaecology at STDH back to 

the patient's residence. As expected, the modal share is similar to that seen in Table 9-4. 

However, more trips are being made by car (as a passenger), representing 86% (n=6) of 

trips to South Tyneside. Taxi trips are also reduced, representing only 14% (n=1) of trips 

back to South Tyneside. 

Table 9-5: Planned modal share for patients departing Gynaecology at 
STDH 

Mode of travel South Tyneside Sunderland Total 

Car, as a passenger 6 86% 2 100% 8 89% 

Taxi 1 14% 0 0% 1 11% 

Total 7 100% 2 100% 9 100% 

Source: ITP Survey, February 2017 

9.16 Following these questions, respondents were also asked how they would have travelled 

if they were required to attend SRH for Gynaecological services. The results are outlined 

in Table 9-6.  The most commonly stated mode of travel is car as a passenger, 

representing 71% (n=5) of trips from South Tyneside and 50% (n=1) from Sunderland. 

This is followed by car by yourself, representing 22% (n=2) of total trips to STDH and bus 

(11% of total trips, n=1).  

Table 9-6: Indicative modal share for patients attending Gynaecological 
services at SRH 

Mode of travel South Tyneside Sunderland Total 
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Mode of travel South Tyneside Sunderland Total 

Car, as a passenger 5 71% 1 50% 6 67% 

Car, by yourself 1 14% 1 50% 2 22% 

Bus 1 14% 0 0% 1 11% 

Total 7 99%* 2 100% 9 100% 

Source: ITP Survey, February 2017         * due to rounding 

Journey times 

9.17 Table 9-7 shows the journey times for Gynaecological patients travelling to STDH.  As 

can be observed the most common journey time to STDH for gynaecological patients is 

between 6-10 minutes, representing 71% (n=5) of trips from South Tyneside and 100% 

(n=2) from Sunderland. This is followed by 1-5 minutes, representing 14% (n=1) of trips 

from South Tyneside, and 11+ minutes (14% of trips from South Tyneside, n=1).  

Table 9-7: Journey times of Gynaecology patients at STDH 

Journey time South Tyneside Sunderland Total 

1-5 minutes 1 14% 0 0% 1 11% 

6-10 minutes 5 71% 2 100% 7 78% 

11+ minutes 1 14% 0 0% 1 11% 

Total 7 100% 2 100% 9 100% 

Source: ITP Survey, February 2017 

Potential impact on parking 

9.18 Under both clinical service solutions for Gynaecological services, all inpatient 

gynaecological care would be transferred to SRH. Using the data contained within the 

Obstetrics and Gynaecology service review report (2016), it can be identified that 

approximately 600 inpatient cases would transfer from STDH to SRH. However, a third 

of these cases, around 200 cases, are expected to travel to Queen Elizabeth Hospital, 

Gateshead or Royal Victoria Institute Gateshead  Table 9-8 shows the worst case 

scenario for parking at SRH, using the above patient survey data, and patient data from 
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the Clinical Service review report (2016). The following assumptions have been taken in 

order to produce these figures. 

 Average of one gynaecological inpatient per day (based on approximately 400 cases 

per year at STDH) 

 85% of patients will arrive by car (Table 9-6) 

 Those arriving as a passenger of a car will be parked on site for a proportion/full 

duration of their visit 

9.19 In the absence of any arrival data from the Gynaecological travel surveys, and due to the 

low estimated additional parking impact (1 vehicle per day), parking impact has been 

calculated based on a worst case scenario at SRH.  Table 9-8 therefore shows the impact 

of the additional parking demand during a worst case scenario at SRH. From SRH Parking 

Eye data, the existing maximum number of vehicles parked is 1,559.  With the additional 

gynaecology inpatients services visitors, this would rise to 1,560. This equates to 

approximately 91% of total capacity available (1,714 total parking spaces). 

9.20 The additional vehicle, as described above, will not have a significant impact upon 

existing levels of traffic in the SRH area or the wider vicinity. 

Table 9-8: Additional parking demand at SRH - gynaecology inpatients 

 Worst Case 

Existing parking demand* 1,559 

Additional parking demand 1 

Total parking demand 1,560 

* Existing parking demand based on worst case number of vehicles parked at STDH (14:30 on 29/09/16 - 1559 vehicles). Drawn 

from three weeks of Parking Eye data at SRH (WC 12/09/16 to WC 26/09/16) 
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Key findings 

Gynaecology inpatients 

9.21 South Tyneside Gynaecology inpatients will be affected by the service proposals and will 

be required to travel to SRH for their treatment, instead of STDH where they are 

currently treated.    

9.22 The analysis of the postcodes of previous Gynaecology  patients living in South Tyneside 

and treated at STDH shows that the average public transport journey time to SRH 

(instead of STDH) during the 14:00 to 16:00 time period increases by 20 minutes (23 

minute average journey time to STDH compared to 43 minute average journey time to 

SRH).  Journeys by car to SRH, instead of STDH, will take 12 minutes longer (average 8 

minute journey to STDH compared to an average 20 minute journey to SRH). 

9.23 The travel survey has captured how patients currently travel to the STDH 

Gynaecological services and shows 77% use a car based mode (33% as a passenger and 

accompanied in hospital, 44% as a passenger and dropped off) and 23% use taxi. For 

departing Gynaecological services at STDH, 89% stated they would do so by car and 11% 

would use a taxi.   89% of Gynaecological inpatients stated that they would travel to SRH 

by car (67% would be a passenger in a car and 22% would drive themselves) and 11% 

would use the bus. 

9.24 Under both options for Gynaecological services, all gynaecological inpatients at STDH 

would transfer to SRH for treatment. Therefore, the potential parking demand arising 

from gynaecological inpatient presentations needing to travel to SRH is shown below:   

 one additional patient vehicle parked on site per day 
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10 .  Potent ia l  Travel  and Transport  
Impact  Reduct ion Measures  

10.1 There are a number of measures that could be employed to assist in reducing the travel 

impact, particularly on South Tyneside residents that may be required to travel to 

Sunderland Royal Hospital for their healthcare needs and / or their visitors. 

Travel planning / travel advice  

10.2 The provision of relevant information is key to informing and educating hospital users 

about travel choices. Signposting hospital users to the different sources of information, 

for example, online journey planners, bus operator websites, metro services and hard 

copies of up to date public transport timetables and bus network maps produced by the 

main public transport operators in the area, namely Go North East and Stagecoach, will 

help visitors to plan their journeys. Information on ticketing options in particular will be 

key to ensure that hospital users purchase the best value ticket for their needs and for 

their journey.   

10.3 Due to the reconfiguration of services across both STDH and SRH, it will be useful to 

have access to public transport information for both Sunderland and South Tyneside in 

both hospitals and on both Hospital / Trust websites.  Information may also be conveyed 

through information boards in communal areas and / or hospital (administration) staff.   

10.4 An online journey planner is available on the NEXUS website, as well as up to date public 

transport timetables. The NEXUS website also provides information on various ticketing 

options and links / signposts users to the bus operators' websites for further information.      

10.5 The NHS Choices website offers a journey planning service to each hospital and both 

Trust websites currently offer brief information on public transport options.   

10.6 With regard to parking at the hospitals and information provision on parking, it is 

important to ensure that car park users are aware of the parking facilities on site, the 

parking monitoring / management schemes in operation, i.e. Parking Eye, the costs 

associated with parking and the different ways to pay.  Most of this information is 

already displayed on both Hospital websites, with only cost data missing from the STDH 

website. 
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Travel costs 

10.7 Some Hospital users may be concerned with the difference in travel costs that may 

potentially be incurred if travelling to a different site, located further away.    

10.8 It will be important to promote the current schemes available that can provide 

assistance with travel costs, for example the Healthcare Travel Costs Scheme.  It is 

important to provide information on this scheme to Hospital users, perhaps in the form 

of an information leaflet with FAQs so potential hospital users are aware of what they 

may be entitled to and how they can claim assistance with their travel costs. 

10.9 The provision of a patient and visitor travel information leaflet(s) that is issued on the 

wards and / or with appointment letters may be a useful communication channel. 

Appointment times 

10.10 Both Hospital Trusts are open to discussing and rescheduling appointment times with 

patients to accommodate patients' needs and assist in easing any perceived travel issues, 

for example a longer travel journey time.  

Improved bus routes and connections 

10.11 To provide more direct, frequent, seamless and reliable bus services and connections to 

STDH and SRH for the South Tyneside and Sunderland populations, either existing bus 

services could be extended and/or new bus services could be introduced.  There are, of 

course, cost implications to both options for improving public transport services to both 

hospitals.  Further work will be required to understand the full impact of the clinical 

service reviews and the transport and travel impacts upon patients and visitors in 

particular to understand levels of potential demand and the scale of subsidy that might 

be required, if any.      

10.12 The Leaders of both South Tyneside and Sunderland City Council have written to NEXUS 

to ask if they can work with commercial operators to ensure accessibility to both 

hospitals is considered in any future service changes.  They have asked if arrangements 

could be put in place for new secured express bus services from Hebburn and Jarrow to 

STDH and SRH, and from Hetton, Houghton and Washington to SRH and STDH. 

10.13 The North East Commissioning Support Unit are currently in discussion with NEXUS on 

this matter. 
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Appendix A 

Accessibility Plots 
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Appendix B 

Public transport field testing report 
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Appendix C 

South Tyneside origins – public transport 
journey and cost comparison 
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Appendix D 

Journey time comparison to STDH, SRH, QEG 
and RVI 
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Appendix E 

Results from area based journey time field 
testing exercise 
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Appendix F 

Journey time comparison from County 
Durham origins to SRH 
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1. Introduction 

1.1 ITP was commissioned by South Tyneside and Sunderland NHS Partnership to devise a journey time field testing exercise for both car and public transport 

trips and to analyse the results from the field testing exercise.  The exercise was undertaken by local Council members and volunteers from across South 

Tyneside and Sunderland.  They undertook public transport and car journeys from the main settlement areas in South Tyneside to four local hospitals - 

namely, South Tyneside District Hospital (STDH), Sunderland Royal Hospital (SRH), Queen Elizabeth Hospital (QEH, Gateshead) and the Royal Victoria 

Infirmary (RVI, Newcastle).  

1.2 This technical note outlines the methodology and results of the car and public transport field testing, expanding on the previous public transport field 

testing conducted by ITP in March 2017. It compares recorded journey times from field testers with those calculated by the TRACC accessibility model and 

with journey times from the Google Maps journey planning tool.  

2. Methodology 

2.1 Field testing was undertaken by local members and volunteers from South Tyneside and Sunderland between 29th September and 16th November 2017. 

Journeys were made using car and public transport, and volunteers were asked to undertake and record their trips using the guidance below supplied by 

ITP. A full version of the field testing guidance is located in Annex A. Field testing was undertaken at numerous different time periods (between 07:00 and 

20:00) and on different days of the week, providing a broad representation of travel times. 
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2.2 The origins/destinations from which journeys were to be started or finished were identified by ITP prior to field testing being undertaken.  However, 

additional journeys were also conducted by local volunteers undertaking the field testing exercise. The full list of origins is noted below.  

 Mons Avenue, Hebburn 

 St Marks Way, South Shields 

 Salem Street, Jarrow 

 Jutland Avenue, Hebburn 

 Reginald Street, Boldon Colliery 

 West Drive, East Boldon 

 Crawley Avenue, Hebburn 

 Whitchurch Road, Witherwack 

 Houghton Primary Care Centre, Houghton le Spring 

2.3 For some journeys a starting address was not recorded by field testers, but an area was provided. In the absence of this address data, in order to compare 

the journey times recorded through the field testing exercise with TRACC and Google, and in the absence of any other useful or appropriate location data, 

TRACC times and Google journey planner times were assumed to start from the nearest public transport interchange or stop to the centre of the area 

stated if travelling by public transport, or from the centre (e.g. local centre) of the area if by car.  

2.4 The TRACC car journey times are based on many thousands of journey time observations from the Trafficmaster system. Google’s journey planner tool was 

used as a second comparison to recorded field testing times and the calculated TRACC times, as it also provides journey time information for a number of 

modes of travel. It works upon data such as official speed limits and recommended speeds, likely speeds derived from road types, historical average speed 

data over certain time periods, actual travel times from previous users, and real-time traffic and public transport information.  This data is combined 

together to create the best possible prediction of travel time.  

2.5 For comparison of the field-testing journey times against TRACC times, a traffic light system is used within the results tables in the following sections of this 

note. In this instance, green times indicate a recorded journey time which is within five minutes of that predicted by TRACC or a journey which is more than 

five minutes (or more) shorter than predicted by TRACC; yellow times indicate a recorded journey time which is within an additional five to ten minutes of 

that predicted by TRACC; and finally orange times indicate a recorded journey time which is more than ten minutes longer than that predicted by TRACC.   
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2.6 Additionally, to compare car based and public transport journeys on a like for like basis, the time taken for public transport volunteers to travel from their 

final bus stop/public transport interchange to the hospital main entrance was divided by two and the result added to the public transport journey time (from 

origin to final stop) to correlate with the time that car drivers enter the hospital car park.  

Field testing guidance – public transport 

2.7 The following guidance / instruction was given to public transport field testers: 

 Research the public transport journey that you are planning to undertake using either google journey planner or NEXUS journey planner or public 

transport operator website or other tools, and undertake the journey in a similar manner as to what is described by the journey planner, or the journey 

that you are comfortable taking e.g. leaving the origin at the suggested time in order to catch the bus at the suggested bus stop etc.   

 Field testers are encouraged to research the cost of their journey, e.g. either calling customer services for the relevant operator or researching ticket 

prices online and also different ticketing options – information is available on the Nexus website which the also takes users to the relevant bus operator 

websites. Generally, each bus operator will have day ticket and weekly ticket options (plus many more) available for customers to purchase.  Multi 

operator tickets, which are valid on the vast majority of bus services are also available.  

 When undertaking journeys where interchange is required, and where possible, we would encourage field testers to try to use bus services run by the 

same operator, as this will allow better value ticketing options to be used. 

 Relating this exercise to the clinical services that are being reviewed, we would suggest that field testers keep in mind the following possible / probable 

scenarios for each service (we appreciate there will be many different scenarios – however, based on previous records the following are likely): 

 Visitors to stroke victims – the median length of stay for a stroke patient is 10 days and a visitor will likely visit every day.  A weekly public 

transport ticket would be the most cost-effective ticket purchase. 

 Visitors to maternity patients – the average maternity patient stays in hospital for two days. A daily public transport ticket will likely be the most 

cost-effective ticket purchase. 

 Paediatric A and E patients – likely to be a single return journey in case of accident or emergency. A daily public transport ticket will likely be the 

most cost-effective ticket purchase.  
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Field testing guidance – Car 

2.8 Please research the route options available. As with public transport journeys, we would recommend field testers operate in pairs to aid reliable data 

collation and recording. Please report the starting journey time when you are about to set off on your journey.  Please report the journey end time when you 

enter the hospital grounds / car park. 

3. Results - Trips to and from STDH 

Journeys by car 

3.1 Table 3-1 shows journey times recorded by car for trips to South Tyneside District Hospital (STDH) from South Tyneside and Sunderland origins. A total of 

16 car-based journeys were made to STDH during the course of the field testing exercise, 14 from origins within South Tyneside and two from within 

Sunderland. In comparing the times recorded, to those predicted by TRACC and Google, it can be identified that: 

 Nine journeys from a South Tyneside origin to STDH were within five minutes of that predicted by TRACC and Google. 

 Four journeys from a South Tyneside origin to STDH were within ten minutes of that predicted by TRACC and Google. 

 One journey from a South Tyneside origin to STDH was more than ten minutes longer than that predicted by TRACC and Google. 

 One journey from a Sunderland origin to STDH was within five minutes of that predicted by TRACC and Google. 

 One journey from a Sunderland origin to STDH was more than ten minutes longer than that predicted by TRACC and Google. 
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Table 3-1: Recorded journey times by car to STDH 

Borough Origin Day 
Time of 

departure 

Total journey 
time (time 

entered car to 
time entered 

car park) 

Google  TRACC  
TRACC time 

period 

Journey time 
(from car park 

to hospital 
main entrance) 

South Tyneside 

 

St Marks Way, South Shields  Monday 19:10 11 mins 7 mins 7 mins 19:00 – 21:00 7 mins 

Salem Street, Jarrow Tuesday 19:25 10 mins 9 mins 

(7-10 mins) 

9 mins 19:00 – 21:00 - 

Salem Street, Jarrow Wednesday 08:10 20 mins 10 mins 

(7-12 mins) 

11 mins 07:00 – 09:00 - 

St Marks Way, South Shields  Wednesday 08:45 23 mins 8 mins 

(6-9 mins) 

8 mins 07:00 – 09:00 10 mins 

St Marks Way, South Shields  Wednesday 10:40 6 mins 8 mins 

(6-9 mins) 

8 mins 14:00 – 16:00 10 mins 

Salem Street, Jarrow Wednesday 17:10 12 mins 10 mins 

(7-12 mins) 

12 mins 17:00 – 19:00 2 mins 

Mons Avenue, Hebburn Wednesday 17:45 17 mins 15 mins 

(12-18 mins) 

16 mins 17:00 – 19:00 3 mins 

St Marks Way, South Shields Thursday 17:20 12 mins 8 mins 

(6-9 mins) 

8 mins 17:00 – 19:00 2 mins 

Reginald Street, Boldon Thursday 17:50 12 mins 10 mins 

(8-12 mins) 

10 mins 17:00 – 19:00 2 mins 

St Marks Way, South Shields Friday 07:10 9 mins 7 mins 8 mins 07:00 – 09:00 6 mins 
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Borough Origin Day 
Time of 

departure 

Total journey 
time (time 

entered car to 
time entered 

car park) 

Google  TRACC  
TRACC time 

period 

Journey time 
(from car park 

to hospital 
main entrance) 

Salem Street, Jarrow Friday 14:42 15 mins 10 mins 

(7-12 mins) 

10 mins 14:00 – 16:00 4 mins 

Mons Avenue, Hebburn Friday 15:50 22 mins 14 mins 

(12-16 mins) 

14 mins 14:00 – 16:00 2 mins 

St Marks Way, South Shields  Saturday 14:30 16 mins 7 mins 

(6-8 mins) 

8 mins 14:00 – 16:00 9 mins 

St Marks Way, South Shields  Sunday 08:00 18 mins 7 mins 8 mins 07:00 – 09:00 8 mins 

Sunderland Witherwack/Southwick Tuesday 15:30 12 mins 19 mins 

(16-22 mins) 

15 mins* 14:00 – 16:00 - 

Shiney Row Wednesday 07:45 35 mins 21 mins 

(16-26 mins) 

22 mins* 07:00 – 09:00 5 mins 

*TRACC and Google journey times from Witherwack measured from Woolwich Road, Witherwack. Journey times from Shiney Row measured from Chester Road, Shiney Row.  

3.2 Table 3-2 shows journey times recorded by car for trips from South Tyneside District Hospital (STDH) to South Tyneside origins. A total of six car-based 

journeys were made from STDH during the course of the field testing exercise. Of these:  

 Five journey times recorded were within five minutes of that predicted by TRACC. 

 One journey was more than ten minutes longer than predicted by TRACC (11 minutes longer). 

 Three journeys were within five minutes of that predicted by Google. 

 Three further journeys were within ten minutes of that predicted by Google.  
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Table 3-2: Recorded journey times by car from STDH 

Borough Destination Day Time of departure 

Total journey time 
(time entered car 
to time arrived at 
final destination) 

Google TRACC* 
TRACC time 

period 

South Tyneside Salem Street, Jarrow Tuesday 19:11 13 mins 17 mins 

(14-20 mins) 

9 mins 19:00 – 21:00 

Mons Avenue, Hebburn Tuesday 19:37 12 mins 14 mins 

(12-16 mins) 

11 mins 19:00 – 21:00 

Jutland Avenue, Hebburn Wednesday 07:30 25 mins 17 mins 

(14-20 mins) 

14 mins 07:00 – 09:00 

Salem Street, Jarrow Friday 14:27 14 mins 21 mins 

(16-26 mins) 

10 mins 14:00 – 16:00 

Reginald Street, Boldon 
Colliery  

Friday 15:04 13 mins 12 mins 

(9-14 mins) 

10 mins 14:00 – 16:00 

Salem Street, Jarrow Friday 15:18 12 mins 22 mins 

(16-28 mins) 

10 mins 14:00 – 16:00 

*TRACC times for return journeys from STDH assumed to be the same as journeys to STDH.  
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Journeys by public transport  

3.3 Table 3-3 shows journey times recorded by public transport for trips to South Tyneside District Hospital (STDH) from South Tyneside origins. A total of six 

public transport-based journeys were made to STDH during the course of the field testing exercise. Of those: 

 Two recorded journeys from a South Tyneside origin to STDH was within five minutes (or faster) of that predicted by TRACC and Google. 

 Two journeys from a South Tyneside origin to STDH were more than ten minutes longer than that predicted by TRACC and Google.  

 Two journeys from Sunderland origins to STDH were more than ten minutes longer than that predicted by TRACC and Google. 

Table 3-3: Recorded journey times by public transport to STDH 

Borough Origin Day 
Mode of 

travel 
Route taken & 

operator 
Time of 

departure 

Total 
journey 

time (from 
origin to 

final stop)* 

Google TRACC  
TRACC 

time period 
Cost of 

each leg 
Total cost 
of journey 

Journey 
time (from 
final stop 

to hospital 
main 

entrance) 

South 
Tyneside 

St Marks 
Way, South 

Shields 

Tuesday Bus 17 – 
Stagecoach 

13:46 11 mins 19 mins 19 mins 14:00 – 
16:00 

- - 4 mins 

St Marks 
Way, South 

Shields 

Thursday Bus 88 – Go North 
East 

08:15 37 mins 19 mins 20 mins 07:00 – 
09:00 

- £1.70 4 mins 

St Marks 
Way, South 

Shields 

Thursday Bus 17 – 
Stagecoach 

88 – Go North 
East 

19:00 55 mins 18 mins 20 mins 19:00 – 
21:00 

- - 10 mins 

Boldon 
Colliery  

Friday Bus 5 – Go North 
East 

13:08 21 mins 22 mins 23 mins** 14:00 – 
16:00 

- - 4 mins 
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Borough Origin Day 
Mode of 

travel 
Route taken & 

operator 
Time of 

departure 

Total 
journey 

time (from 
origin to 

final stop)* 

Google TRACC  
TRACC 

time period 
Cost of 

each leg 
Total cost 
of journey 

Journey 
time (from 
final stop 

to hospital 
main 

entrance) 

Sunderland Hylton Red 
House 

Wednesday Bus 4 – Stagecoach 

9/5 – Go North 
East 

13:05 1 hour 17 
mins 

1 hour 6 
mins 

38 mins** 14:00 – 
16:00 

4 = £2.30 

9 = £3  

5 = £1.60 

£6.90 23 mins 

Hylton Red 
House 

Friday Bus 16/E6 - 
Stagecoach 

07:20 1 hour 13 
mins 

1 hour 6 
mins 

49 mins** 07:00 – 
09:00 

16 = £2.20 

E6 = £2.60 

£4.80 15 mins 

*The journey time from the final stop/interchange has been divided by two and the result has been added to the total journey time indicated above (from origin to final stop) 

to correlate with the time that car drivers enter the hospital car park. **TRACC and Google journey times from Boldon Colliery measured from Boldon ASDA. Journey times 

from Hylton Red House measured from Rotherfield Road. 
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3.4 However, whilst there are a number of journeys that were significantly longer than predicted by TRACC, some could have been made more time-efficiently, 

as shown in Table 3 -4 below. In particular, for the journey from St Marks Way to STDH, this journey could have been made significantly faster by using 

solely the 88 bus service (operated by Go North East), saving approximately 30 minutes in journey time. Additionally, by using just one operator, this would 

be a more cost-efficient journey as the ticket purchased would only be for one operator, not two. 

Table 3-4: Time savings on recorded journey times by using most appropriate routes  

Journey description Field testing route 
Field testing recorded 

time 
Most appropriate route 

Most appropriate route 
journey time* 

Time difference 

St Marks Way, South Shields 
to STDH 

17 - Stagecoach 

88 – Go North East 

50 mins 88 – Go North East ~18 mins 32 mins 

Hylton Red House to STDH 4 - Stagecoach 

9/5 – Go North East 

1 hour 5 mins 4 - Stagecoach 

35/50 – Go North East 

~49 mins 16 mins 

Hylton Red House to STDH 16/E6 - Stagecoach 1 hour 5 mins 56 - Stagecoach 

50 – Go North East 

~54 mins 11 mins 

*Journey times are based on Google journey planner times from St Marks Way, South Shields and Rotherfield Road, Hylton Red House to STDH, and have been planned at to 

occur on the same day and time period as field tested.  

 

3.5 Although for certain public transport journeys, a ticket cost was not specified, the below table indicates the most suitable ticket options for the recorded 

journeys indicated above (Table 3-3). For example, the two recorded journeys from Hylton Red House to STDH could have been made significantly cheaper, 

by purchasing a one-day multi-operator travel ticket (Network One Day Rover), due to the requirement to use more than one bus service. Similarly, for the 

journeys from South Shields and Boldon Colliery to STDH, it would be recommended to use a day ticket for travel, which reduces the overall cost of making 

a two-way journey. This is outlined in Table 3-5 below.  
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Table 3-5: Most cost-effective ticket options for recorded journeys 

Journey description 
Field testing cost (for single 

journey) 
Most efficient ticket cost Most appropriate ticket (day) Weekly ticket cost 

St Marks Way, South Shields to 
STDH 

Not recorded - Tyne & Wear Dayrider (Stagecoach) = 
£4 

Go North East Day = £5.10 

£11.50 (Stagecoach) 

£21 (Go North East) 

£13 (South Tyneside Smartzone)* 

St Marks Way, South Shields to 
STDH 

£1.70 (Single) £3.40 Tyne & Wear Dayrider (Stagecoach) = 
£4 

Go North East Day = £5.10 

£11.50 (Stagecoach) 

£21 (Go North East) 

£13 (South Tyneside Smartzone)* 

St Marks Way, South Shields to 
STDH 

Not recorded - Tyne & Wear Dayrider (Stagecoach) = 
£4 

Go North East Day = £5.10 

£11.50 (Stagecoach) 

£21 (Go North East) 

£13 (South Tyneside Smartzone)* 
- 

Boldon Colliery to STDH Not recorded £5.10 Go North East Day = £5.10 £11.50 (Stagecoach) 

£21 (Go North East) 

£13 (South Tyneside Smartzone)* 

Hylton Red House to STDH £6.90 £7.20 Network One Day Rover = £7.20 £23 (Network One Week Ticket) 

Hylton Red House to STDH £4.80 £7.20 Network One Day Rover = £7.20 £23 (Network One Week Ticket) 

*Smartcard from Go North East or Stagecoach required.  
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4. Results - Trips to and from SRH 

Journeys by car 

4.1 Table 4-1 shows journey times recorded by car for trips to Sunderland Royal Hospital (SRH) from South Tyneside and Sunderland origins. A total of 17 trips 

were made to SRH during the field testing exercise; 11 trips from South Tyneside origins and 6 trips from Sunderland origins. In comparing the recorded 

journey times against those predicted by TRACC and Google, it can be identified that: 

 Six journeys from South Tyneside origins to SRH were within five minutes of that predicted by TRACC.  

 Seven journeys from South Tyneside origins to SRH were within five minutes of that predicted by Google. 

 Two journeys from a South Tyneside origin to SRH were within ten minutes of that predicted by TRACC. 

 Three journeys from a South Tyneside origin to SRH were more than ten minutes longer than that predicted by TRACC. 

 Three journeys from South Tyneside origins to SRH were within ten minutes of that predicted by Google. 

 Three journeys from Sunderland origins to SRH were within five minutes of that predicted by TRACC. 

 One further journey from a Sunderland origin to SRH was within ten minutes of that predicted by TRACC. 

 Two journeys from Sunderland origins to SRH were more than ten minutes longer than predicted by TRACC. 

Table 4-1: Recorded journey times by car to SRH 

Borough Origin Day Time of departure 

Total journey time 
(time entered car 
to time entered 

car park) 

Google TRACC  
TRACC time 

period 

Journey 
time (from 
car park to 

hospital 
main 

entrance) 

South Tyneside STDH Monday 09:45 23 mins 22 mins 

(18-26 mins) 

20 mins 14:00 – 16:00 - 
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Borough Origin Day Time of departure 

Total journey time 
(time entered car 
to time entered 

car park) 

Google TRACC  
TRACC time 

period 

Journey 
time (from 
car park to 

hospital 
main 

entrance) 

 
Boldon Tuesday 08:05 12 mins  19 mins 

(14-24 mins) 

15 mins* 07:00 – 09:00 13 mins 

Boldon Colliery  Wednesday 08:45 30 mins 20 mins 

(14-26 mins) 

15 mins* 07:00 – 09:00 5 mins 

St Marks Way, South Shields Wednesday 08:47 28 mins 27 mins 

(18-35 mins) 

23 mins 07:00 – 09:00 6 mins 

St Marks Way, South Shields Wednesday 14:37 28 mins  24 mins 

(18-30 mins) 

20 mins 14:00 – 16:00 5 mins 

Boldon Wednesday 14:55 13 mins  16 mins 

(12-20 mins) 

14 mins* 14:00 – 16:00 4 mins 

STDH Wednesday 15:05 32 mins 23 mins  

(18-28 mins) 

20 mins 14:00 – 16:00 8 mins 

St Marks Way, South Shields Wednesday 19:30 16 mins 21 mins 

(18-24 mins) 

18 mins 19:00 – 21:00 5 mins 

Mons Avenue, Hebburn Thursday 08:03 33 mins 24 mins 

(18-30 mins) 

22 mins 07:00 – 09:00 5 mins 

Mons Avenue, Hebburn Thursday 17:10 32 mins 22 mins 

(18-26 mins) 

22 mins 17:00 – 19:00 4 mins 

Mons Avenue, Hebburn Friday 14:33 22 mins 22 mins 

(18-26 mins) 

20 mins 14:00 – 16:00 7 mins 
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Borough Origin Day Time of departure 

Total journey time 
(time entered car 
to time entered 

car park) 

Google TRACC  
TRACC time 

period 

Journey 
time (from 
car park to 

hospital 
main 

entrance) 

Sunderland Shiney Row Tuesday 07:45 15 mins 12 mins 

(10-14 mins) 

13 mins* 07:00 – 09:00 - 

Washington/Albany area  Tuesday 07:39 21 mins 15 mins 

(12-18 mins) 

17 mins* 07:00 – 09:00 - 

Roker Tuesday 18:45 25 mins 12 mins 

(9-14 mins) 

10 mins* 17:00 – 19:00 10 mins 

Thorney Close Tuesday 19:30 14 mins 8 mins 6 mins* 19:00 – 21:00 5 mins 

Shiney Row Wednesday 07:45 14 mins 13 mins 

(10-16 mins) 

13 mins * 07:00 – 09:00 2 mins 

Whitburn Wednesday 15:10 49 mins 19 mins 

(16-22 mins) 

18 mins* 14:00 – 16:00 4 mins 

*TRACC and Google journey times from Boldon and Boldon Colliery measured from Boldon Asda. Journey times from Shiney Row measured from Chester Road, Shiney Row. 

Journey times from Washington measured from Fatfield Road, Washington. Journey times from Roker measured from Park Parade, Roker. Journey times from Thorney Close 

measured from Thorndale Road, Thorney Close. Journey times from Whitburn measured from Sycamore Road, Whitburn.  

 

4.2 Table 4-2 shows journey times recorded by car for trips from Sunderland Royal Hospital (SRH) to South Tyneside and Sunderland origins. A total of four 

journeys were made during the field testing exercise, one from SRH to a South Tyneside destination, and three from SRH to a Sunderland destination. Of 

these:  

 Two journeys were within five minutes of that predicted by TRACC and Google.  
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 One journey was within ten minutes of that predicted by TRACC and Google.  

 A further one journey was more than ten minutes longer than TRACC and Google.  

Table 4-2: Recorded journey times by car from SRH 

Borough Destination Day Time of departure 

Total journey time 
(time entered car 
to time arrived at 
final destination) 

Google TRACC* 
TRACC time 

period 

South Tyneside West Drive, East Boldon Monday 16:00 1 hour 1 min 18 mins 

(14-22 mins) 

18 mins 14:00 – 16:00 

Sunderland High Southwick Monday 18:03 9 mins 11 mins 

(8-14 mins) 

11 mins** 17:00 – 19:00 

Shiney Row Monday 20:10 12 mins 12 mins 10 mins** 19:00 – 21:00 

Washington/Albany 
area 

Monday 20:10 21 mins 13 mins 

(12-14 mins) 

12 mins** 19:00 – 21:00 

*TRACC times for return journeys from SRH assumed to be the same as journeys to SRH.  

** TRACC and Google journey times from High Southwick measured from Faber Road, High Southwick. Journey times from Shiney Row measured from Chester Road, Shiney 

Row. Journey times from Washington measured from Fatfield Road, Washington. 

 

Journeys by public transport  

4.3 Table 4-3 shows journey times recorded by public transport for trips to Sunderland Royal Hospital (SRH) from South Tyneside and Sunderland origins. A 

total of 17 journeys were made during the field testing exercise, 11 from South Tyneside origins and six from Sunderland origins. Of these: 
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 Nine journeys from South Tyneside origins to SRH were more than ten minutes longer than predicted by TRACC. 

 Two journeys from a South Tyneside origin to SRH were within five minutes of that predicted by TRACC, or over five minutes faster than that predicted 

by TRACC.   

 One journey from a Sunderland origin to SRH was within five minutes of that predicted by TRACC. 

 One further journey from a Sunderland origin to SRH was more than ten minutes longer than predicted by TRACC. 

 Three journeys to SRH were within five minutes of that predicted by Google. 

 Three further journeys to SRH were within ten minutes of that predicted by Google.  

Table 4-3: Recorded journey times by public transport to SRH 

Borough Origin Day 
Mode of 

travel 
Route taken 
& operator 

Time of 
departure 

Total 
journey 

time (from 
origin to 

final stop)* 

Google TRACC 
TRACC 

time 
period 

Cost of 
each leg 

Total cost 
of journey 

Journey 
time (from 

final stop to 
hospital 

main 
entrance) 

South Tyneside Boldon Monday Bus & 
metro 

Green Line – 
Nexus 

35 – Go North 
East 

09:45 1 hour 18 
mins*** 

43 mins 33 mins** 14:00 – 
16:00 

- - 14 mins 

Crawley Avenue, 
Hebburn 

Tuesday Bus & 
metro 

27 – Go North 
East 

Green Line – 
Nexus 

700 – Go 
North East 

14:00 1 hour 8 
mins 

1 hour 2 
mins 

43 mins 14:00 – 
16:00 

27 = 
£1.60  

Metro = 
£2.60 

700 = 
£1.25 

£5.45 4 mins 

Mons Avenue, 
Hebburn 

Tuesday Metro Yellow Line 
and Green 

Line – Nexus 

17:05 56 mins 49 mins 56 mins 17:00 – 
19:00 

- - 11 mins 
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Borough Origin Day 
Mode of 

travel 
Route taken 
& operator 

Time of 
departure 

Total 
journey 

time (from 
origin to 

final stop)* 

Google TRACC 
TRACC 

time 
period 

Cost of 
each leg 

Total cost 
of journey 

Journey 
time (from 

final stop to 
hospital 

main 
entrance) 

Ashwood Croft, 
Hebburn 

Wednesday Bus & 
metro 

Yellow 
Line/Green 

Line – Nexus 

700 – Go 
North East 

14:00 1 hour 11 
mins 

48 mins 58 mins 14:00 – 
16:00 

Metro = 
£1.70 

Metro 
£2.60 

700 = 
£1.25 

£5.55 4 mins 

St Marks Way, 
South Shields 

Wednesday Bus 17/20/2A - 
Stagecoach 

13:55 1 hour 35 
mins 

51 mins 45 mins 14:00 – 
16:00 

- - 10 mins 

St Marks Way, 
South Shields 

Thursday Bus 17/20 – 
Stagecoach 

35 – Go North 
East 

10:12 1 hour 16 
mins 

50 mins 45 mins 14:00 – 
16:00 

- - - 

Boldon Thursday Bus 9 – Go North 
East 

20 – 
Stagecoach 

14:00 2 hours 12 
mins*** 

46 mins 33 mins** 14:00 – 
16:00 

9 = £3 20 
= £1.40  

£4.40 16 mins 

STDH Friday Bus 88/20A – Go 
North East 

16 – 
Stagecoach 

08:45 1 hour 22 
mins 

56 mins 43 mins 07:00 – 
09:00 

88 = 
£1.70  

20A = £3  

16 = 
£1.70  

£6.40 7 mins 

Boldon Friday Metro Green Line – 
Nexus 

35 – Go North 
East 

14:00 1 hour 10 
mins*** 

46 mins 33 mins** 14:00 – 
16:00 

- - - 



 18  
 

Borough Origin Day 
Mode of 

travel 
Route taken 
& operator 

Time of 
departure 

Total 
journey 

time (from 
origin to 

final stop)* 

Google TRACC 
TRACC 

time 
period 

Cost of 
each leg 

Total cost 
of journey 

Journey 
time (from 

final stop to 
hospital 

main 
entrance) 

St Marks Way, 
South Shields  

Friday Bus X20 – Go 
North East 

20 – 
Stagecoach 

16:17 1 hour 16 
mins 

50 mins 45 minutes 14:00 – 
16:00 

- - 6 mins 

Salem Street, 
Jarrow 

Saturday Metro Yellow Line 
and Green 

Line – Nexus 

14:28 50 mins 55 mins 55 mins 14:00 – 
16:00 

- - 9 mins 

Sunderland Whitchurch 
Road, 

Witherwack 

Wednesday Bus 20/44/47 – 
Stagecoach 

12:45 1 hour 27 
mins 

28 mins 26 mins 14:00 – 
16:00 

- £4.50 3 mins 

Farringdon Thursday Bus 35 – Go 
North East 

07:32 19 mins 25 mins 15 mins** 07:00 – 
09:00 

- £2.20 2 mins 

Farringdon Friday Bus 4 – 
Stagecoach 

07:42 24 mins 22 mins 15 mins 07:00 – 
09:00 

- £1.55 16 mins 

Hylton Red 
House 

Friday Bus 16 – 
Stagecoach 

07:55 43 mins 35 mins 23 mins 07:00 – 
09:00 

- £2.40 5 mins 

Houghton 
Primary Care 

Centre, 
Houghton le 

Spring 

Saturday Bus 20/44/47 - 
Stagecoach 

12:45 1 hour 27 
mins 

30 mins 29 mins 14:00 – 
16:00 

- £4.50 3 mins 

*The journey time from the final stop/interchange has been divided by two and the result has been added to the total journey time indicated above (from origin to final stop) 

to correlate with the time that car drivers enter the hospital car park. 
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** TRACC and Google time recorded from Boldon ASDA – nearest local centre to areas recorded. Journey times from Farringdon recorded from Allendale Road, Farringdon. 

Journey times from Hylton Red House recorded from Rotherfield Road, Hylton Red House.  

***Difficulties encountered in parking or boarding bus during journey. For the trip from Boldon to SRH (Monday at 09:45), difficulties were encountered parking at East 

Boldon metro station, and the metro service terminated earlier than scheduled. For the second trip from Boldon to SRH (Thursday at 14:00), the first bus that arrived at the 

preliminary bus stop was not boarded due to insufficient space for wheelchair access and stow. For the third trip from Boldon to SRH (Friday at 14:00), again difficulty was 

encountered when parking at East Boldon metro station.  

4.4 However, whilst there are a number of journeys that were significantly longer than predicted by TRACC, some could have been made more time efficiently, 

as shown in Table 4 -4 below. In particular, for the journeys from St Marks Way to SRH, this journey could have been made significantly faster by using 

solely the 20 and 2 bus services (operated by Go North East), saving between approximately 22 to 36 minutes in journey time. Additionally, by using just one 

operator, this would save an additional single or return journey fare.  

Table 4-4: Time savings on recorded journey times by using most appropriate routes  

Journey description Field testing route 
Field testing recorded 

time 
Most appropriate route 

Most appropriate route 
journey time* 

Time difference 

Crawley Avenue, Hebburn to 
SRH 

27 – Go North East  

Green Line – Nexus 

700 – Go North East 

1 hour 6 mins 88 – Go North East 

Yellow Line/Green Line - 
Nexus 

2 or 2A - Stagecoach 

~59 mins 7 mins 

St Marks Way, South Shields 
to SRH 

17/20/2A - Stagecoach 1 hour 30 mins 20/2 - Stagecoach ~54 mins 36 mins 

St Marks Way, South Shields 
to SRH 

17/20A- Stagecoach 

35 – Go North East 

1 hour 16 mins 20/2 - Stagecoach ~54 mins 22 mins 

Whitchurch Road, 
Witherwack to SRH 

20/44/47 - Stagecoach 1 hour 25 mins 16 - Stagecoach ~28 mins 57 mins 
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Journey description Field testing route 
Field testing recorded 

time 
Most appropriate route 

Most appropriate route 
journey time* 

Time difference 

Houghton Primary Care 
Centre, Houghton le Spring 

to SRH 

20/44/47 - Stagecoach 1 hour 25 mins 35 – Go North East ~30 mins 55 mins 

*Journeys planned to occur on same day and same time period as field tested. 

4.5 Although for certain public transport journeys, a ticket cost was not recorded by the tester, the below table indicates the most suitable ticket options for the 

recorded journeys indicated above (Table 4-3). For the journeys from South Tyneside origins to SRH, it would be recommended to use a multi-operator day 

ticket, to reduce undue walking times along the journey, and to minimise cost. The best ticket option available, unless using solely metro, is the Network 

One Day Rover, which costs £7.20 for one day, or £23 for one week. For journeys from Sunderland, it would be recommended to use a single operator day 

ticket, which costs between £4 and £5.10 depending on the operator. This is outlined in Table 4-5 below.  

Table 4-5: Most cost-effective ticket options for recorded journeys 

Journey description 
Field testing cost (for 

single journey) 
Most efficient ticket 

type 
Most efficient ticket cost 

Most appropriate ticket 
(day) 

Weekly ticket cost 

Boldon to SRH Not recorded Transfare (Single) £3.60 Network One Day Rover = 
£7.20 

£23 (Network One Week 
Ticket) 

Crawley Avenue, Hebburn to 
SRH 

£5.45 Network One Day Rover £7.20 Network One Day Rover = 
£7.20 

£23 (Network One Week 
Ticket) 

Mons Avenue, Hebburn to 
SRH 

Not recorded Metro Day Saver £4.00 Metro Day Saver = £4 

Network One Day Rover = 
£7.20 

MetroSaver Week = £15.50 

£23 (Network One Week 
Ticket) 

Ashwood Croft, Hebburn to 
SRH 

£5.55 Network One Day Rover £7.20 Network One Day Rover = 
£7.20 

£23 (Network One Week 
Ticket) 

St Marks Way, South Shields 
to SRH 

Not recorded Network One Day Rover £7.20 Network One Day Rover = 
£7.20 

£23 (Network One Week 
Ticket) 
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Journey description 
Field testing cost (for 

single journey) 
Most efficient ticket 

type 
Most efficient ticket cost 

Most appropriate ticket 
(day) 

Weekly ticket cost 

St Marks Way, South Shields 
to SRH 

Not recorded Network One Day Rover £7.20 Network One Day Rover = 
£7.20 

£23 (Network One Week 
Ticket) 

Boldon to SRH £4.40 Network One Day Rover £7.20 Network One Day Rover = 
£7.20 

£23 (Network One Week 
Ticket) 

STDH to SRH £6.40 Network One Day Rover £7.20 Network One Day Rover = 
£7.20 

£23 (Network One Week 
Ticket) 

Boldon to SRH Not recorded Network One Day Rover £7.20 Network One Day Rover = 
£7.20 

£23 (Network One Week 
Ticket) 

St Marks Way, South Shields 
to SRH 

Not recorded Network One Day Rover £7.20 Network One Day Rover = 
£7.20 

£23 (Network One Week 
Ticket) 

Salem Street, Jarrow to SRH Not recorded Metro Day Saver £4.00 Metro Day Saver = £4 

Network One Day Rover = 
£7.20 

MetroSaver Week = £15.50 

£23 (Network One Week 
Ticket) 

Whitchurch Road, 
Witherwack to SRH 

£4.50 Tyne & Wear Dayrider £4.00 Tyne & Wear Dayrider 
(Stagecoach) = £4 

Go North East Day = £5.10 

£11.50 (Stagecoach) 

£21 (Go North East) 

£14 (Sunderland Smartzone)* 

Farringdon to SRH £2.20 Return £4.40 Tyne & Wear Dayrider 
(Stagecoach) = £4 

Go North East Day = £5.10 

£11.50 (Stagecoach) 

£21 (Go North East) 

£14 (Sunderland Smartzone)* 

Farringdon to SRH £1.55 Return £3.10 Tyne & Wear Dayrider 
(Stagecoach) = £4 

Go North East Day = £5.10 

£11.50 (Stagecoach) 

£21 (Go North East) 

£14 (Sunderland Smartzone)* 



 22  
 

Journey description 
Field testing cost (for 

single journey) 
Most efficient ticket 

type 
Most efficient ticket cost 

Most appropriate ticket 
(day) 

Weekly ticket cost 

Hylton Red House to SRH £2.40 Tyne & Wear Dayrider £4.00 Tyne & Wear Dayrider 
(Stagecoach) = £4 

Go North East Day = £5.10 

£11.50 (Stagecoach) 

£21 (Go North East) 

£14 (Sunderland Smartzone)* 

Houghton Primary Care 
Centre, Houghton le Spring to 

SRH 

£4.50 Tyne & Wear Dayrider £4.00 Tyne & Wear Dayrider 
(Stagecoach) = £4 

Go North East Day = £5.10 

£11.50 (Stagecoach) 

£21 (Go North East) 

£14 (Sunderland Smartzone)* 

*Smartcard from Go North East or Stagecoach required.  

 

4.6 Table 4-6 shows journey times recorded by public transport for trips from Sunderland Royal Hospital (SRH) to South Tyneside and Sunderland origins. A 

total of four journeys were made during the field testing exercise, three to South Tyneside destinations and one to a Sunderland destination. Of these: 

 Two journeys were within ten minutes of that predicted by TRACC. 

 One journey was within five minutes of that predicted by TRACC. 

 One further journey was more than ten minutes longer than that predicted by TRACC. 

Table 4-6: Recorded journey times by public transport from SRH 

Borough Destination Day 
Mode 

of 
travel 

Route taken & 
operator 

Time of 
departure 

Total journey 
time (from origin 

to final stop)** 
Google TRACC* 

TRACC 
time 

period 

Cost of each 
leg 

Total cost 
of journey 

Journey 
time (from 
final stop 

to hospital 
main 

entrance) 
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Borough Destination Day 
Mode 

of 
travel 

Route taken & 
operator 

Time of 
departure 

Total journey 
time (from origin 

to final stop)** 
Google TRACC* 

TRACC 
time 

period 

Cost of each 
leg 

Total cost 
of journey 

Journey 
time (from 
final stop 

to hospital 
main 

entrance) 

South 
Tyneside 

 

Crawley 
Avenue, 
Hebburn 

Tuesday Bus & 
Metro 

16 – Stagecoach 

Green Line – 
Nexus 

27 – Go North 
East 

15:11 59 mins 58 mins 43 mins 14:00 – 
16:00 

16 = £1.70 

Metro (to 
Pelaw) = 

£2.60 

27 = £1.60 

£5.90 5 mins 

Ashwood Croft, 
Hebburn 

Wednesday Bus & 
Metro 

700 – Go North 
East 

Green 
Line/Yellow 
Line – Nexus 

15:16 1 hour 4 mins 51 mins 58 mins 14:00 – 
16:00 

700 = £1.25 

Metro (to 
Pelaw) = 

£2.60 

 Metro (to 
Hebburn) = 

£1.70 

£5.55 12 mins 

Salem Street, 
Jarrow 

Saturday Metro Green 
Line/Yellow 
Line – Nexus 

16:15 1 hour 5 mins 56 mins 55 mins 14:00 – 
16:00 

- - 16 mins 

Sunderland Farringdon Thursday Bus 35 – Go North 
East 

17:00 19 mins 18 mins 13 mins 17:00 – 
19:00 

- £2.20 2 mins 

*   TRACC times for return journeys from SRH assumed to be the same as journeys to SRH.

**The journey time from the final stop/interchange has been divided by two and the result has been added to the total journey time indicated above (from origin to final stop) 

to correlate with the time that car drivers enter the hospital car park. 
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5. Results - Trips to QEH 

Journeys by car 

5.1 Table 5-1 shows the journey time recorded by car for a trip to Queen Elizabeth Hospital, Gateshead (QEH) from Jarrow, South Tyneside. This journey was 

recorded to be within five minutes of that predicted by TRACC and Google. 

Table 5-1: Recorded journey times by car to QEH, Gateshead 

Borough Origin Day 
Time of 

departure 

Total journey 
time (time 

entered car to 
time arrived at 

final destination 

Google* TRACC 
TRACC 

time period 

Journey 
time (from 
car park to 

hospital 
main 

entrance) 

South Tyneside Mons Avenue, Hebburn Tuesday 19:50 18 mins 16 mins 13 mins 19:00 – 
21:00 

- 

 

Journeys by public transport  

5.2 Table 5-2 shows journey times recorded by public transport for trips to Queen Elizabeth Hospital, Gateshead (QEH) from South Tyneside origins. A total of 

four journeys were made during the field testing exercise. Of these: 

 Two journeys were within ten minutes of that predicted by Google.  

 Two further journeys were more than ten minutes longer than that predicted by Google.  

  



 25  
 

Table 5-2: Recorded journey times by public transport to QEH, Gateshead 

Borough Origin Day 
Mode 

of 
travel 

Route taken 
& operator 

Time of 
departure 

Total 
journey 

time (from 
origin to 

final 
stop)* 

Google TRACC 
TRACC 

time 
period 

Cost of each 
leg 

Total cost 
of journey 

Journey 
time (from 
final stop 

to hospital 
main 

entrance) 

South 
Tyneside 

Salem 
Street, 
Jarrow 

Tuesday Bus & 
Metro 

Yellow Line – 
Nexus 

93 – Go North 
East 

14:22 49 mins 40 mins Not modelled Metro (to 
Gateshead) = 

£2.40 

93 = £1.60 

£4.00 3 mins 

Mons 
Avenue, 
Hebburn 

Tuesday Bus & 
Metro 

Yellow Line – 
Nexus 

1 – Go North 
East 

 

17:05 42 mins 36 mins - £4.00 4 mins 

Mons 
Avenue, 
Hebburn 

Thursday Bus & 
Metro 

Yellow Line – 
Nexus 

68 – 
Gateshead 

Central Taxis 

 

15:00 44 mins 32 mins Metro (to 
Gateshead) = 

£2.40 

68 = £1.60 

£4.00 3 mins 

Salem 
Street, 
Jarrow 

Friday Bus & 
Metro 

Yellow Line – 
Nexus 

93 – Go North 
East 

17:02 50 mins 38 mins - - 2 mins 

* The journey time from the final stop/interchange has been divided by two and the result has been added to the total journey time indicated above (from origin to final stop) 

to correlate with the time that car drivers enter the hospital car park.  

5.3 Although for certain public transport journeys, a ticket cost was not recorded by testers, the below table indicates the most suitable ticket options for the 

recorded journeys indicated above. For all journeys to QEH from South Tyneside, it would be recommended to use the Network One Day Rover ticket, due 
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to the requirement to use both metro and bus for the most efficient journey time, costing £7.20 for one day, or £23 for one week. This is illustrated in Table 

5-3 below.  

Table 5-3: Most cost-effective ticket options for recorded journeys 

Journey description 
Field testing cost (for single 

journey) 
Most efficient ticket cost Most appropriate ticket (day) Weekly ticket cost 

Salem Street, Jarrow to QEH £4.00 £7.20 Network One Day Rover = £7.20 £23 (Network One Week Ticket) 

Mons Avenue, Hebburn to QEH £4.00 £7.20 Network One Day Rover = £7.20 £23 (Network One Week Ticket) 

Mons Avenue, Hebburn to QEH £4.00 £7.20 Network One Day Rover = £7.20 £23 (Network One Week Ticket) 

Salem Street, Jarrow to QEH Not recorded £7.20 Network One Day Rover = £7.20 £23 (Network One Week Ticket) 
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6. Results - Trips to RVI 

Journeys by public transport  

6.1 Table 6-1 shows journey times recorded by public transport for trips to Royal Victoria Infirmary, Newcastle (RVI) from South Tyneside origins. A total of 

four journeys were made during the field testing exercise. Of these: 

 One journey was within five minutes of that predicted by Google.  

 One journeys was within ten minutes of that predicted by Google.  

 Two journeys were more than ten minutes longer than that predicted by Google. 

 Table 6-1: Recorded journey times by public transport to RVI, Newcastle 

Borough Origin Day 
Mode 

of 
travel 

Route taken & 
operator 

Time of 
departure 

Total 
journey 

time (from 
origin to 

final stop) 

Google TRACC 
TRACC 

time 
period 

Cost of 
each leg 

Total 
cost of 

journey 

Journey time 
(from final 

stop to 
hospital 

main 
entrance) 

South 
Tyneside 

Salem 
Street, 
Jarrow 

Monday Metro Yellow Line - 
Nexus 

17:38 48 mins 37 mins Not modelled - £2.60  

8 mins 

Salem 
Street, 
Jarrow 

Wednesday Metro Yellow Line - 
Nexus 

15:24 40 mins 37 mins - £2.60  

8 mins 

Mons 
Avenue, 
Hebburn 

Thursday Metro Yellow Line - 
Nexus 

17:40 42 mins 33 mins - £2.60  

8 mins 

Mons 
Avenue, 
Hebburn 

Friday Metro Yellow Line - 
Nexus 

14:22 44 mins 33 mins - £2.60  

8 mins 
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6.2 For trips to RVI, the most cost-efficient option was used for all journeys, i.e. using the metro, keeping the costs to around £2.60 for a single fare or £4 for a 

return (Metro Day Saver). However, if this journey was to be made more than once per week, a week ticket option such as the Metro Saver week ticket 

would be most appropriate. This is outlined in Table 6-2 below.  

Table 6-2: Most cost-effective ticket options for recorded journeys 

Journey description Field testing cost Most efficient ticket cost Most appropriate ticket (day) Weekly ticket cost 

Salem Street, Jarrow to RVI £2.60 £4  

Metro Day Saver (Two Zones)- £4 

 

Metro Saver Week (Two Zones) - 
£15.50 

Salem Street, Jarrow to RVI £2.60 £4  

Metro Day Saver - £4 

 

Metro Saver Week (Two Zones) - 
£15.50 

Mons Avenue, Hebburn to RVI £2.60 £4  

Metro Day Saver - £4 

 

Metro Saver Week (Two Zones) - 
£15.50 

Mons Avenue, Hebburn to RVI £2.60 £4  

Metro Day Saver - £4 

 

Metro Saver Week (Two Zones) - 
£15.50 
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7. Summary and conclusions 

7.1 Table 7-1 shows a summary of the differences in journey times between recorded and TRACC, and between different modes of travel. It can be seen that 

the majority of journey times that were recorded were within five minutes of or faster than that predicted by TRACC.  Not all journeys that were field 

tested had been modelled in TRACC, so this table only includes journeys where valid comparisons could be made. 

Table 7-1: Summary of journey time differences 

Mode of travel 
Up to 5 minutes longer than or faster 

than TRACC 
Up to 10 minutes longer than TRACC 

More than 10 minutes longer than 
TRACC 

Car 27 8 9 

Public Transport 7 6 21 

Total 34 14 30 

 

7.2 On public transport journeys, there was a substantial proportion of field-tested public transport journeys which were more than ten minutes longer than 

predicted by TRACC.  It was noted during the previous field testing exercise that the TRACC public transport journey times appeared to align more closely 

with the metro journey times and a number of the public transport field testing journeys that have been recorded as longer than the TRACC times have 

been undertaken by bus. Whilst some journey time differences between field testing and TRACC were significant, for some public transport journeys the 

most time efficient route was not always used. For example, for the public transport journey from South Shields to STDH, by using the most efficient route, 

approximately 30 minutes could have been saved on the journey time (Table 3-4). Similar time savings can be identified for trips to SRH.  This may be due to 

unfamiliarity of the testers with the public transport network and with the journey that they were asked to make. 

7.3 The most cost-efficient ticket options have been outlined in the body of this Technical Note. We would expect most patients or visitors to the hospitals to 

make return journeys, so day ticket options such as the Network One Day Rover or Stagecoach Dayrider are usually the most efficient options for the 

majority of journeys. However, in some instances day return tickets may be more cost effective.  
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7.4 With regards to car journeys, the correspondence between field tested journey times and TRACC average journey times was much better, giving good 

confidence in the TRACC accessibility modelling results.  Longer field testing journey times may be due to field testers being unfamiliar with certain routes 

or they may have encountered particularly heavy traffic conditions, since there is significant journey time variability in urban travel. 

7.5 TRACC and Google journey time planner both use data gathered from a range of sources, including published public transport timetables and typical road 

conditions gathered from Trafficmaster raw GPS speed data. Information feeding into these datasets has been sourced over hundreds of days.  Conversely 

the field testing journeys are a small number for journeys taken on a few occasions, so are only a ‘snapshot’ of conditions on one day.  
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Pre-consultation engagement  
 

The NHS partners know from conversations with the public both before and during the public 
consultation on the Path to excellence that people are very concerned about how they will reach 
hospital services as a result of any future changes to the way services are arranged. 
 
In the pre-engagement period, from November 2016 to March 2017, a number of activities were 
carried out in order to develop how the issues related to travel and transport could be 
understood. 
 
A scope to commission an independent review was developed by the Path to Excellence 
communications and engagement task and finish group, with input from Health Watch 
organisations. The scope was shared with the Joint Overview and Scrutiny committee. 
 
The scope was then used to procure a specialist company with expertise in travel and transport – 
elected members from the Joint Health Overview and Scrutiny Committee were invited to take 
part in this procurement assessment. 
 
The scope included looking at the following aspects of travel and transport: 
 

 the current level of availability of public transport, including frequency, hours of operation, 
variety of routes between (South Tyneside District Hospital and Sunderland Royal Hospital 

 levels of access to public and private transport and the barriers to access 

 how patients, staff and others currently travel to access services 

 how much travel already happens from one area to another 

 the cost of public transport 

 parking arrangements, capacity, use and costs at the hospital sites, including any 
concessions already in existence 

 patient transport access criteria and take up 

 review of community interest transport or volunteer transport arrangements, for example 
dial a ride 



 
 
 

 national and local NHS policies for providing assistance for travel 

 review of existing travel and transport policy for both trusts – for patients, carers and staff 

 information about what other organisations have done to improve access following 
reconfiguration of services 

 the practical challenges of travelling between the two areas 
 
Integrated Transport Planning (ITP) Ltd were successful in winning the contract. 
 
In November 2016, a travel and transport stakeholder event was held in order to assist ITP to 
make contacts to carry out the review, and provide an opportunity for stakeholders to raise issues 
of concern and interest. 
 
During this period, the Path to Excellence programme was carrying out targeted engagement 
with local area ward committees, patients with experiences of the services under review, and 
travel and transport issues were being identified through this activity to inform the independent 
review. Travel and transport issues from the equality impact assessment were also captured and 
incorporated into the travel and transport review, to include for example levels of depravation, car 
ownership. 
 
ITP’s independent report suggested different measures that could help reduce the travel impacts 
of the proposed service changes, which include: 
 

 ensuring patients and visitors have accurate, up to date information about their travel 
choices, including public transport information, and are aware of journey planning tools 
and facilities 

 ensuring patients and visitors have accurate information about parking choices and costs 

 providing patients with information about schemes that offer assistance with travel costs 

 providing travel information with appointment letters 

 promoting the existing policy of allowing patients to schedule appointment times that ease 
their travel arrangements 

 introducing improved bus services serving the two hospitals sites 
 

Consultation phase 
 
During the consultation phase from July to October 2017 the programme shared the work carried 
out on travel and transport, and the public have helped the NHS understand the further risks in 
relation to travel and transport and what might be needed to mitigate some of these risks.  
 
Views, comments and suggestions were collected through-out the public consultation period and 
these were collated to inform a dedicated public event specifically focusing on travel and 
transport issues on 4th October 2017. This work was further developed with participants ideas 
and issues collected from this event and are included as appendix 1. 
 
The public event informed agenda for a second travel and transport stakeholder event held on 
11th October 2017. In attendance were bus operators, council transport officers, the Tyne and 
Wear public transport users group, Nexus (the passenger transport authority), North East 
Ambulance Service and South Tyneside and Sunderland elected members with portfolios from 
travel and transport, and local Health Watch.  



 
 
 

 
There was broad agreement to establish working groups to take matters around transport and 
travel forward, the details of all this activity has been published on the path to excellence website. 
 
People attending agreed to create two new working groups – one to specifically around NHS 
issues such as clinical transport, ambulances, car parking and a second group to focus on public 
transport such as bus, metro, interchanges and ticketing. 

Working group  
 

The travel and transport working group met for the first time on 24 November 2017 at Sunderland 
Royal Hospital and 17 members of the group attended.  
 
Agenda items for the meeting included: 

 Recap of October stakeholder event  

 Draft terms of reference  - included as appendix 2 

 Review of issues and ideas log to assess 

o Quick wins 

o Medium priorities  

o Complex issues  

 Consideration of task and finish groups to take issues forward 
 

The group provided the following feedback on the travel and transport issues and ideas log  

 Information needs to be made widely available to the public, not just online.  

 Travel companies are working together to ensure cross ticket.  

 Bus companies are prepared to engage and an update this week received around a bus 
from Hebburn to STDH – very positive. 

 Use local papers to tell people where information is.  

 Look to reduce number of transfers.  

 Secured bus services not an option for Council to fund.  

 Key service users are staff and they help create sustainable routes for transport 
companies.  

 Journey planning tools to be utilised. 

 Reassuring to hear we are also concerned about people to get from Sunderland to South 
Tyneside District Hospital.  

 We need the numbers of people travelling for us to create proposals.  

 Feedback around bus numbers being slightly confusing around bus services using the 
same bus numbers.  

 

Key tasks to help minimise travel and transport impact 
A number of early key tasks have been identified to date and these include: 
 

 Co-ordinated communications and marketing strategy – NHS and transport operators to 
work together to develop information tools together. 

 Mapping and leaflets – bus operators are willing to prepare a leaflet that summarises the 
bus and Metro links that serve each hospital, along with other helpful information about 



 
 
 

public transport access.  Nexus is willing to take the lead in distributing the leaflet to 
established recipients within each hospital 

 Personalised journey planning – through the Nexus Livemap, a resource exists to provide 
individual journey plans for people’s appointments, which can be included in appointment 
letters.  Nexus can provide relevant Trust staff with training on how to prepare these 
individual journey plans.  Nexus can also work with the Trust to source a system that can 
automate this process for a large number of appointments in a single database; 

 Discounted staff travel tickets – bus operators and Nexus can work with the Trust to 
promote existing and develop new discounted travel offers for Trust staff. Trusts already 
benefit from some corporate travel schemes on offer in the area.  The use of a staff card 
as proof of eligibility for these discounted products can be considered; 

 New patient/visitor travel tickets – should there be a demonstrable demand, bus operators 
can consider developing a multi-operator day ticket for people accessing the two hospitals, 
which could be helpful for people who need to interchange between a Stagecoach and a 
GNE bus to access the hospital; 

 Bus stop information – Nexus can explore the opportunity to add a Hospital Access logo to 
bus stop information boards where they are served by frequent routes that link directly to 
hospitals;  

 Bus information displays in hospitals – Nexus is developing a simple piece of equipment 
that can display real-time information about forthcoming bus departures from nearby 
stops.  This equipment could be made available for the Trusts to display bus information 
on their existing TV screens and displays; and 

 Travel planning resources – if Trusts make available resources from their travel planning 
teams, initially to co-ordinate the production of personalised travel plans and distribute 
leaflets across the health sector.  This commitment will hopefully develop into a resource 
for the Trusts that, based on experience elsewhere, can develop into a Travel Plan Co-
ordinator role.  This co-ordinator can work with bus operators and Nexus to develop 
extended and amended bus services, and other transport initiatives, that will further 
improve access to the hospital sites. 

Appendix 1 Issues and idea log 
Updated 03/11/17  
 
The information below has been collated from public consultation feedback during the path to 
excellence consultation programme to date.  
 
This log will be updated with further information as it becomes available, for example from focus 
groups and survey work. Please contact the programme with further issues and ideas to be 
included in the log. 
 

Issues raised so far 
Theme Category Issue Who can influence this? 

Clinical transport – 
ie Ambulances and 
emergency 
response  
 

All clinical 
areas 

What would be the 
increased need for 
ambulance services as a 
result of changes? 

 NEAS. 

 What has been the impact on 
NEAS since stroke services?  

 Community transport 
services. 

 St. John’s Ambulance.  

 Involve the University in 



 
 
 
Theme Category Issue Who can influence this? 

Sunderland, looking at stroke 
data and NEAS prepare for 
the change.  
 

 
Clinical, patient and 
visitor/relative 
transport 

All clinical 
areas 

What can the NHS 
and/or CCG fund around 
transport? 
What are the LA able to 
subsidise? 
 
 

Can they fund this? NUTH have a bus 
funding by the trust that is 
predominantly used by staff.  
Direct buses and transfers between 
hospitals are two different things.  

 Director of finance – CCG 

 Have they got any money for 
this or will they have with the 
shift into primary care?  
 

Patient and 
visitor/relative 
transport 
 
 

All clinical 
areas  

What is the position of 
the PTA (nexus) and all 
public transport 
operators? 
Are they able to help? 
What are their views on 
what they can do to 
minimise the impact of 
these changes? 
 

 Bus companies – what can 
they provide?  

 BUT they want a public 
service  

 NEXUS – have a budget but 
it is being reduced, money 
has to come from somewhere 
else.  

 Staff transport issues.  

 Ask and publish response. 
Patient and 
visitor/relative 
transport 
 

All clinical 
areas 

What are the local 
authorities’ role in 
supporting changes to 
transport to minimise 
impact on local people 
who need to use public 
transport? 
 
 

 Free area for park and ride.  

Patient and 
visitor/relative 
transport 
 

All clinical 
areas 

Are there community 
interest or third sector 
transport providers that 
could be funded? 
 

 What always fascinates me is 
the taxi services run at 
supermarkets – how do they 
do it?  

Clinical transport  
 

Stroke If time is important in a 
stroke, it would increase 
the time for South 
Tyneside patients to go 
to Sunderland – could 
this cause harm? 
 

 

Clinical transport  
 

Stroke What happens if 
someone presents to 
South Tyneside with a 
stroke – how long would 

 



 
 
 
Theme Category Issue Who can influence this? 

it take to transfer? 
How would this be done? 
A hospital is considered 
a place of safety by the 
ambulance service so 
what is the target time to 
transfer? 
 

Clinical transport  Maternity  Concern of change from 
low risk to high risk or 
develop complications 
during labour which 
would need obstetric 
care - how will mum and 
baby be transferred? 
How long would it take? 
A hospital is considered 
a place of safety by the 
ambulance service so 
what is the target time to 
transfer? 
 

 

Visitors and relative 
transport to visit 
patients in hospital 
– ie particularly for 
longer periods of 
time 
 

Maternity Concern about travel for 
fathers and relatives to 
visit 
 

 Involve young fathers group, 
young parents groups run in 
various locations organised 
by social services – go and 
listen.  

Patient transport – 
ie getting to and 
from hospital 
without the need for 
emergency 
ambulance 
 

Paediatrics  Concern about travel to 
and from Sunderland 
during the day and late 
at night on public 
transport 
 

 Reasonable adjustments and 
flexibility.  

 CCG and NEAS responsible.  

 Not on the bus and raise the 
profile.  

Clinical transport Paediatrics What would happen if a 
child attended South 
Tyneside and should 
have gone to Sunderland 
– how would they 
transfer? 
 

 

Clinical transport Paediatrics Concern about 
transferring children and 
newborn babies from 
South Tyneside District 
Hospital (STDH) to 
Sunderland Royal 
Hospital (SRH) will there 
be a paediatric trained 
paramedic on transfer as 
children are different to 

 NECTAR can help and 
influence this (neonatal 
transport). 

 Fund the transport services 
correctly.  

 Focus on reducing anxiety 
around parking.  



 
 
 
Theme Category Issue Who can influence this? 

adults? 
 

Patient transport Paediatrics Concern about driving to 
Sunderland with a poorly 
child  
 

 Named local supporters.  

Visitors and relative 
transport 

Travel costs Concern over additional 
public transport costs for 
people on low incomes – 
ie longer bus/metro or 
taxi 
Particularly in relation to 
night time 
 

 Local authorities/hospitals – 
ensure information is 
available about access to 
travel schemes and permits 
for monthly parking charges.  

 Maximise the benefits 
system.  

 Have low income people 
been consulted because not 
everyone has a car.  

Visitors and relative 
transport 

Travel costs Concern about parking 
costs and parking eye 
 

 Hospitals. 

 Radically change the policy – 
parking is important, not just 
an income stream.  

Visitors and relative 
transport 

Travel costs Car parking capacity at 
both hospital sites 
 
 

 

Patient transport Accessibility Access to NHS patient 
transport service – 
requires 5 days’ notice 
and has a strict eligibility 
criteria 
 
 
 

 NEAS 

 Go private.  

 Not flexible, not accessible for 
people with disabilities.  

Patient transport Travel costs Help with health care 
travel costs scheme only 
a narrow group of people 
benefit plus it is not 
widely known 

 Widen the group.  

Patient transport Travel costs Costs for taxi travel with 
no prospect of being 
reimbursed 
 

 How does the scheme 
running from supermarkets 
do it? It amazes me at 
Morrison’s in Jarrow.  
 

Visitors and relative 
transport 

Accessibility Concern with lack of 
familiarity of Sunderland 
Royal and this will cause 
barriers and fears for 
relatives to visit 

  ‘The Wise Group’ – 
organisation can train people 
with leaning disability/autism 
to overcome fears.  

 Sunderland People First can 
also help with this.  



 
 
 
Theme Category Issue Who can influence this? 

 

Clinical transport All clinical 
areas 

Concern that there will 
be an increase of people 
dialling 999 because 
they are not able to 
travel themselves  
 

 Discuss with the police.  

Patient transport/ 
Visitors and relative 
transport 

Accessibility Not all buses are wheel 
chair accessible – need 
to ensure hospital routes 
are 
 
 
 
 

 Increase in number of 
accessible buses.  

 NEXUS/bus companies – 
also raise issue that bus 
drivers don’t wait for 
wheelchair users to be settled 
before driving off.  

 Discuss with wheelchair 
users and transport providers 
and wheelchair 
manufacturers – Champion in 
this areas Sir R Dyson.  

Visitors and relative 
transport/staff 
transport  
 
 
 

 Concern about increased 
parking in residential 
areas around hospital 
sites and impact on local 
residents 

 Are there areas where lay-by 
parking could be established?  

 

Ideas for potential solutions – sources – equality impact, travel impact and public consultation 
feedback 
 
Theme  Category Idea/suggestion Who can influence this? 

Patient transport/ 
Visitors and 
relative transport 

Accessibility Ensuring patients and 
visitors have accurate, up 
to date information about 
their travel choices, 
including public transport 
information, and are 
aware of journey planning 
tools and facilities 
 

 Hospitals and bus companies  

 Leaflet (easy read) to outline 
how to travel from South 
Tyneside (all routes) to 
Sunderland Royal Hospital.  

 Use social media.  

 NHS travel coordinator.  

Patient transport Accessibility Provide travel information 
with appointment letters 
 
 
 

 Leaflet (easy read) to outline 
how to travel from South 
Tyneside (all routes) to 
Sunderland Royal Hospital. 

 And more eg. Parking.  
Patient transport/ 
Visitors and 
relative transport 

Accessibility Undertake patient and 
public information 
campaigns to maximise 
the benefits of any new 
transport service 
 

 Bus companies, local 
authorities, CCGs and trusts.  

 Use local radio. 



 
 
 
Theme  Category Idea/suggestion Who can influence this? 

Patient transport/ 
Visitors and 
relative transport 

Accessibility Future service user 
experience surveys to 
monitor and evaluate 
travel needs and 
experiences with 
reference to differences 
between equality groups 
in South Tyneside and 
Sunderland  
 

 Make this ongoing, set up like 
trip adviser – use fee info.  

Patient transport/ 
Visitors and 
relative transport 

Accessibility Oversight arrangements to 
be introduced to scrutinise 
user experience and 
ensure that this 
information is translated 
into appropriate service 
developments where 
necessary. 
 

 Use members and potential 
governors of both institutions, 
the hospital will have a list and 
can get your permission.  

Patient transport/ 
Visitors and 
relative transport 

Travel cost 
and 
accessibility 

Ensuring patients and 
visitors have accurate 
information about parking 
choices and costs 
 
 

 Create an app.  

Patient transport Travel cost Providing patients with 
information about 
schemes that offer 
assistance with travel 
costs 
 
 

 Several leaflets and on app.  

Patient transport/ 
Visitors and 
relative transport 

Travel cost 
and 
accessibility 

Promoting the existing 
policy of allowing patients 
to discuss and schedule 
appointment times that 
ease their travel 
arrangements 
 
 

 Build it in to how the hospital 
works.  

Patient transport/ 
Visitors and 
relative transport 

Accessibility Introducing improved bus 
services serving the two 
hospitals sites 
Request to have direct to 
hospitals 
 
 

 Dedicated services and well 
run park and ride could offer 
much to solution.  

Patient transport Accessibility Increase the number of 
out-patient clinics at South 
Tyneside District Hospital 
to minimise travel to 
Sunderland 
 

 Use the large primary care 
premises, there must be at 
least four in South Tyneside.  



 
 
 
Theme  Category Idea/suggestion Who can influence this? 

 

Patient transport Travel cost 
and 
accessibility 

Consider charitable 
transport for example daft 
as a brush 
 
 
 

 Could plug gaps for particular 
areas, such as paediatrics. 

Patient transport/ 
Visitors and 
relative transport 

Travel cost 
and 
accessibility 

Hopper service subsidised 
and wheel chair friendly 
 
 

 Service provider.  

Patient transport/ 
Visitors and 
relative transport 

Travel cost 
and 
accessibility 

Through ticketing from ST 
hospital to Sunderland 
Hospital and vice versa 
 
 
 

 Transport providers.   

Patient transport/ 
Visitors and 
relative transport 

Travel cost 
and 
accessibility 

Better bus access on to 
each hospital site – 
dropping off at each main 
entrance 
 
 
 

 Trusts and bus companies.  

 Design in to future changes, 
they are for CEO of trust. 

Patient transport/ 
Visitors and 
relative transport 

Travel cost 
and 
accessibility 

Improve car parking, 
number of disabled bays 
and parking costs on both 
sites – request to scrap 
charges 
 
Provide cheaper parking 
for long term visitors 
 
Build a multi-story at 
South Tyneside 
 

 Hospitals (trusts) to decide. 

 Impossible to improve at 
Sunderland.  

 Too much staff parking at 
South Tyneside, told it would 
cost £60,000 to change to 
public spaces.  

 Don’t provide parking but a 
close and excellent park and 
ride service.  

 Ask experts in field.  
Visitors and 
relative transport 

Accessibility Better information for 
visitors to SRH as it is a 
large site in particular 
around stroke, maternity 
and paediatrics  
 

 Travel information should be 
included with an appointment 
letter and also clear 
information on which entrance 
to use and where to go. This 
would be for the Foundation 
Trusts to do.  

 Information on an app, google, 
interactions.  

Patient transport Travel cost 
and 
accessibility 

More telehealth and video 
links 
 
 

 Central government, 
Department of Health. 

 111 – NEAS have a similar 
service with skype to patients 
and crews can stream to the 
control room.  



 
 
 
Theme  Category Idea/suggestion Who can influence this? 

 Involve providers and expert 
users.  

Patient transport/ 
Visitors and 
relative transport 

Travel cost 
and 
accessibility 

Employ a travel co-
ordinator – other local 
trusts have done so – job 
to ensure travel strategy 
works for people and 
improve patient 
experience 
 

 Good to work with partners as 
a specific point of contact. Not 
a full time permanent role 
though.  

 CEO of Trust and AO CCG. 

 Fund through Healthwatch i.e. 
contract a service through 
Healthwatch.  

Patient transport/ 
Visitors and 
relative transport 
 
 

Travel cost 
and 
accessibility 

What do other trusts with 
multiple sites do? Are their 
ideas from eg Northumbria 
Healthcare when they 
opened their new 
hospital? 
 

 Hopper bus and patient 
transport.  

 Increased transfer between 
sites (NEAS).  

 Parking profit could be 
reinvested.  

 Park and ride scheme.  

 Transport providers. 
Patient transport Travel cost 

and 
accessibility 

Suggestion of a travel 
medical card – for 
example allowing £120 
credit per year 
 
 

 Means testing is complicated 
and unfair.  

 Transport committee to 
influence.  

 Oyster works, talk to Transport 
for London or metro/other 
providers.  

 
Patient transport/ 
Visitors and 
relative transport 
 
 

Accessibility Introduction of a direct bus 
service between two 
hospital sites 

 Not practical, journey does not 
start at each hospital.  

 Multiple routes to hospital, not 
just direct.  

 South Tyneside’s new 
interchange could be a place 
for the direct route.  

 Ask those who have done this 
and do literature research. 

 Use community transport, 
minibus based at South 
Tyneside cheaper than bus 
company.  
 

Patient transport/ 
Visitors and 
relative transport 

Travel cost 
and 
accessibility 

Special considerations for 
parents on a low income – 
how can they get their 
child to Sunderland 
quickly with no car – could 
a charity scheme be 
introduced?  
 

 Make claim information 
available and easily 
accessible.  

 Publicise scheme.  

 Minibus running through the 
night.  

 There is an issue around 



 
 
 
Theme  Category Idea/suggestion Who can influence this? 

Would need to have 
child/baby seats etc Could 
this also take them home? 

paying first and claiming back.  

 CCGs and NEXUS to 
influence.  

 Involve the benefits agencies.  
 

Clinical transport  Response 
times  

New policy around 
ambulance response 
times – can this be used 
to have a new local 
response time for a 
hospital transfer? 
 
‘Place of safety’ could 
potentially cause harm if 
the stroke patient does not 
get to the specialist unit to 
benefit from the specialist 
care – or similar for mum 
who goes from low to high 
risk and needs a transfer 
from home birth to MLU or 
from MLU to obstetric 
centre  
 

 Commissioners (CCGs)  

 Can’t buy a perfect system, a 
dedicated vehicle could be 
great of patient one and not 
patient two.  

 Look at the Friarage model 
(vehicle to transfer with staff at 
hospital).  

 See if there already is one.  

 Volunteer car service.  
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Executive summary 

 

 

The Northern England Strategic Clinical Networks have written this stroke service review 

to highlight commissioning and provider organisations in the North East and North 

Cumbria, areas of good care and where there needs to be a region wide focus on 

improvement. 

Stroke is a preventable and treatable disease that is the third biggest cause of death in 

the UK and the largest single cause of severe disability. Each year in England 

approximately 110,000 people1 have a first or recurrent stroke which costs the NHS over 

£2.8 billion. 

The SSNAP data for the network, shown in appendix 2 and 3, shows a varied 

performance across the stroke units.  There are areas of consistent good practice, for 

example in patient rehab however many units are struggling to achieve above a ‘C’ 

across the domains. 

National recommendations propose minimum and maximum numbers of stroke patients 

that any one stroke unit should see in a year.  These numbers alone suggest that in this 

network there are too many hyper-acute stroke units, which could have a negative impact 

on the quality of care experienced by many patients. 

Additionally, in the network, we do not have the numbers of stroke consultant physicians 

or other consultants trained in the management of stroke to be able to provide the 

extended hours emergency cover for acute stroke patients.   

The Network recommends that there is a reduction in the number of stroke units in the 

region with the overall aim of improving the quality of care for stroke patients.

                                                           
1
 Scarborough P, Peto V, Bhatnagar P et al. Stroke Statistics. London: British Heart Foundation and Stroke 

Association, 2009 
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Purpose 

The purpose of this report is to establish an overview of the current provision of stroke 

and TIA services across the network, to identify areas of good practice and to highlight 

where significant gaps still exist.  The document is intended to support the existing and 

future work of CCGs and providers in delivering Stroke and TIA services in line with the 

evidence base and current guidance. 

Background 

Significant improvements have been achieved across the network since the publication 

of the National Stroke Strategy in 20072.  The 4 Year on Report – The North East 

Progress3, published by the North of England Cardiovascular Network (NECVN) in 

2012, provided a comprehensive review of how the network was performing against 

each of the quality markers in the National Stroke Strategy. 

Since that report clinical networks have changed and in April 2013 the NECVN ceased 

to operate as an organisation and was replaced by the Northern England Strategic 

Clinical Network (NESCN), part of NHS England.  This involved the footprint of the 

network changing to include North Cumbria.  However, despite the wider remit and 

infrastructure changes that came with this, the NESCN was committed to continue to 

drive up the quality of stroke services to improve even further patient experience and 

outcomes.   

This document considers the growing bank of evidence on what makes a successful 

service, provides a stock take of how services are being provided and how individual 

providers are performing against current national standards.  The document also 

summarises work underway at a CCG and provider level and evaluates how current 

services are performing and events that could potentially destabilise the models. 

The NESCN continues to sustain good stakeholder engagement and supports a Stroke 

Advisory Group, chaired by the Stroke Clinical Lead and Stroke, and a Rehabilitation 

Group which both meet on a quarterly basis.  A Regional Stroke Oversight Group was 

also formed in 2014 which is chaired by the Regional Medical Director and is frequently 

attended by the National Stroke Clinical Lead.  Quarterly National SCN Stroke Leads 

meetings also ensure that there is sharing and learning from across the country brought 

back to region.  Locality Stroke Groups continue to meet and have action plans to 

address further areas of improvements.   

What is a stroke? 

Stroke is caused by a disturbance to the blood supply to the brain and can leave a 

lasting and profound impact on how people move, see, speak, feel or understand their 

                                                           
2
 National Stroke Strategy (2007) Department of Health, accessed from 

http://webarchive.nationalarchives.gov.uk/20130107105354/http:/www.dh.gov.uk/en/Publicationsandstatistics/P
ublications/PublicationsPolicyAndGuidance/DH_081062 
3
 The 5 year on report (2012) North of England Cardiovascular Network, accessed from www.nescn.nhs.uk 
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world. Stroke is a medical emergency in which time is critical; the faster someone 

reaches expert help, the greater their chances of making a full recovery or reducing the 

risk of long term disability. Patients who are left with residual disability need timely, high 

quality services and longer term support in many aspects of their lives. Stroke is a major 

health problem in the UK. It is a preventable and treatable disease that is the third 

biggest cause of death in the UK and the largest single cause of severe disability. Each 

year in England, approximately 110,000 people4 have a first or recurrent stroke which 

costs the NHS over £2.8 billion. 

There are two main types of stroke:  

Ischaemic - the most common form of stroke, caused by a clot narrowing or blocking 

blood vessels so that blood cannot reach the brain. This leads to death of brain cells 

due to lack of oxygen. 

Haemorrhagic - caused by bursting blood vessels producing bleeding into the brain 

and brain damage. 

A Transient Ischaemic Attack (TIA), sometimes called a ‘mini-stroke’ is also a medical 

emergency. During a TIA, blood supply to part of the brain is interrupted for a very short 

time. The symptoms are the same as for a stroke but usually last only for between a few 

minutes to a few hours, and disappear completely within 24 hours. A patient who has 

had a TIA is at increased risk of having a stroke and after assessment may need to start 

preventative treatment straight away.  

Stroke mortality rates in the UK have been falling steadily since the late 1960s. The 

development of stroke units and the further reorganisation of services following the 

advent of thrombolysis, have resulted in further significant improvements in mortality 

and morbidity from stroke5. However the burden of stroke is likely to increase in the 

future as a consequence of the ageing population. 

The acute stroke pathway 

Hyper-acute stroke services (72 hours post symptoms) enable patients to have rapid 

access to the right skills and equipment and be treated 24/7 on a dedicated stroke unit, 

staffed by specialist teams.  Following a stroke, a patient is taken directly to a hyper-

acute stroke unit where they will receive expert care, including immediate assessment, 

access to a CT scan and clot-busting drugs (if appropriate) within 30 minutes of arrival 

at the hospital. 

It is clear that patients presenting with a stroke to hospital should be cared for in a 

specialist stroke unit, under the care of a multidisciplinary team including specialist 

nursing staff based in a designated for stroke unit. The intensity and nature of care 

required by the patient depends on the time lapsed after the stroke has occurred and 

the severity of the stroke. 

                                                           
4
 Scarborough P, Peto V, Bhatnagar P et al. Stroke Statistics. London: British Heart Foundation and Stroke 

Association, 2009 
5
 National Sentinel Stroke Clinical Audit, 2011 
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Patients should receive their care on a specialist Stroke unit. Initially this will be on a 

hyper acute unit and then post 72 hours on an acute unit.  Some services will have 

combined units. 

Hyper-acute stroke units (HASUs) For the first 72 hours of care post-stroke, including 

assessment for and the administration of, thrombolysis in suitable patientskey features 

include: continuous physiological monitoring(Electrocardiography (ECG), oximetry, 

blood pressure); immediate access to scanning for urgent stroke patients; direct 

admission from Accident and Emergency (A&E)/front door; senior specialist ward 

rounds seven days a week; acute stroke protocols/guidelines; nurses trained in swallow 

screening; and nurses trained in stroke assessment and management. 

Acute stroke units (ASUs) for subsequent (72 hrs +) acute hospital care. This 

includes ongoing specialist care, with 7 day therapies services (physiotherapy, 

occupational therapy, speech and language therapy, dietetics input), and effective Multi-

Disciplinary Team (MDT) working. 

Impact of stroke 

Social inequalities in stroke are persistent and premature death rates in the most 

deprived areas are around three times higher than in the least deprived. The prevalence 

of stroke among those aged over 75 is increasing in England; for men, the prevalence in 

this age group has increased from 9% in 1994 to 13% in 2006. Nearly 40% of men and 

more than 30% of women in England have high blood pressure, a key risk factor for 

stroke. Half of people with high blood pressure are not receiving any treatment. 

People from Asian, African and African Caribbean communities are at greater risk of 

having a stroke. Studies have highlighted that the incidence of stroke among black 

populations is more than twice that of white populations and that black populations also 

tend to have a stroke at a younger age than white populations.  

Stroke has a devastating and lasting impact on the lives of people and their families. 

Individuals often live with the effect for the rest of their lives. A third of people who have 

had a stroke are left with long-term disability6. The effects can include aphasia, physical 

disability, loss of cognitive and communication skills (e.g. leading to aphasia), 

depression and other mental health problems.  

Stroke costs the NHS and the economy approximately £8 billion a year, £3billion in 

direct costs to the NHS7. Our services are among the most expensive in the world and 

yet our outcomes compare poorly, with unnecessarily long lengths of stay and high 

levels of avoidable disability and mortality8.  

                                                           
6
State of the Nation, stroke Statisitics January 2015 accessed from https://www.stroke.org.uk/resources/state-

nation-stroke-statistics 
7
 NAO (2010) Progressing in improving stroke care report   

8
 Leal J, et al., ‘Economic burden of cardiovascular diseases in the enlarged European Union’, European Heart 

Journal 27, 1610–1619, 2006   
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There are 152,000 strokes a year in the UK, meaning that on average someone will 

have a stroke every 3.5 minutes.  However we also know that people in the most 

economically deprived areas are twice as likely to have a stroke as those from the least 

deprived9. Last year there were 5500 stroke in the North East and North Cumbria 

meaning that approximately every 90 minutes someone in our network will arrive at 

hospital having had a stroke. 

National Policy context  

Stroke Strategy 

The National Stroke Strategy10 provides the foundation for defining stroke services and 

outlines what is needed to create the most effective stroke services in England. The 

strategy identifies major stages in the stroke patient’s pathway and stresses a need to 

reorganise the way in which stroke services are delivered, from prevention through to 

support for those who have experienced a stroke.  

A whole pathway approach to the provision of stroke services is crucial to maximising 

the clinical outcomes for patients, the resultant quality of life and their experience of 

stroke services. The first 72 hours of care is vital to ensure the optimum clinical 

outcome for stroke survivors. This needs to be underpinned by an effective whole 

system pathway for assessment, discharge and repatriation to local stroke services, 

subsequent rehabilitation and longer term support. 

The strategy is intended to:  

• provide a quality framework against which local services can secure improvements to 

stroke services and address health inequalities relating to stroke over the next ten 

years;  

• provide advice, guidance and support for commissioners, strategic health authorities, 

the voluntary sector and social care in the planning, development and monitoring of 

services; and  

• inform the expectations of those affected by stroke and their families, by providing a 

guide to high-quality health and social care services. 

The national strategy sets out 20 quality markers that describe the features of a good 

service. The quality markers are designed to help commissioners, stroke networks and 

service providers judge the quality of their local services and plan for the improvements 

needed. These markers are distilled into a ten-point plan for action to guide those 

affected by stroke, their carers and the public in looking at the services available locally.  

                                                           
9
 https://www.stroke.org.uk/resources/state-nation-stroke-statistics 

10
 National Stroke Strategy (2007) Department of Health, accessed from 

http://webarchive.nationalarchives.gov.uk/20130107105354/http:/www.dh.gov.uk/en/Publicationsandstatistics/P
ublications/PublicationsPolicyAndGuidance/DH_081062 
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Since the publication of the stroke strategy a further number of key national documents 

have been developed around stroke care which includes:  

 Implementing the National Stroke Strategy-Imaging Guide. (DoH, 2008)11  

 NICE guideline ‘Diagnosis and initial management of acute stroke and transient 

ischaemic attack’ (2008) and the NICE Quality Standard for Stroke (2010)12  

 National Clinical Guidelines for Stroke 4th Edition (2012) Royal College of 

Physicians13  

 Stroke Service Standards (2010) British Association of Stroke Physicians14  

 Department of Health Supporting Life after Stroke (2011) Care Quality 

Commission15  

 NICE Guideline, Stroke Rehabilitation 2013. Guideline Number 1616 

 Cardiovascular Disease Outcomes Strategy –Improving Outcomes for People with 

or at risk of Cardiovascular Disease (2013) Department of Health17 

SSNAP –Sentinel Stroke National Audit Programme 

 
The SSNAP clinical audit18 collects a minimum dataset for every stroke patient, 

including acute care, rehabilitation, 6-month follow-up, and outcome measures in 

England, Wales and Northern Ireland. SSNAP is the single definitive data set for Stroke 

in England and has100% subscription rate across England. 

The 44 Key Indicators are grouped into 10 domains covering key aspects of the 

process of stroke care. Each domain is given a performance level (level A to E) a total 

key indicator score and a combined total key indicator score, adjusted for case 

ascertainment and audit compliance to result in an overall SSNAP level.  

Presenting results in this way gives patients, clinicians, commissioners and the public a 

simple way of understanding complex data and make conclusions on the level of 

service provision at national and provider level. The themes covered by the SSNAP 

domains are:  

 Domain 1: Scanning   Domain 6: Physiotherapy  

 Domain 2: Stroke unit  Domain 7: Speech & language therapy  

 Domain 3: Thrombolysis  Domain 8: MDT working  

 Domain 4: Specialist assessments   Domain 9: Standards by discharge  

 Domain 5: Occupational therapy   Domain 10: Discharge processes 

                                                           
11 http://www.csnlc.nhs.uk/uploads/files/stroke/documents/national_documents/dh_085145.pdf  
12 https://www.nice.org.uk/guidance/cg68  
13

 https://www.rcplondon.ac.uk/sites/default/files/national-clinical-guidelines-for-stroke-fourth-edition.pdf 
14

 http://www.basp.ac.uk/Portals/2/2010%20BASP%20Stroke%20Service%20Standards.pdf 
15

 http://www.cqc.org.uk/sites/default/files/documents/supporting_life_after_stroke_national_report.pdf 
16

 https://www.nice.org.uk/guidance/cg162 
17

 https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/217118/9387-2900853-CVD-Outcomes_web1.pdf   
18

 https://www.strokeaudit.org/results/Clinical-audit/National-Results.aspx 

https://www.nice.org.uk/guidance/cg162
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See appendix 1 for further information.  SSNAP also produce a bi-annual report of a 
snap shot audit into the organisational set up of stroke services19  

NHS England Five Year Forward View (2014) 

The NHS Five Year Forward View, published in October 2014 by NHS England20, sets 

out a positive view for the future based around new models of care. Stroke services 

were recognised as falling under the new care model of specialised care. 

Within this new model there is the recognition that for some services, such as stroke, 

there is a compelling case for greater concentration of care. More specifically it 

highlights the strong relationship between the number of patients and the quality of 

care, derived from the greater experience these more practiced clinicians have, access 

to costly specialised facilities and equipment, and the greater standardisation of care 

that tends to occur. 

NHS England Guidance on Configuration of Stroke Services (2015) 
DRAFT 
Sandwell and West Birmingham CCG were commissioned by NHS England to provide a 

toolkit to support organisations considering changes to stroke services. This toolkit will 

provide  guidance, documents, templates and analytical models based upon work that 

has already been undertaken.  Part of this work has involved a thorough literature 

review and critique of services changes that have already taken place.  As such it builds 

on the work undertaken in London, Birmingham and the Black Country and more widely 

in the East of England and the Midlands.  The guidance has been endorsed by National 

Clinical Director for Stroke, Professor Tony Rudd. 

 
The guidance recommended that a hyperacute stroke unit (HASU) should see no less 

than 600 patients per year. Less than 600 strokes per year would not be sufficient to 

ensure staff would have enough clinical and institutional learning experience and 

maintain experience. Similarly, a HASU that is too large could be detrimental both 

psychologically and physically for staff. An upper limit of 1,500 confirmed strokes per 

annum on any given unit was endorsed by the Birmingham, Solihull and Black Country 

Stroke Review. Experience from the London reconfiguration has shown that running at 

1,500 stroke admissions can become difficult at times and departments are often in a 

position where two or maybe three acute stroke patients arrive at once who need an 

assessment. Managing this with a single team of clinicians can be challenging  

From the evidence available the national recommendations are for stroke units to: 

 Be a seven-day dedicated specialist unit with more than 600 confirmed stroke 

admissions and no more than 1500 admissions. 

                                                           
19

 https://www.strokeaudit.org/results/Organisational/National-Organisational.aspx 
20

 http://www.england.nhs.uk/ourwork/futurenhs/ 
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 Achieve rapid assessment and imagery; door to needle times of one hour; 

imaging within one hour. 

 Have patients admitted directly onto a specialist stroke unit within four hours. 

 Have patients stay in the stroke unit for 90% of the inpatient episode. 

 Assess patients by specialist stroke consultant and stroke trained nurse and 

therapist within 24 hours. 

 Have seven-day stroke consultant cover 

 Have seven-day stroke trained nurse and therapist cover 

The SSNAP data in appendix 2 shows that many of the units in the region are struggling 

to meet these standards. Only a third of the units are able to provide a dedicated 7 day 

service, less than half are able to scan at least 50% of their patients within an hour and 

only a third are getting more than 75% of their patients on to the stroke unit within 4 

hours. 

Furthermore the data in table 4, detailing the number of strokes, shows that currently 

70% (counting Wansbeck, North Tyneside and Hexham as one acute admitting site) of 

the stroke units do not meet the minimum numbers recommended. 

Workforce  

The National Clinical Guidelines for stroke 2012, highlight the importance of ensuring 

stroke services not only have appropriate organisational structures, but also that 

physical structures such as staff, building, technological support and so on are in place 

support effective service delivery21. Evidence on the appropriate number of the different 

resources is limited; the guideline references an example of staffing levels on stroke 

units from London, where a major reorganisation of care has taken place with 

predefined standards and investment.  

The recommended staffing numbers for a HASU are22,23: 

Table 1: BASP staffing recommendations 

Professional Group 
 

Recommended Levels 
Hyper Acute Care 

Recommended Levels 
Acute and 
Rehabilitation Care 

Specialist Stroke Consultants 
 

1.3 per 100,000 population 
6 BASP thrombolysis 
trained physicians on a 
rota 24/7 
 

Specialist stroke 
physician available 5 
days per week 

Stroke Trained Nurses 2.9 wte per stroke bed 
(80:20 trained : untrained 

1.35 wte per bed (65:35 
trained : untrained) 

                                                           
21

 Royal College of Physicians 2012, National Clinical Guidelines for Stroke – fourth edition.  Accessed from 
https://www.rcplondon.ac.uk/resources/stroke-guidelines  
22

 BASP Stroke Service Standards, Clinical Standards committee, June 2014.  Accessed from 
http://www.basp.ac.uk/resources/resources.aspx 
23

 NHS Midlands and East Stroke Services Specification, 2012.  Accessed from 
http://www.nottingham.ac.uk/emahsn/links-and-resources.aspx 

https://www.rcplondon.ac.uk/resources/stroke-guidelines
http://www.nottingham.ac.uk/emahsn/links-and-resources.aspx
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skill mix) 

Therapists: 
 
Physio 
 
OT 
 
SALT 
 
Dietician 
 
 

 
 
0.73 wte per 5 beds 
 
0.68 wte per 5 beds 
 
0.68 wte per 10 beds 
 
0.5 wte per 20 beds 
 
Have access to a social 
worker 

 
 
0.84 wte per 5 beds 
 
0.81 wte per 5 beds 
 
0.81 wte per 10 beds 
 
 
 
Additional MDT 
members: 
Psychologists 
Dieticians 
Social workers 
 
With access to 
Clinical psychology 
Oral health 
Orthoptics 
Orthotics 
Pharmacy 
 

 

Progress over the management of stroke over the last 10-15 years has increased 

demand for the provision of Consultant based specialist services for people with stroke. 

Service provision is divided into three key areas: acute care, rehabilitation and 

outpatient work24. These are described as key components of the job plan for trained 

stroke specialists in order to match the British Association Stroke Physicians -Stroke 

Service Standards, recently updated in 201425. These components are described as a 

sliding scale of provision according to the size of the population and are laid out in table 

2 below. The NHS Midlands and East Stroke Service Specification26 states that the out 

of hours rota should be sustainable and no more than a 1 in 6 on call. 

Table 2: Sliding Scale of Direct Clinical Care (DCC) Programmed Activities 

(PAs) for stroke 

No of acute 
stroke 

admissions 
per year 

Approx 
population 

served 
(‘000) 

Acute Rehab Outpatient Total 

                                                           
24

 BASP Specialist Stroke Services: consultant Workforce Requirements 2011-2015.  Accessed from 
http://www.basp.ac.uk/resources/resources.aspx  
25

 BASP Stroke Service Standards, Clinical Standards committee, June 2014.  Accessed from 
http://www.basp.ac.uk/resources/resources.aspx  
26

 NHS Midlands and East Stroke Services Specification, 2012.  Accessed from 
http://www.nottingham.ac.uk/emahsn/links-and-resources.aspx  

http://www.basp.ac.uk/resources/resources.aspx
http://www.basp.ac.uk/resources/resources.aspx
http://www.nottingham.ac.uk/emahsn/links-and-resources.aspx
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300 180 8 2 6 16 

400 240 9 2.5 6.5 18 

500 300 10 2.5 6.5 20 

600 350 10.5 3 8.5 22 

700 400 11 3.5 8.5 23 

800 475 11 4 9 24 

900 530 12 4 9 26 

1000 600 13 5 10 28 

 

The analysis carried out by the British Association of Stroke Physicians (BASP) 

identified a need to increase by 63% in England, Wales and Northern Ireland and for 

Scotland 23% on the currently available stroke physician ‘Programmed Activities’ (PAs).  

More recent data from the SSNAP Organisation Audit in 2014 shows that for our 

network there were 50 unfilled PAs identified, see appendix 3. 

BASP guidelines highlight that predicting the workforce requirements of the future is a 

notoriously inexact science, especially as there has been further developments in the 

management of stroke patients since this was developed27. BASP has taken the 

approach of ‘normalising’ data to a theoretical hospital, serving an average population of 

350, 000, that will admit approximately 600 acute stroke patients per annum. Hospitals 

and consultant colleagues can adjust the number of PAs needed pro rata to provide a 

specialist service based on the number of stroke patients per year admitted to their 

hospital. 

The numbers in table 2 above give an indication of the number of clinical contact 

sessions that maybe required for an acute service but this does not correlate exactly to 

the numbers of stroke physicians needed to provide an out of hours on call service or 

indeed extended hours consultant cover hyper-acute service.  Alternative ways of 

working, including looking to other specialities for on call cover, should be explored.  

This should take into account that the stability of the specialist workforce is an important 

factor.  A systematic review of published service models showed that collaboration 

                                                           
27

 BASP Specialist Stroke Services: consultant Workforce Requirements 2011-2015.  Accessed from 
http://www.basp.ac.uk/resources/resources.aspx 

http://www.basp.ac.uk/resources/resources.aspx
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between services was significantly associated with better thrombolysis performance28. 

Whilst this did not differentiate between redirection and telemedicine in a region of our 

size, telemedicine is unlikely to perform as well as redirection to another site which is 

already performing better. 

Developments in stroke care 

There have been further developments in the treatment of acute strokes and while 

thrombolysis remains the first line treatment for those suitable, increasingly intra-arterial 

thrombectomy is becoming available to a wider group of patients.  There have been 

several trials that have recently published data in support of intra atrial thrombectomy29. 

The criteria for receiving this treatment is such that the cohort of patients remains small, 

it is estimated that it would be available for around 175 patients per million population, 

approximately 540 or 10% of all stroke patients in the network However it does impact 

on the current pathway as it is a tertiary service and requires patients to have had a CT 

angiography at the admitting stroke unit before transfer.  In this network intra-arterial 

thrombectomy is currently able to be provided at the Royal Victoria Infirmary, Newcastle 

7 days a week between the hours of 9 and 6pm as part of the STABILISE trial, and 

James Cook Hospital, Middlesbrough has a limited in hours service Monday to Friday.  

To be able to provide this service would require it to be fully resourced with a minimum 

of 6 consultants and agreement from the radiology departments at all of the stroke unit 

providers that CTA can be done and reported rapidly.  

Across the region only one CCG has stroke identified in their current commissioning 

intentions, with the focus for this CCG on community rehabilitation provision.  Despite 

this there are early discussions taking place around the consolidation of some acute 

stroke services in several other areas in response to the difficulties currently being 

experienced with meeting the standards. 

Early supported discharge (ESD) enables appropriate stroke survivors to leave hospital 

‘early’ through the provision of intense rehabilitation in the community at a similar level 

to the care provided in hospital. An ESD team of nurses, therapists, doctors and social 

care staff work collaboratively as a team with patient and families, providing intensive 

rehabilitation at home for up to 6 weeks, thereby reducing the risk of re-admission into 

hospital for stroke related problems and increasing independence and quality of life with 

support the carer and family.   It is anticipated that ESD could reduce long term mortality 

and institutionalisation rates for up to 50 percent of patients and lower the overall cost to 

the health economy30. There are currently three ESD services in our Network. 

                                                           
28

 Price CI et al, 2009, Systematic review of stroke thrombolysis service configuration, Expert Review of 
Neurotherapeutics Vol. 9, Iss. 2 
29

 White PM et al, 2015, Standards for providing safe acute ischaemic stroke thrombectomy services.  Accessed 
from http://www.basp.ac.uk/resources/resources.aspx  
30

 National Stroke Strategy (2007) Department of Health, accessed from 
http://webarchive.nationalarchives.gov.uk/20130107105354/http:/www.dh.gov.uk/en/Publicationsandstatistics/P
ublications/PublicationsPolicyAndGuidance/DH_081062 

http://www.tandfonline.com/doi/abs/10.1586/14737175.9.2.211
http://www.basp.ac.uk/resources/resources.aspx


 

15 
 

Local Services 

Stroke services in the Network are currently provided at the locations as detailed in 

table 3.   

Table 3: North East and North Cumbria Stroke Services 
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North Cumbria 

Currently across 
two sites, 
Carlisle and 
Whitehaven 

Yes 

Yes, 
Monday 
to 
Friday 

No, 
No 
weekend 
consultant 
stroke 
reviews, 
therapy, 
and high 
risk TIA 

Yes, partial, 
Area split 
into 3 
localities, 
ESD 
available 
for one 
locality only 

Yes 

Telemedicine 
rota for 
thrombolysis 
decision 

Northumbria 

HA at NSECH 
Acute at 3 base 
sites (Wans, 
Hex, NTGH) 

Yes Yes Yes Yes Yes 

Consultant 
presence at 
NSECH 8am-
8pm, on call 
overnight 

Newcastle Yes, from RVI Yes Yes 
Yes, not 
all rehab 
elements 

Yes Yes On call 

Gateshead Yes Yes Yes 

Yes 
No 
weekend 
rehab 

No Yes 
Telemedicine, 
SOTW rota  

South 
Tyneside 

Yes Yes Yes 
Yes, not 
all rehab 
elements 

No Yes 
Telemedicine, 
SOTW rota 

Sunderland Yes Yes Yes 
Yes, no 
weekend 
rehab 

Yes Yes 
Telemedicine, 
SOTW rota 

County 
Durham and 
Darlington 

Yes, direct 
admission to 
UHND 

Yes Yes 
Yes, not 
all rehab 
elements 

No Yes On call 

North Tees 
and Hartlepool 

Yes, direct 
admission to 
North Tees 

Yes Yes Yes No Yes On call 

South Tees 
Yes, direct 
admission to 
James Cook 

Yes Yes Yes Yes Yes On call 
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It is also worth noting that 

 North Cumbria - has been subject of recent Senate visit and plans have been 

submitted to reduce the hyper-acute admitting point to one site. 

 Newcastle - provides tertiary services such as intra-arterial thrombectomy ‘in-

hours’ as part of a clinical trial. 

 South Tees – also provides tertiary services such as thrombectomy although 

these are currently limited due to a lack of interventional neuro-radiologist. 

Network Population  

 
The Northern Clinical Network covers a total population of 3.1 million; the network 

population is centred on several urban conurbations but also has large expanses of 

rural areas.  Table 3 below shows, based on the stroke numbers from the previous two 

years, that the region is approaching 5500 stroke per annum.  This does not account for 

the full workload that stroke services would see as it is estimated that there would be a 

further 40-50% of patients accessing the service with symptoms that mimic those of a 

stroke. 

Table 4: Annual stroke patient numbers from SSNAP annual report July 2015 
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2013/14 598 853 387 581 353 146 456 105 364 410 720 244 5217 

2014/15 522 925 355 514 359 246 485 112 451 421 737 241 5428 

Key Gaps 

The SSNAP data included in appendix 2 and appendix 3 of the report clearly highlights 

areas of weakness in the stroke services across the network.  The overall score for the 

stroke units in Q4 2014/15 was either a ‘D’ or ‘E’ for 8 of the 12 units.  The scanning 

domain, speech and language domain and domain 8, multidisciplinary working, would 

appear to be the areas the network is struggling with the most.  Of the 12 stroke units 

reporting to SSNAP, 8 were scored as ‘E’ for Domain 7 SaLT.   

In the SSNAP Organisational Audit from July 201431 5 of the 12 stroke units were 

reporting unfilled stroke consultant posts, totalling 50 programme activities.  Three units 

were reporting this gap for more than 6 months with two having their unfilled posts for 2 

years or more.  This gap in workforce is further compounded by the knowledge that at 

the time of the report there were 39 consultants working, 5 of whom were not expected 

to be working in stroke beyond a 3 year period.   

                                                           
31

 SSNAP Organisational Audit, 2014, accessed from https://www.strokeaudit.org/results/Organisational.aspx  

https://www.strokeaudit.org/results/Organisational.aspx
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If we were to ensure that there was a minimum of 600 strokes per annum at each stroke 

unit the Network would need nine units to serve the population.  This, according to the 

data in table 2, would equate to 198 programmed activities in stroke network wide.  

Were this to be taken to the recommended 900 stroke per annum the network would 

require six stroke units across the region and around 156 programmed activities in 

stroke.  If this crude modelling were taken to the upper limit of 1500 stroke per annum 

per unit then the network would only require 4 units.  These calculations have many 

other variables that would impact on the practicalities of implementing for example the 

geography of the region and travel times that would potentially impact on the eligibility of 

patients to receive thrombolysis or more specialist care. 

Conclusion 

The current model, even with the more recent introduction of patient redirection in a few 

areas, means that care has been provided closer to home of the patients by dedicated 

and committed staff specially trained in providing stroke care.  Across the Network there 

are many good areas of practice which can be seen from the SSNAP data, in particular 

the care and therapy provided to patients in an acute setting continues to score 

relatively high, with several services consistently scoring an ‘A’ or ‘B’.   

However, patient numbers at many HASUs across the region fall below the 

recommended minimum numbers which leads to concerns around the ability to maintain 

specialist skills.  As previously mentioned, the current stroke physician numbers across 

the Network fall short of that required to maintain a safe and good quality, hyper-acute 

service in the current regional model.  There are further concerns about the short and 

medium term ability to continue with this model based on the numbers of consultants 

reported as expected to leave the service coupled with the short fall in trainees going 

through this route. It is likely, although data is yet to be published, that larger units are 

able to perform better and respond more quickly to rising standards because of a 

stronger service identity and protected specialist time. The care for acute stroke patients 

is changing and many services are providing or looking to provide extended hours 

consultant cover to provide rapid response to suspected strokes.  This requires different 

models of medical provision to ensure there is sufficient consultant presence both in 

and out of hours. 

Stroke care continues to develop at a rate beyond that of the current service capabilities 

and although the analysis has not been undertaken, local intelligence would suggest 

that there would be an issue with the current bed capacity if changes were made and 

existing services left to pick up the extra patients. 

The poor data around swallow and speech assessments at all stroke units in the 

Network is a concern. Furthermore, only 5 of the 12 units reported that they were able 

to provide 6 or 7 day working for at least two of the following disciplines, occupational 

therapy, physiotherapy and speech and language therapy.   
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Recommendations 

The network acknowledges that with the current model of stroke service provision in the 

region the required quality of care cannot be guaranteed.  In order to provide 

sustainable and safe good quality care for stroke patients in the region there needs to 

be some significant changes to the configuration of stroke services.   

Some of this work is already happening, having moved from 14 HASU’s (including 

Cumbria who joined our network in 2012) after the publication of the National Stroke 

Strategy 2007 to the current 9 HASU’s in August 2015.   

The network recommends, based on the information detailed in this report, that there is 

additional consolidation and collaboration with services to maximum of 6 HASUs across 

the North East and North Cumbria. Further detailed work needs to be undertaken to 

explore how stroke services would be best delivered in the network. 
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Appendix 1 – SSNAP 

 

The 44 Key Indicators have been chosen by the Intercollegiate Stroke Working Party 

(ICSWP) as representative of high quality stroke care. These include data items 

included in the CCG Outcomes Indicator Set and NICE Quality Standards (covering 

England only). The key indicators are grouped into 10 domains covering key aspects of 

the process of stroke care. Both patient-centred (PC) domain scores (whereby scores 

are attributed to every team which treated the patient at any point in their care) and 

team-centred (TC) domain scores (whereby scores are attributed to the team 

considered to be most appropriate to assign the responsibility for the measure to) are 

calculated.  

Each domain is given a performance level (level A to E) and a total key indicator 

score is calculated based on the average of the 10 domain levels for both patient‐

centred and team centred domains. A combined total key indicator score is 

calculated by averaging the patient‐centred and team‐centred total key indicator scores. 

This combined total key indicator score is adjusted for case ascertainment and audit 

compliance to result in an overall SSNAP level.  

Presenting results in this way gives patients, clinicians, commissioners and the public a 

simple way of understanding complex data and make conclusions on the level of 

service provision at national and provider level. The themes covered by the SSNAP 

domains are:  

Domain 1: Scanning  

Domain 2: Stroke unit  

Domain 3: Thrombolysis Domain  

Domain 4: Specialist assessments  

Domain 5: Occupational therapy  

Domain 6: Physiotherapy  

Domain 7: Speech & language therapy  

Domain 8: MDT working  

Domain 9: Standards by discharge  

Domain 10: Discharge processes 

 

To be included in the SSNAP scoring, teams had to achieve a minimum case 

ascertainment requirement. Teams which did not meet this requirement (i.e. with 

insufficient records to be included in the named team results) are shown by an X. Some 

teams did not receive results due to them treating small number of patients during the 

time period.  Further information can be found here 

https://www.strokeaudit.org/Home.aspx  

 

https://www.strokeaudit.org/Home.aspx
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Appendix 2 Stroke Standards Data  

  National CHS UHND QEH NUTH CIC WCH NTH HEX NTGH WANS JCUH STGH 

Number of strokes in 2014/15 (1)   522 925 355 514 359 246 485 112 451 421 737 241 

7 day dedicated service (2)   N N N N N N Y N Y Y Y N 

% DTN <60 mins (1) 56.1 30 68.5 6.9 54.5 23.5 11.1 64.3 20 49.2 50.8 80 4.5 

Median DTN (hh:mm) (1) 00:56 01:17 00:48 01:23 00:55 01:33 01:25 00:48 01:07 01:02 00:57 00:43 01:59 

% Scan < 1 hr (1) 44.1 34.1 30.9 25.1 35 31.8 32.5 22.7 42 37.5 43.2 36.1 20.7 

Median time to scan (hh:mm)(1) 01:15 01:25 01:59 02:30 01:41 01:39 01:25 05:21 01:18 01:33 01:19 01:42 02:37 

Patients to stroke unit within 4 hours 
(1) 

56.8 69.2 78.5 61 60.4 46.5 56 78.4 80.2 73.9 68.7 80.1 23.9 

Median time to stroke unit hh:mm (1) 03:40 03:16 00:00 03:22 03:18 04:05 03:29 00:22 02:35 03:18 03:19 01:40 15:39 

% Patients stay for 90% of the inpatient 
episode (1) 

83.2 90.2 91.3 82.7 82.8 78.5 83.4 91.6 97.5 92.5 93.1 93.7 62 

% Patients assessed by a stroke 
consultant within 24 hours (1) 

75.7 93.3 88.3 75.8 93.6 70.2 69.9 88.7 95.5 93.3 94.8 89.7 75.9 

median time to assessment by stroke 
consultant (hh:m) (1) 

12:57 08:44 03:45 13:46 04:30 07:00 16:38 06:34 01:34 03:19 01:58 04:40 08:05 

% Patients assessed by a stroke nurse 
within 24 hours (1) 

87.2 96.9 85.2 85.4 94.9 72.7 83.3 92.8 95.5 92.9 93.6 90 53.5 

median time to assessment by stroke 
nurse (hh:mm) (1) 

01:48 02:04 01:32 01:55 02:58 03:54 03:22 00:20 02:19 03:12 02:58 01:32 10:35 

(1) SSNAP annual report, July 2015 
 

            (2) SSNAP organisational audit 2014 - based on having a consultant ward round 7 days,  and 6-7 day working for at least 2 of OT, physio and SaLT  



 

21 
 

Appendix 3 SSNAP Clinical Audit 

 

 

Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4

Sunderland Royal Hospital D D D E↓ E D↑ D

University Hospital of North Durham D D D D D D D

Queen Elizabeth Hospital Gateshead E D E↓ E E D↑ D

Royal Victoria Infirmary E D D D D D D

Cumberland Infirmary E E D↑ E↓ D↑ D D

West Cumberland Hospital D E E D↑ D D D

University Hospitals of North Tees and Hartlepool E D D D D D D

Hexham General Hospital D C D↓ D D D C↑

North Tyneside General Hospital C D C↑ C B↑ B B

Wansbeck General Hospital D C C D↓ B↑↑ C↓ B↑

James Cook University Hospital C C D↓ C↑ B↑ C↓ B↑

South Tyneside District Hospital E D E↓ D↑ E↓ E E

Performance Overview
2013/14 2014/15

Overall SSNAP Level

Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4

Sunderland Royal Hospital B C C C B↑ C↓ D↓

University Hospital of North Durham C C C C C D↓ D

Queen Elizabeth Hospital Gateshead D D D E↓ E D↑ E↓

Royal Victoria Infirmary C C C C C C C

Cumberland Infirmary D D D D D D C↑

West Cumberland Hospital D D C↑ C C C D↓

University Hospitals of North Tees and Hartlepool E E E E E E E

Hexham General Hospital D C A↑↑ C↓↓ B↑ C↓ B↑

North Tyneside General Hospital D D C↑ C C C C

Wansbeck General Hospital C C B↑ C↓ A↑↑ B↓ C↓

James Cook University Hospital D D D D C↑ D↓ B↑↑

South Tyneside District Hospital E E D↑ D E↓ E E

Domain 1 - Scan
2013/14 2014/15

Performance Overview
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Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4

Sunderland Royal Hospital C C C C C C C

University Hospital of North Durham A A B↓ B A↑ A B↓

Queen Elizabeth Hospital Gateshead C B C↓ C C C D↓

Royal Victoria Infirmary B B B D↓↓ D C↑ C

Cumberland Infirmary C D D D C↑ E↓↓ E

West Cumberland Hospital C C D↓ C↑ C C D↓

University Hospitals of North Tees and Hartlepool B A A A A B↓ B

Hexham General Hospital B A A C↓↓ B↑ B B

North Tyneside General Hospital B C C C B↑ C↓ C

Wansbeck General Hospital B B B C↓ B↑ C↓ C

James Cook University Hospital B B B B B B B

South Tyneside District Hospital E D E↓ E E E E

Domain 2 - Stroke Unit
2013/14 2014/15

Performance Overview

Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4

Sunderland Royal Hospital E E D↑ E↓ D↑ C↑ C

University Hospital of North Durham B C B↑ C↓ B↑ C↓ C

Queen Elizabeth Hospital Gateshead C D E↓ E E D↑ D

Royal Victoria Infirmary C C B↑ C↓ D↓ B↑↑ C↓

Cumberland Infirmary E E D↑ E↓ D↑ E↓ D↑

West Cumberland Hospital E E E D↑ E↓ E E

University Hospitals of North Tees and Hartlepool D C A↑↑ B↓ C↓ C D↓

Hexham General Hospital C A C↓↓ D↓ D C↑ C

North Tyneside General Hospital C C C C C A↑↑ C↓↓

Wansbeck General Hospital B C B↑ D↓↓ B↑↑ B C↓

James Cook University Hospital B B B B B B A↑

South Tyneside District Hospital E E E E E E E

Domain 3 - Thrombolysis
2013/14 2014/15

Performance Overview
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Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4

Sunderland Royal Hospital B C B↑ B B B B

University Hospital of North Durham B B C↓ C B↑ B C↓

Queen Elizabeth Hospital Gateshead B B B B D↓↓ B↑↑ D↓↓

Royal Victoria Infirmary B B B B B B B

Cumberland Infirmary C E D↑ D D D D

West Cumberland Hospital B D D E↓ D↑ D E↓

University Hospitals of North Tees and Hartlepool B B A↑ A A B↓ B

Hexham General Hospital C B A↑ B↓ B B A↑

North Tyneside General Hospital B B B B A↑ B↓ B

Wansbeck General Hospital B B B B B B B

James Cook University Hospital B B B B B B B

South Tyneside District Hospital D D B↑↑ C↓ C E↓↓ E

Domain 4 - Specialist Assessment
2013/14 2014/15

Performance Overview

Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4

Sunderland Royal Hospital E E E E D↑ D E↓

University Hospital of North Durham C C E↓↓ E E E D↑

Queen Elizabeth Hospital Gateshead C C C B↑ C↓ A↑↑ B↓

Royal Victoria Infirmary E E E E D↑ D E↓

Cumberland Infirmary B C B↑ C↓ B↑ B B

West Cumberland Hospital C A A A A A A

University Hospitals of North Tees and Hartlepool C C B↑ C↓ C C C

Hexham General Hospital A B C↓ A↑↑ C↓↓ A↑↑ A

North Tyneside General Hospital B A C↓↓ A↑↑ A B↓ A↑

Wansbeck General Hospital C C E↓↓ E C↑↑ C C

James Cook University Hospital A B C↓ B↑ A↑ A A

South Tyneside District Hospital D C E↓↓ C↑↑ B↑ C↓ E↓↓

Domain 5 - Occupational Therapy
2013/14 2014/15

Performance Overview
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Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4

Sunderland Royal Hospital D D E↓ E C↑↑ D↓ C↑

University Hospital of North Durham E E E D↑ C↑ A↑↑ B↓

Queen Elizabeth Hospital Gateshead C D D D D B↑↑ A↑

Royal Victoria Infirmary D C D↓ A↑↑↑ A A A

Cumberland Infirmary D D D D D C↑ B↑

West Cumberland Hospital A A B↓ B B C↓ B↑

University Hospitals of North Tees and Hartlepool D B D↓↓ C↑ D↓ C↑ C

Hexham General Hospital B A A A C↓↓ A↑↑ A

North Tyneside General Hospital B B A↑ B↓ A↑ A A

Wansbeck General Hospital C A A A A A A

James Cook University Hospital D C D↓ B↑↑ B B B

South Tyneside District Hospital D C D↓ C↑ B↑ C↓ D↓

Domain 6 - Physiotherapy
2013/14 2014/15

Performance Overview

Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4

Sunderland Royal Hospital E E E E E E E

University Hospital of North Durham E E E E E C↑↑ C

Queen Elizabeth Hospital Gateshead E E E E E E E

Royal Victoria Infirmary E E E E E C↑↑ C

Cumberland Infirmary D E E E E E E

West Cumberland Hospital B D E↓ C↑↑ E↓↓ E D↑

University Hospitals of North Tees and Hartlepool E E E E E D↑ E↓

Hexham General Hospital E E E E E E E

North Tyneside General Hospital C C C C D↓ D E↓

Wansbeck General Hospital D C C E↓↓ E E C↑↑

James Cook University Hospital E E E E E E E

South Tyneside District Hospital E E E E E E E

Domain 7 - SALT
2013/14 2014/15

Performance Overview
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Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4

Sunderland Royal Hospital D D D D D D D

University Hospital of North Durham C C C C B↑ D↓↓ C↑

Queen Elizabeth Hospital Gateshead C D C↑ D↓ C↑ D↓ E↓

Royal Victoria Infirmary C D C↑ C B↑ B D↓↓

Cumberland Infirmary D D B↑↑ D↓↓ C↑ D↓ C↑

West Cumberland Hospital D E E D↑ D D D

University Hospitals of North Tees and Hartlepool C C D↓ B↑↑ B B C↓

Hexham General Hospital C D C↑ C D↓ C↑ C

North Tyneside General Hospital B D C↑ B↑ B B C↓

Wansbeck General Hospital B A B↓ B A↑ B↓ C↓

James Cook University Hospital A A A A B↓ B A↑

South Tyneside District Hospital E D E↓ E E E E

Domain 8 - MDT Working
2013/14 2014/15

Performance Overview

Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4

Sunderland Royal Hospital B B B B C↓ D↓ D

University Hospital of North Durham D D B↑↑ B A↑ B↓ B

Queen Elizabeth Hospital Gateshead D D E↓ D↑ D E↓ E

Royal Victoria Infirmary D D D D C↑ D↓ B↑↑

Cumberland Infirmary D D C↑ C C C B↑

West Cumberland Hospital E E E D↑ B↑↑ C↓ B↑

University Hospitals of North Tees and Hartlepool C D C↑ C C D↓ A↑↑↑

Hexham General Hospital D A D↓↓↓ D C↑ D↓ C↑

North Tyneside General Hospital B B B B B B B

Wansbeck General Hospital E D D C↑ C C B↑

James Cook University Hospital B B B B B B B

South Tyneside District Hospital B B B A↑ B↓ B B

Domain 9 - Discharge Standards
2013/14 2014/15

Performance Overview



 

26 
 

 

 

Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4

Sunderland Royal Hospital B A B↓ D↓↓ C↑ B↑ B

University Hospital of North Durham E E E E E E D↑

Queen Elizabeth Hospital Gateshead C C C C C B↑ C↓

Royal Victoria Infirmary E D C↑ B↑ B C↓ B↑

Cumberland Infirmary E E B↑↑↑ D↓↓ B↑↑ A↑ A

West Cumberland Hospital E E E D↑ D C↑ C

University Hospitals of North Tees and Hartlepool D D E↓ D↑ B↑↑ B B

Hexham General Hospital D D D D C↑ D↓ D

North Tyneside General Hospital D D B↑↑ B B B B

Wansbeck General Hospital C C C B↑ B C↓ B↑

James Cook University Hospital E D D D D D D

South Tyneside District Hospital A A A B↓ B B C↓

Domain 10 - Discharge Processes
2013/14 2014/15

Performance Overview

Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4

Sunderland Royal Hospital D D D D D D D

University Hospital of North Durham D D D D C↑ C C

Queen Elizabeth Hospital Gateshead D D D D D D D

Royal Victoria Infirmary D D D D C↑ C C

Cumberland Infirmary D E D↑ D D D D

West Cumberland Hospital D D D D D D D

University Hospitals of North Tees and Hartlepool D D D C↑ C C C

Hexham General Hospital D B C↓ C D↓ C↑ B↑

North Tyneside General Hospital C C B↑ B B B B

Wansbeck General Hospital C B C↓ C B↑ C↓ B↑

James Cook University Hospital C C C C B↑ C↓ B↑

South Tyneside District Hospital D D D D D D E↓

Patient Centred KI Level
2013/14 2014/15

Performance Overview
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Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4

Sunderland Royal Hospital 98% 98% 95% 90%

University Hospital of North Durham 100% 100% 100% 100%

Queen Elizabeth Hospital Gateshead 73% 63% 68% 56%

Royal Victoria Infirmary 99% 95% 94% 91%

Cumberland Infirmary 100% 100% 99% 97%

West Cumberland Hospital 78% 89% 95% 96%

University Hospitals of North Tees and Hartlepool 99% 99% 96% 94%

Hexham General Hospital 77% 78% 70% 66%

North Tyneside General Hospital 93% 95% 94% 91%

Wansbeck General Hospital 79% 78% 74% 86%

James Cook University Hospital 92% 96% 94% 88%

South Tyneside District Hospital 75% 79% 82% 85%

Six Months Assessment - % Applicable
2013/14 2014/15

Performance Overview

Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4

Sunderland Royal Hospital 44% 35% 40% 47%

University Hospital of North Durham 0% 0% 0% 1%

Queen Elizabeth Hospital Gateshead 70% 97% 64% 99%

Royal Victoria Infirmary 15% 18% 16% 38%

Cumberland Infirmary 0% 5% 16% 25%

West Cumberland Hospital 0% 0% 15% 49%

University Hospitals of North Tees and Hartlepool 0% 9% 36% 66%

Hexham General Hospital 70% 88% 92% 96%

North Tyneside General Hospital 37% 52% 46% 50%

Wansbeck General Hospital 73% 76% 79% 70%

James Cook University Hospital 64% 63% 68% 72%

South Tyneside District Hospital 100% 100% 97% 96%

Six Months Assessment - % Assessed
2013/14 2014/15

Performance Overview
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Appendix 4 – SSNAP workforce calculations 
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Dear Dr Wahid 
 
Re: Stroke service change proposals  
 
Thank you for giving me the opportunity to review and comment on your proposed 
changes to stroke services across South Tyneside NHS Foundation Trust and City 
Hospitals Sunderland NHS Foundation Trust as part of the Path to Excellence acute 
service review programme. Please accept this letter as more detailed feedback, 
following my previous email confirming support for the proposals.  
 
Firstly, I am delighted to see that the two acute Trusts are working in partnership with 
the Clinical Commissioning Groups to prioritise this clinical area, given the 
inextricable link between the way stroke services are organised and clinical 
outcomes. Although there have been considerable improvements in stroke services 
nationally in recent years, there is still significant variation in care quality and clinical 
outcomes and your local organisations are not immune to this.  
 
The South Tyneside and Sunderland Sentinel Stroke National Audit Programme 
(SSNAP) clinical performance is a clear driver for service transformation alone and it 
is evident that service delivery in your local area is compounded by the workforce 
pressures the acute Trusts face in attempting to provide stroke services across two 
clinical sites. You are clearly well aware of the compelling case for stroke service 
consolidation that was set out in the NHS Five Year Forward View, underpinned by 
evidence from the development of effective hyperacute acute stroke units (HASU) in 
London and Manchester. As you will know, there is an increasing evidence base that 
greater service consolidation will deliver considerable clinical benefits through 
access to more practiced clinicians, specialised facilities and increased 
standardisation of care.  
 
The consolidation of the hyperacute part of the stroke pathway which features in all 
three of your proposed options will certainly deliver much-needed improvements in 
local stroke care for your local population, contributing to both workforce stability and 

Dr Shaz Wahid 
Medical Director  
South Tyneside NHS Foundation 
Trust and Path to Excellence Clinical 
Lead 
 
 

Professor Tony Rudd 
National Clinical Director for Stroke 

NHS England 
 

Telephone:  
Email address:  

 
21 July, 2017 
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the achievement of a critical mass of patients. I also note that your proposals are in 
keeping with your local clinical network for cardiovascular disease’s 
recommendations on hyperacute stroke care across the wider Cumbria and North 
East area. 
 
Your proposals will contribute to the delivery of the four priority clinical standards that 
NHS England expects to underpin the delivery of seven day services in all applicable 
clinical areas by 2020. The options you have outlined will deliver more prompt 
access to diagnostics and ensure timely senior medical professional review that we 
know is crucial to effective stroke treatment. They will also ensure increased time 
spent on a specialist stroke ward where patients will receive the specialist stroke 
nursing care that we know is linked to decreased mortality. The benefit of specialist 
hyperacute stroke service provision available from a single site should significantly 
offset any additional travel impact, on the proviso that accessibility remains within the 
thresholds for national ambulance performance targets relating to the timely delivery 
of suspected stroke patients to hospital.  
 
That said, I would urge you to carefully consider pathways for referral for patients 
presenting at non-HASU sites, together with any pathways for referral to other 
interdependent, off-site specialist treatment. 
 
I note that the two options which involve the repatriation of some stroke patients to 
their respective district general hospital carry some limitations for both medical 
workforce and therapy staff availability which may limit equivalent progress in the 
latter parts of the stroke pathway. While I fully appreciate that a repatriation model 
can be appealing to local communities, I would encourage these risks to be fully 
weighed up against the risks of ensuring appropriate capacity in your preferred, full-
consolidation option. Equally, I would advise that a full cost benefit analysis of all 
options is undertaken prior to any final decision being made to ensure maximum 
clinical gain with minimal financial impact. 
 
I would expect that your acute stroke service plans are equally complemented by out 
of hospital work to appropriately prevent strokes and hospital admissions, particularly 
through the diagnosis and treatment of atrial fibrillation through anti-coagulation 
therapy. 
 
I am hopeful that you find this feedback helpful in informing the clinical teams within 
both the Trusts and Clinical Commissioning Groups when you reach the decision 
making stage of the service change process. In addressing any of the points that I 
have raised you may find it helpful to refer to the national Stroke Services 
Configuration Decision Support Guide, produced by the Birmingham, Solihull and 
Black Country Local Clinical Advisory Group and building on work undertaken by 
NHS Midlands and East Stroke Review and External Expert Advisory Group, if you 
have not already done so. 
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I am happy to support the remaining stages of the change process in any way that 
you feel may be helpful in order to expedite your proposals and to bring about the 
highest quality stroke services for your local population. 
 
Yours sincerely,  
 
 
 
 
 

Professor Tony Rudd 
National Clinical Director for Stroke 
NHS England 
 
CC:   
 

- Dr David Hambleton, Chief Officer, South Tyneside Clinical Commissioning Group 
- David Gallagher, Chief Officer, Sunderland Clinical Commissioning Group 
- Ken Bremner, Chief Executive, South Tyneside and Sunderland NHS Foundation Trust 
- Peter Sutton, Director of Strategy and Business Development, City Hospitals Sunderland 

NHS Foundation Trust  
- Matt Brown, Interim Chief Operating Officer, South Tyneside CCG 
- Scott Watson, Director of Contracting & Informatics, Sunderland CCG 
- Patrick Garner, Programme Manager, South Tyneside and Sunderland Healthcare Group 
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1. Background 
This draft outline communications and engagement strategy has been developed in 
order to provide South Tyneside and Sunderland Clinical Commissioning Groups 
with assurance around the plans and activities that would be developed and 
deployed to support future service changes in relation to urgent and emergency 
paediatric care or to maternity services. 
 
It has been developed as part of the decision making process for phase one, Path to 
Excellence, in direct response to CCG governing body members request for 



information around how risks might be mitigated around service changes during their 
first decision making workshop held in December 2017.  
 
It should be noted that this paper is in draft format and would be further developed 
into a robust communications and engagement strategies with accompanying tactical 
action plans once the final decisions around options for change are made. 
 
This paper is intended to provide CCG governing body members with high level 
assurances of the expertise, resources and commitment from the Path to Excellence 
NHS partners to ensure robust communications and engagement activity and in no 
way predetermines their final decisions. 
 
 

2. Maternity changes – outline communications strategy 
 
 
2.1 Objectives 
A clear set of objectives are required in order to provide focus for communications 
activity – for example: 
 

• To communicate effectively service changes around the maternity model of 
care to key stakeholder groups (depending on outcome) 

• To support patient involvement in final maternity pathway and service design 
to ensure excellent patient experience 

• To inform patient experience metrics for on-going monitoring of model 
• To ensure clear information about travel and transport 
• To involve maternity staff in shaping a successful marketing strategy for any 

future model of maternity care.  
 
2.2 Benchmarking key insights already gained 
The public consultation, prior engagement and patient experience work has yielded 
key insights that are important to women around maternity services. These insights 
should be reviewed and considered as part of communications planning and service 
mobilisation. For example, a strong feeling expressed during the consultation phase 
over the development of a potential free standing midwife led unit, would for it to feel 
like ‘a home away from home’ in a less clinical environment, opportunity for holistic 
therapies such as massage, and to become a central hub supporting pre-natal and 
ante-natal services and support. 
This activity would also help frame how improvements can be made to on-going 
patient experience testing for the future model of care. 
Other examples of best practice from the UK and worldwide maternity services 
communications and marketing will be drawn upon. 
 
 
2.3 Stakeholder analysis 
A full specific stakeholder analysis would identify key groups to target. For example: 

• Current pregnant women and their partners 
• Prospective mothers 



• Staff groups including:  
o Obstetricians, midwives, health visitors, GPs, wider maternity staff 

• Third sector groups, mother and baby groups, breast feeding support, 
National Childbirth Trust 

 
Work will also take place to use existing patient data to create mosaic segmentation 
groups which provides insight into ways specific groups of people wish to receive 
information. Mosaic is an internationally recognised tool used in social research. 
 
 
2.4 Governance arrangements 
A task and finish group would be established and membership to include key 
maternity staff and patient representatives to develop the communications plan – this 
would link into the existing governance arrangements of the Path to Excellence in 
order to ensure oversight. Draft plans would also be shared with the Path to 
Excellence strategic stakeholder panel for their comments. 
 
 
2.5 Communications and marketing tactics and tools 
An action plan will detail the tactics deployed, along with justification and costings as 
required. 
Mosaic analysis will help inform tactics and as women are patients they are in touch 
with the services which will ensure a high level of engagement – so that patient and 
their midwife are able to have supportive discussions about the patient pathway and 
the care needs. 
 
Tactics and tools could include: 

• Development of information packs – both paper, digital and video 
• Posters, leaflets as required 
• Regular information updates for key staff groups 
• Wide publicity in targeted publications 

 
 
2.6 Evaluation  
As part of the communications plan, consideration will be given to metrics to 
evaluate the change in services. This could include: 

• Measuring outputs and impact 
• Patient experience metrics 
• Existing metrics around patient choice – tracking uptake of services 

 
2.7 Resources and timeline  
A dedicated non-pay budget will be required to deliver the necessary public 
and NHS system awareness of any new model of maternity care.    
This is estimated at £5,000 to cover necessary marketing materials and would 
be implemented over the course of 12 months to ensure successful 
embedding of any changes. A budget will be prepared and costed against the 
activity recommendations of the working group. 
 



3. Paediatric changes – outline communications strategy 
 
3.1 Objectives 
A clear set of objectives are required in order to provide focus for communications 
activity – for example: 
 

• To communicate effectively service changes around the paediatrics model of 
care to key stakeholder groups (depending on outcome) 

• To ensure a clear public awareness campaign about any new service model 
and ensure alignment with wider NHS network communications around urgent 
and emergency care – Eg Think Pharmacy First, NHS Child Health App 

• To ensure clear information about travel and transport 
• To inform patient experience metrics for on-going monitoring of model 

 
  
3.2 Benchmarking key insights already gained 
The public consultation, prior engagement and patient experience work has yielded 
key insights that are important to parents about urgent and emergency paediatric 
services. These insights should be reviewed and considered as part of 
communications planning and service mobilisation.  
 
For example, the strong desire to have better information about travel and transport. 
 
3.3 Stakeholder analysis 
A full specific stakeholder analysis would identify key groups to target. For example: 

• Staff groups including:  
o Paediatric staff, health visitors, GPs, wider staff 

• Third sector groups, mother and toddler groups 
• Parents, families and carers  
• Schools, nurseries and other organisations involved with children 

 
As with maternity services communications planning, work take place to use existing 
patient data to create mosaic segmentation groups which provides insight into ways 
specific groups of people wish to receive information. Mosaic is an internationally 
recognised tool used in social research. 
 
3.4 Governance arrangements 
As with maternity, a task and finish group would be established to develop the 
communications plan – this would link into the existing governance arrangements of 
the Path to Excellence in order to ensure oversight. Draft plans would also be shared 
with the Path to Excellence strategic stakeholder advisory panel for their comments. 
 
3.5 Communications and marketing tactics and tools 
An action plan will detail the tactics deployed, along with justification and costings as 
required. 
Mosaic analysis will help inform tactics and wider publicity will be needed in order to 
explain how services will be acess 
Tactics and tools could include: 



• Development of information packs – both paper, digital and video  
• Posters, leaflets as required 
• Regular information updates for key staff groups 
• Wide publicity in targeted publications 

 
 
3.6 Evaluation 
As part of the communications plan, consideration will be given to metrics to 
evaluate the change in services. This could include: 

• Measuring outputs and impact 
• Patient experience metrics 
• Existing metrics around patient choice – tracking uptake of services 

 
3.7 Resources and timeline  
A dedicated non-pay budget will be required to deliver the necessary public 
and NHS system awareness of any new model of urgent and emergency 
paediatric care.   This is estimated at £5,000 to cover necessary marketing 
materials and would be implemented over the course of 12 months to ensure 
successful embedding of any changes. A budget will be prepared and costed 
against the activity recommendations of the working group. 
 



 

High quality care for all, now and for future generations 

 
 
Dear David and Dave, 
 
Response to the Path to Excellence consultation from the NTWD LMS Board 
  
At their recent meeting on 17th October 2017, members of the NTWD LMS Board agreed 
that they were supportive of submitting, as their response to the Path to Excellence 
consultation, the letter previously submitted by Dr Stephen Sturgiss in his capacity as 
Clinical Lead for NTWD LMS Board.  The letter was sent to Nigel Cummings, Scrutiny 
Officer dated 12th September 2017and a copy is attached for ease of reference.    
  
The NTWD LMS Board will continue to take account of the Paths to Excellence work as it 
develops, including exploring the potential impact of any changes on neighbouring trusts.   
 
   
Yours sincerely 
 

      
 
Dr Andrew Beeby   
Chair, NTWD LMS Board 
 
cc Suzanne Thompson, Network Manager, Northern England Clinical Networks 
 Dr Stephen Sturgiss, Clinical Lead for Maternity, Northern England Clinical Networks 
 Jill Simpson, NHS England 
 

 
 
Dr David Hambleton 
Chief Officer 
NHS South Tyneside CCG 
 
Dave Gallagher 
Chief Officer 
NHS Sunderland CCG 
 
 
 

NHS England 
Waterfront 4 

Newburn Riverside 
Newcastle Upon Tyne 

NE15 8NY 
 

Email address: 
england.northernmaternity@nhs.net 

Tel: 0113 825 3317 

  
2 November 2017 
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The Path to Excellence 
South Tyneside and Sunderland NHS Partnership 

 
 
The purpose of this paper is to summarise the conclusions from a meeting of the Northern England 
Maternity Clinical Network held on 11th September 2017 at Evolve Business Centre, Houghton-le-
Spring, at which the maternity components of the ‘Path to Excellence’ transformation proposals 
were discussed. 
 
Background 
 
The following attended the network meeting on September 11th, and presented a summary of the 
‘Path to Excellence’ proposals to the group: 

 Patrick Garner, Programme Manager - South Tyneside and Sunderland Healthcare Group 

 Derek Curry, Head of Midwifery, South Tyneside District Hospital 

 Sheila Ford, Head of Midwifery, Sunderland Royal Hospital 
 
The network meeting was attended by medical clinicians, senior midwives and commissioners from 
around the North East and North Cumbria 
 
Summaries of the discussions 
 
The main question asked of the Maternity Clinical Network was whether or not freestanding 
midwifery units (FMUs) are a safe option in which healthy mothers with uncomplicated  pregnancies 
can give birth, but the views of the group were also sought (or expressed) about various other issues 
such as arrangements for transfer of women with complications during labour, the sustainability of 
FMUs, compliance with ‘Better Births’, workforce factors, and capturing relevant local experience 
from other providers who have been (or are going) through a similar process.  
 
Safety of a Freestanding Midwifery Unit at the South Tyneside District General Hospital site 
 
The discussion around the safety of FMUs began with an acknowledgement of the conclusions from 
the ‘Birthplace’ research project, a large, multicentre study, which concluded that healthy women 
with uncomplicated pregnancies opting for a birth in either a freestanding (or alongside) midwifery 
unit, as compared with an ‘Obstetric’ unit, have a higher chance of a spontaneous vertex birth, as 
well as a lower chance of either an instrumental assisted birth and / or an intrapartum Caesarean 
section – without any increase in the risks of either the baby not surviving the birth and / or 
experiencing significant illness as a result of the birth process. Transfers from non-obstetric unit 
settings were reported to be more frequent for women in their first pregnancy (about 36-45%) than 
for those who had given birth before (9-13%). 
 
The network group felt that it was entirely reasonable to believe that the findings of the Birthplace 
study are directly transferable to the anticipated outcomes of women choosing to give birth in a 
potential FMU at South Tyneside (in Option 1) – on the basis that the demographics of the local 
population, as well as the transfer times to the nearest obstetric unit are within the range of general 
characteristics associated with the large number of FMUs surveyed for the Birthplace study. 
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Local transfer issues 
 
It must be acknowledged, however, that the safety of such units is dependent upon there being 
robust systems in place for the emergency transfers of women to the nearest Obstetric unit when 
complications arise. In order for the findings of the Birthplace study to be transferrable to a potential 
FMU at South Tyneside, the arrangements for transfer – and the response times from NEAS – would 
have to be broadly comparable with those in place for other FMUs across the country. 
 
Sustainability issues 
 
The group discussed several issues in relation to the sustainability of FMUs 
 
The group acknowledged that local and national experience with FMUs has been that many ‘low risk’ 
pregnant women, who are eligible to give birth in a FMU, choose instead to have their baby in either 
an alongside MLU and / or an obstetric unit (even if it means travelling greater distances to do so). 
It’s presumed that one of the main reasons for the apparent unwillingness to opt for a FMU is a 
concern about the need for transfer to the nearest obstetric unit, should complications occur during 
labour. Hence, the numbers of women giving birth at FMUs is often much lower than anticipated 
from the size of the local population – which is likely to be one of the main reasons why several such 
units across the country and in our region have either closed or are under threat of closure. 
 
The network group noted, however, that it’s only recently that maternity healthcare providers have 
had the evidence they need to (a) assure women about the safety of opting to give birth in a FMU 
(or alongside MLU), as well as (b) promote the significant benefits in doing so. It’s possible that a 
greater evidence-based confidence amongst midwives (about the safety and benefits of MLUs) when 
counselling women about place of birth might lead to a greater take up of this option. There was a 
feeling amongst the group that the developing Maternity Voice Partnerships across the region might 
have a role to play in promoting the benefits of midwife-led intrapartum care for healthy women. 
 
Moreover, not all FMUs experience a substantial reduction in the numbers of births over time – and 
it’s noticeable (from local experience) that those with higher levels of activity (or the least reduction 
in numbers of birth) tend to be characterised by the on-site provision of other aspects of antenatal 
and postnatal maternity care, such that they become a busy, vibrant focus of maternity care in the 
local community. 
 
There was mention during the discussions of the oft quoted assertion that FMUs need about 300 
women giving birth within them every year in order for them to be ‘viable’. The group 
acknowledged, however, that this statement refers primarily to an analysis of the finances of 
running a FMU – looking at the fixed costs of providing such a facility, and comparing this with the 
level of remuneration under the present maternity payments system. There are, however, also 
concerns about the maintenance of staff skillsets when working purely in a clinical setting with 
relatively low levels of activity. 
 
The group noted that many FMUs across the UK have fewer than 300 births p.a. – and that the 
majority of these units submitted data to the ‘Birthplace’ study, meaning that lower levels of activity 
are not necessarily an insurmountable barrier to providing high quality care.  
 
There was a discussion about a number of steps that can be taken to provide staff with appropriate 
experience, such as rotation to neighbouring and busier units. 
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As regards the financial sustainability of a FMU, there was a suggestion at the meeting that this 
needs to be looked at in the context of an overall financial analysis for a maternity service (and / or 
trust – or even a healthcare system) – in which there will always be elements of a service that are 
more financially challenging than others. 
 
The group concluded that there is no single threshold number for the numbers of birth that are 
needed at a midwife-led unit to make it viable, but that individual decisions need to be taken 
considering a wide range of issues  
 
Workforce issues 
 
The importance of staff engagement was emphasised on several occasions during the discussions, as 
was the need to (i) win over the ‘hearts and minds’ of staff in order for any substantial change in 
service design to be successful, and (ii) avoid making any assumptions in relation to the retention of 
staff in a changed service model – all of which was readily acknowledged from the ‘Path to 
Excellence’ team, who confirmed that these principles have been at the core of their work.  
 
A suggestion was made that it might be helpful to survey the workforce (midwives, medical staff and 
others) as a means of (a) assessing staff attitudes and the numbers of midwives who might want (or 
be prepared) to work in either a busier maternity unit and / or a FMU, as well as (b) encouraging a 
sense of inclusiveness with regards to the process of determining the optimal service model.  
 
Learning from the experience of others 
 
Experience with FMUs in the region has been variable. Some – such as the unit at the Friarage in 
Northallerton - have been very successful in terms of the numbers of women opting for them as 
their preferred place of birth, whereas others have seen levels of activity decrease to a point where 
either units have shut, or the sustainability of a service is currently being questioned. The 
importance of making such units an active hub for maternity care was emphasised as a means of 
building confidence in the service amongst the staff and local population. The South Tyneside and 
Sunderland senior leadership team leaders confirmed that have already been in touch with 
colleagues from across the area to seek out areas of good practice. 
 
Training issues 
 
The group noted that South Tyneside Hospital are not currently approved for the training of junior 
medical staff in Obstetrics and Gynaecology – and any proposal that included an intention to re-
establish training would mean having to go through a process of reapplication for accreditation.   
 
Summary 
 
There was a general agreement amongst those present that with appropriate assessment of women 
and adequate transport and backup, FMUs are a safe and high quality birth option for healthy 
women with uncomplicated pregnancies; a conclusion that is based on high quality evidence – albeit 
with a proviso that the general characteristics of such a unit are not dissimilar to those in place 
across the country, and that transfer times are not significantly different from the national average.  
 
The group acknowledged the difficulties with sustainability of such units, but there was agreement 
that much can be done to overcome any potential issues such as maintenance of skills amongst the 
workforce, and the numbers of women choosing a FMU as their preferred birth option. 
 



 

 

 

 

 

 

 

 

 

 
 

Dr Sundeep Harigopal,  

Consultant Neonatologist,  

Clinical lead of Northern Neonatal Network 

 

 

Patrick Garner 

Programme Manager 

Path to Excellence 

South Tyneside and Sunderland Healthcare Group 

By email: patrck.garner@nhs.net 

 

25, May, 2017 

 

 

Dear Patrick, 

 

Re: Northern Neonatal Network feedback to Path to excellence Phase 1a obstetrics and 

paediatrics proposals 

 

Thank you for attending the Northern England Neonatal Network Board meeting on 22 May, 2017 

and for the insightful presentation on the Phase 1a Path to Excellence proposals in relation to acute 

obstetrics and paediatric services. 

 

The network is clearly most interested in the direct impact of the proposals on the Special Care Baby 

Units (SCBU) at both South Tyneside District Hospital (STDH) and Sunderland Royal Hospital (SRH) 

and any potential implications for wider neonatal services. After listening to the presentation and 

reviewing the draft pre-consultation business case and underpinning clinical service review reports, I 

am pleased to be able to be in a position to provide a network view on the proposed changes.    

 

The network fully accepts the case for change in relation to acute maternity and paediatric services 

across South Tyneside and Sunderland as a result of workforce pressures that clearly cannot be 

sustained within current service arrangements. The Path to Excellence programme has rightly 

acknowledged the clinical interdependencies across obstetrics, paediatrics and SCBU and, as such, 

we fully support the change to SCBU that the maternity and paediatrics’ proposals necessitate. 

As a network we would anticipate clinical quality benefits from bringing SCBU services together. 

Concentrating care enables more babies to be born on single sites therefore enables expertise to 

develop and with improved staffing we would expect clinical outcomes to improve. Equally, this 

The Northern Neonatal Network  
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should enable more prompt care for the most poorly infants requiring care at the SRH Neonatal 

Intensive Care (NIC) by removing the need for SCBU-to-NICU transfers between the two hospitals. 

The proposals do not appear to present any additional workload pressures or risks to the broader 

neonatal network across Northern England as the workload will be transferred from STDH to SRH. 

However it is imperative that capacity and staffing at SRH are taken in to account. The proposals are 

also cognisant of the previous Royal College of Paediatric and Child Health Neonatal review (July, 

2015) that recommended infants of greater than 26 weeks gestation be cared for at SRH. While this 

review did not specifically look at SCBU services, it will be important for any additional capacity – 

namely the potential step-down to SCBU services – to be incorporated into future capacity planning.  

Capacity and demand analysis of previous SCBU activity at both STDH and SRH undertaken by the 

network suggests that current SRH SCBU capacity is likely to be sufficient to absorb the additional 

annual STDH activity. This would create an opportunity to retain existing funding levels to support 

staffing reinvestment and increase the amount of time that cots are staffed to British Association of 

Perinatal Medicine standards, something that the network would always encourage. Clearly, further 

discussion with NHS England’s Cumbria and North East Specialised Commissioners would be 

required to determine if this would be appropriate and achievable.  

The network is happy to continue to work with the Path to Excellence programme to further test 

capacity planning, including understanding peak demand periods, to ensure the most robust service 

arrangements prior to any final decision being made.  

However current capacity at SRH will only be sufficient on the proviso that occupancy is around 80% 

and sufficient workforce is available to enable cots to be safely opened and fully staffed. While the 

proposals assume that the current South Tyneside SCBU staffing establishment will transfer to SRH, 

the network would encourage caution around this assumption. The existing neonatal system is not 

without its own workforce pressures and, while positive inroads have been made into recruitment at 

SRH recently, no change is immune to natural staff losses as individuals may choose to take up 

employment elsewhere.  

The workforce challenges are not insurmountable however and the programme’s decision-making 

and implementation timeline allows sufficient time to enable a clear staff recruitment and retention 

plan to take effect. The network would therefore advise appropriate early workforce planning to 

ensure appropriate staff numbers are in place to support optimal SCBU capacity for the South 

Tyneside and Sunderland health system 

The network would also highlight the following considerations for the programme as it progresses its 

change proposals: 

- Ensuring that clear pathways are put in place, particularly if the freestanding MLU at STDH 

option (maternity option 1) is pursued, to ensure robust mechanisms of ensuring paediatric 

medical care for any babies delivered at the MLU who become unwell 

- Ensuring that the impact on the North East neonatal transport service is fully considered 

- Ensuring that staff are fully engaged in the service change process and that they understand 

the reasons for change, feel part of the process and are able to inform the development of 

the change proposal 

- Harnessing relevant learning from similar service changes affecting SCBU, such as those in 

Northallerton and Middlesbrough 



 

 

Finally, on behalf of the network, I would like to thank you for giving the network the opportunity to 

review and comment on the proposals. The proposals represent well-thought out plans that are 

intended to address evident workforce pressures but which, importantly, are likely to deliver clinical 

quality improvements across the clinical specialities, including SCBU.  

The network would be happy to work with the programme to offer any further support and advice 

required as the proposals are further developed. 

Yours sincerely, 

 

Dr Sundeep Harigopal,  

Consultant Neonatologist,  

Clinical lead, Northern Neonatal Network 

 

 

CC: Peter Dixon, Senior Service Specialist, Specialised Commissioning, NHS England – North (North East & 

Cumbria) 
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Dr Robin Mitchell  
Clinical Director 

North of England Clinical Networks 
Cumbria and North East  

 
Dr David Hambleton 
Chief Officer 
NHS South Tyneside CCG 
 
Dave Gallagher 
Chief Officer 
NHS Sunderland CCG 
 
By email: nhs.excellence@nhs.net 
 
27 October, 2017 
 
Dear Dr Hambleton and Mr Gallagher, 
 
Re: Child Health Network feedback to Path to excellence consultation 
 
Thank you for inviting the informal Northern England Child Health Network to formally 
respond to the Path to Excellence consultation. I am pleased to be able to confirm the 
network’s position on the proposed service changes. I do so on behalf of the network chair 
who has rightly declared a conflict of interest in relation to the proposals and who has played 
no part in network discussions on this matter. 
 
As you will be aware, a number of non-conflicted nominated clinical representatives of the 
network gave their views on the draft service change proposals prior to the consultation 
commencing. The view of these consultant paediatricians has since been considered and 
endorsed by network members and as such can be considered to be a final network view. 
Views have been specifically obtained from network members outside of the directly affected 
organisations.   
 
I therefore enclose the original report which has only been updated to ensure the option 
numbers reflect those within the public consultation documentation.  
 
I do hope that this helps to bring meaningful clinical debate to the Path to Excellence 
decision-making process in order to deliver the best possible paediatric care to local 
patients. 
 
Yours sincerely, 
 

 
Dr Robin Mitchell 
Clinical Director  
Northern England Clinical Networks 
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South Tyneside and Sunderland Healthcare Group 
Clinical Services Report for Paediatrics 

 
Feedback from individual experts identified through the  

informal Northern England Child Health Network 
 
24 April, 2017 
The Northern England Child Health Network was asked to identify non-conflicted individuals 
with appropriate paediatric clinical expertise to provide comments on the proposed paediatric 
service changes from South Tyneside and Sunderland Clinical Commissioning Groups and 
NHS Foundation Trusts working as part of Sunderland Healthcare Partnership to deliver the 
Path to Excellence Programme. 
 
Network members were identified and asked to review the clinical service review report 
(v.11, dated 01.03.17) to provide an informal, external sense check and comment 
specifically on: 

- Their likelihood to deliver safe, high quality services and the best possible clinical 
outcomes 

- Their likelihood to address current service challenges  
- Alignment with the clinical evidence base 
- Any learning from elsewhere that could help strength the proposals 
- Any alternative service configurations that could be considered 
- Anything that the programme may have overlooked in the development of the 

proposals  
 
The clinical services review report was reviewed by: 

- Dr Maria Willoughby, Consultant Paediatrician and clinical lead for the child health 
network 

- Dr Mark Anderson, Consultant Paediatrician and clinical lead for the child health 
network 

 
Feedback is as follows: 
 
Firstly, we would like to commend the review team on the production of a thorough report 
which outlines a clear case for change and well-considered service change proposals. We 
believe that the scenarios described represent a credible attempt to address the workforce 
challenges that have left the paediatric service at South Tyneside District Hospital 
particularly vulnerable.  
 
The workforce challenges experienced locally echo those nationally, with national workforce 
pressures around neonatal nurse staffing and paediatric middle grades as a result of a 
reduction in trainee numbers, an increasing female workforce and less-than full-time training. 
The use of locum medical staff presents clinical challenges - although partially offset in this 
instance through attempts to use regular, familiar locums - with risks of inconsistent clinical 
standards and an absence of integration and support for departmental or organisational 
governance. The recruitment of Trust Grade doctors from overseas continues to be 
challenging, with immigration regulations restricting international medical graduate 
recruitment to two years, variable skill level and no assurances that supply exceeds demand.   
 
Through the use of Paediatric Nurse Practitioners and Advanced Neonatal Nurse 
Practitioner roles, it is clear to see that South Tyneside NHS FT has attempted to implement 
alternative workforce models to reduce clinical risk and enhance service sustainability. 
However such approaches can often deplete senior nursing teams and retention can be 
problematic.   
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Resident consultant posts are being used in units elsewhere nationally and are likely to be 
part of sustainable workforce solutions, however this is dependent on the creation of 
satisfying roles and continued developmental opportunities; larger teams continue to be 
more attractive in terms of recruitment and retention through the provision of an improved 
work-life balance. 
 
The Path to Excellence proposals to remove the medical paediatric presence from South 
Tyneside District Hospital allow immediate operational pressures to be addressed whilst 
moving towards RCPCH college standards of a 1:10 rota. Option 2 is the most likely to 
deliver long-term workforce sustainability due to the concentration of paediatric acute 
emergency services onto a single site which is likely to support medical staff retention.  
 
Recruiting and retaining senior medical staff to work only in short-stay units – such as that 
outlined in option 1 - is difficult.  Staff tend to move on more frequently and this consequently 
reduces the capacity for organisational memory and therefore the ability to maintain good, 
long-term strategies to deliver the best clinical outcomes.  Greater staff retention and 
sustainability could potentially be achieved for option 1 if senior medical staff rotated through 
both South Tyneside and Sunderland hospital sites, however, the CCGs and FTs need to be 
mindful that this does not always achieve the desired job satisfaction and greater 
consideration is therefore advised for long-term medical staffing sustainability with option 1.  
 
We have identified no reasons that question the safety and clinical efficacy of the proposals 
and believe they will provide a safer, more sustainable alternative to what is delivered at 
present, given the current service configuration’s reliance on a succession of locum medical 
staff. We cannot suggest any other service configuration option that might potentially 
achieve as good an outcome as those likely to be delivered from the change proposals 
outlined, without further, more radical service reconfiguration. 
 
The proposals are in line with the available clinical evidence base and are informed by 
appropriate clinical standards. We would however recommend that the specific Royal 
College of Paediatrics and Child Health guidance on Short Stay Paediatric Units (2016) are 
also reviewed. The programme may also benefit from exploring any learning from paediatric 
service changes in Nuneaton and Manchester.  
 
We note that the workforce considerations reflect current budgeted workforce rather than 
actual workforce. We therefore strongly encourage the programme to ensure that sufficient 
establishments are available to fulfil the future programmed activities (PA) requirement in 
order to mitigate against ongoing future vacancies.  Equally, we would advise due 
consideration of regional advice on percentage-fill rates on rotas to achieve equity, in order 
to fully understand any residual vacancies from the proposed net middle grade reduction.   
 
We note the work described to assess bed capacity but are unclear as to what point of the 
day demand and capacity has been assessed. In order to ensure as realistic bed modelling 
as possible, we would encourage midnight bed demand and capacity to be assessed, if the 
programme has not already done so, given that children seen later in the evening at a 
CSSAU may end up being admitted overnight.  
 
The co-dependency of the Trusts’ paediatric and maternity models may mean that further 
work is required to fully assess the impact of any activity loss to neighbouring acute sites 
together with the impact this may have on the number of medical trainees at South Tyneside 
and Sunderland hospitals. Every effort should be made to avoid exacerbating the very 
workforce pressures that the proposals are seeking to address. 
 
The report acknowledges the potential impact on ambulance transfers and transfer times. 
We would recommend that the programme, in partnership with the North East Ambulance 
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Service, considers the assessment of the Path to Excellence Phase 1a proposals alongside 
any other proposed changes across the North East, each of which may have a similar 
cumulative impact.  
 
In summary, we believe this report puts forward two credible solutions, with option 2 likely to 
deliver greater workforce sustainability and therefore safeguard service quality and continuity 
in the longer term. Subject to the considerations advised above, we consider the proposals 
to be robust and appropriate.  
 
We hope the programme finds this feedback helpful and we remain happy to help and 
support in the further development and/or review of the proposals as required.  
 
 



 
 

Path To Excellence – Urgent and Emergency Paediatric 
Services in Sunderland and South Tyneside 

 
Final Report 

 
1. Introduction 
 
The Path To Excellence programme requested that the Northern England Clinical 
Senate undertake a review of the safety, efficacy and robustness of the proposed 
emergency and urgent paediatric service configurations which form part of a series 
of acute change proposals being put forward as part of the Path to Excellence 
transformation programme across South Tyneside and Sunderland.  
 
The objectives of the review were for the Senate Review Team to give a view on: 
 

• The appropriateness of the clinical evidence base and national guidance used 
to develop the proposed models of care (and to rule out those options 
deemed not to be suitable for consultation and subsequent implementation) 

• The extent to which the proposed models are likely to address current service 
challenges and align to the drivers for change for the emergency and urgent 
paediatric service. In particular a view on how the proposed models best meet 
the workforce challenges within the service would be welcome 

• The appropriateness of consideration of the impact of the proposed models 
onto other interdependent services 

• The robustness of the risk assessment associated with the proposed models 
and the appropriateness of any mitigations identified 

• Any information or suggestions that would improve the quality of the proposed 
models or would aid effective implementation once a decision is made. 

 

The scope of the review covers: 
 

• The proposed emergency and urgent paediatric services within Sunderland 
Royal Hospital and South Tyneside Hospital 

 

The following services are not part of the Path To Excellence programme (but the 
potential impact of the proposed models on them will be considered as an 
interdependent service): 
 

• Neonatology including the Special Care Baby Unit 
• Primary care and out-of-hours services 
• The consultation process itself 

 



The two options put forward for consultation were as follows: 
 

• Option 1 – Provision of a seven-day, 12 hour (8am to 8pm) paediatric 
emergency department and children’s short stay assessment unit at South 
Tyneside District Hospital with 24 hour, seven days a week paediatric 
emergency department at Sunderland Royal Hospital 

• Option 2 - Development of a nurse-led paediatric minor injury or illness 
service between 8am and 8pm at South Tyneside District Hospital with a 24 
hour, seven days a week paediatric emergency department at Sunderland 
Royal Hospital 

 
The “Third Option” that the Review Team were asked to consider that had 
originally been ruled out at the hurdle criteria stage is as follows: 
 

• Paediatric ED – operate 24/7, however ambulances will be diverted to CHS: 
- Consultant presence on site Monday-Friday 9am-10pm 
- Overnight – PNP delivered with support from adult A&E and Consultant 

Paediatrician on call 
• Children Short Stay Assessment Unit (CSSAU) - operate 24/7 service  
• Increase in CSSAU capacity to 6 beds (from 3) and increased length of stay 

up to 48 hours (increased from 24 hours) 
• Ambulatory Care and Rapid Access clinics – No changes to current provision 
• Children’s Day Unit – to be retained at STDH but would need to be re-

provided in a different location. 
  



2. Review team membership and process 
 
The Northern England Clinical Senate formed a review team to undertake this work.  
 

Member Background / role 
Dr Lesley Kay 
(Review Panel 
Chair) 

• Vice Chair - Northern England Clinical Senate  
• Consultant Rheumatologist, The Newcastle Upon Tyne 

Hospitals NHS Foundation Trust 

Dr Jeff Perring  
• Paediatric Intensivist - Sheffield Children’s Hospital 
• Vice Chair - Yorkshire and Humber Clinical Senate 

Mark Millins 
• Associate Director of Paramedic Practice - Yorkshire 

Ambulance Service 
• Yorkshire and Humber Clinical Senate Council Member 

Dr Peter 
Weaving 

• GP and Emergency Department Clinician – West 
Cumberland Hospital, North Cumbria University Hospitals 
NHS Trust 

• Northern England Clinical Senate Council Member 

Shirley 
Thomas 

• Matron, Paediatric Emergency and Assessment Unit, The 
Newcastle Upon Tyne Hospitals NHS Foundation Trust 

• Northern England Clinical Senate Assembly Member 
 

The Path To Excellence Programme provided the Review Team with detailed 
documentation prior to the review day which is outlined in appendix 1.  
 
The Review Day itself took place on the 28th November 2017 and consisted of face-
to-face sessions – the schedule and attendance can be found in appendix 2. 
 
Some additional information was requested by the Review Team during the session. 
A list of the information received after the review in response can be found in 
appendix 3. 
 
 
  



3. What we heard on the day 
 
3.1 Session with the Path To Excellence Programme Team 
 
During this session, the Senate Review Team heard: 
 

• An overview of the wider first phase of the Path To Excellence Programme, 
the process used to develop and assess the various options for Urgent and 
Emergency Paediatric Services, the consultation process undertaken and the 
assurance process used by NHS England. 

• That the clinical standards against which the options were assessed includes 
a number of cross-cutting standards which apply at the “front door” (e.g. the 5 
acute assessment standards linked emergency departments) and that were 
most closely linked to the workforce challenges currently being experienced. 

• There are currently different skill-sets in the two paediatric nursing teams in 
Sunderland and South Tyneside but the intention is to develop a “one-team” 
approach across the two teams and the introduction of rotating staff across 
the sites to allow skills to be developed / maintained.  

• The rationale behind the decisions to rule-out the “Third Option” at the hurdle-
criteria stage. The Path To Excellence’s Clinical Review Group felt that 
sufficient Advanced Nurse Practitioners would not be available and that 
Health Education England would not allow unsupervised junior doctors 
overnight. They outlined that only 2 of the 5 middle grade doctors are 
substantive and that the Third Option would not have addressed this and that 
calling consultants on-call in from home would not guarantee the 30 minute 
response time required. Overall the assessment against the hurdle criteria 
was felt to include an excessive number of work-arounds to maintain a service 
that would be a lot less safe. 

• That there are not any gaps currently in the rotas but that the likelihood of 
some retirements in the future means that whilst the programme is confident it 
could staff in-hours options that the challenge this would create in the out-of-
hours service would be greatest in the Third Option (making it a less 
sustainable alternative for the future). 

• That ED and Anaesthetics input would be needed to support the proposed 
models in South Tyneside to ensure Advanced Life Support is available to 
self-presenting patients out-of-hours. This is not currently the case. 

 
 
  



3.2 Session with the clinical team from City Hospitals Sunderland 
 
During this session, the Senate Review Team heard: 
 

• The history of the development of the current Urgent and Emergency 
Paediatric Service across South of Tyne and Wear through the Accelerated 
Big Picture Programme in 2012 which established the current model of 
provision at Sunderland Royal Hospital (SRH), Gateshead Queen Elizabeth 
Hospital (QE) and South Tyneside District Hospital (STDH). 

• That the model established in 2012 has been increasingly vulnerable, 
particularly in regards to middle grade doctors and given this, any future 
model needed to be significantly less reliant on middle grades.  

• That the current service in the SRH Paediatric ED is stretched and does not 
allow for quality improvement or other non-clinical work 

• That the Sunderland team recognise that the future model needs to both 
incorporate the exceptional staff at South Tyneside but not work to the 
detriment of the current SRH service and that any service at South Tyneside 
needs to be more than just an Urgent Care Centre level of provision. 

• That the number of consultants working in SRH Paediatric ED needs to be 
increased but without their caseload being diluted by working across two-
sites. 

• That the future model of care needs to minimise travel for patients and their 
families from South Tyneside as far as possible and that doesn’t lead to too 
much additional activity coming across to SRH (which may potentially hide the 
seriously-ill child in the SRH Paediatric ED amongst a greater number of less-
ill children) 

• That there needs to be a recognition of the finite resources available to deliver 
services in the future. 

• That in Option 2 there would need to be staff rotation across the two sites to 
ensure paediatric nurses in South Tyneside would not become isolated and 
that there would be a standardisation of care pathways across both sites. 

• That the “Third Option” would be difficult to attract consultants to in the future 
as it would mean that they would also be working down to middle-grade level. 

• That both options put forward for the future really need improved support from 
general primary care and primary care out-of-hours providers. 

• That a decision on the future model is needed and that any decision is better 
than no decision. 

 
  



3.3 Session with the clinical team from South Tyneside Hospital 
 
During this session, the Senate Review Team heard: 
 

• the clinicians and paediatric staff of South Tyneside feel that they have had no 
input into the service redesign process 

• that the current services are sited within an extremely deprived population 
• the history of the how the current service model was developed as part of the 

2012 Accelerated Big Picture programme but how the initial 8 beds set out for 
South Tyneside have become 3 beds during this time. The staff feel that they 
manage these beds really well and that they are used almost as an 
observation unit and are full every day. 

• the current unit is staffed by consultants (with no middle grades during the 
day) working with very experienced paediatric nurse practitioners who  work 
at middle grade level in many respects (although not synonymous with a 
middle grade doctor) but that this is not well understood within the clinical 
team at SRH 

• that there has been a very significant increase in demand for services in 
STDH (from 6,000 patients in 2012 to 17,000 patients in 2017) including an 
increase in the number of child and adolescent mental health presentations 

• that the South Tyneside team are concerned about the driver for Option 2 and 
have been repeatedly told that it originated from the CCG. The team feel that 
strength of paediatric nurse practitioners is the ability to notice when a 
children is very sick and they can escalate the patient to a medical decision-
maker on-hand in STDH. They feel that in Option 2 all the safety-nets for 
nursing staff are removed and despite the maintenance of the Rapid Access 
Clinics in Option 2 this does not guarantee access to a medical decision-
making. They also feel that they have built a service where parents present 
earlier with their ill-child which means that they can be treated more easily 
and discharged home where if this model changes parents will present later 
which will lead to more ill children and therefore a greater number of patients 
will require transfer to Sunderland 

• that the staff feel that there is currently no common understanding of what a 
nurse-led model would look like and are concerned the lack of availability of a 
short-stay facility in Option 2 would further increase non-urgent transfers to 
SRH. 

• that the team have concerns over the effectiveness of how children’s 
safeguarding would work in Option 2. 

• that the transport issues associated with the proposed models are very 
significant for the population of South Tyneside, particularly for patients who 
would self-present out-of-hours with a very sick child and that to ensure a 
sustainable service there needs to be some paediatric emergency experience 
overnight (at least at middle grade level) 



• that there are no currently no paediatric nurse practitioners in training but that 
uncertainty around the future service provision is proving to be a barrier to 
those wanting to join the STDH team as paediatric nurse practitioners 

• that they feel that in Option 1 there would be 1800 children a year requiring 
transfer to SRH as the unit closes/through the night 

• that the team have recent experience of needing to transfer a child to SRH but 
have been told they can’t as SRH has no bed capacity for them. 

 
3.4 Session with the Save South Tyneside Hospital Campaign 
Group 
 
During this session, the Senate Review Team heard: 
 

• Genuine concerns from parents with young children who have had need to 
use the urgent and emergency paediatric services about the implications of 
the proposed changes. In particular these concerns related to overnight 
provision at South Tyneside in the proposed options (in terms of difficulty of 
accessing services in Sunderland and the appropriateness of the environment 
should urgent treatment be given in the adult Emergency Department at 
South Tyneside District Hospital during the night) and general ease of access 
of services in Sunderland (which would leave many in South Tyneside reliant 
on bus journeys – when running – involving a number of changes depending 
on starting point) 

• The view from the Save South Tyneside Hospital Campaign Group that the 
proposed service changes were less safe and sustainable than the current 
model of care and were far less accessible to the population of South 
Tyneside (given the low car ownership in South Tyneside, high cost of travel 
by taxi and difficulty and unreliability of public transport to Sunderland). The 
Group felt that the travel analysis was far from satisfactory (coming up with 
“absurd” travel times from South Tyneside that did not reflect the reality of the 
journeys that would need to be made) and that did not factor cost to the 
patient into the assessment. 

 

During this session the Senate Review Team were presented with a letter from 
Emma Lewell-Buck MP for South Shields outlining her concerns with the proposals.  
The main concerns outlined in the letter were: 
 

• The inadequacy of the clinical evidence base used to develop the proposals 
• The inappropriateness of the proposed models of care in addressing the 

challenges faced by the current service 
• The lack of consideration of different ways of addressing workforce 

challenges (e.g. technology or changes to rotas) 



• Consideration of impact on other interdependent services (public transport, 
ambulance services, bed capacity and parking provision for staff and the 
public at Sunderland Royal Hospital) 

• The implications for the travel cost for patients 
• The unsafe nature of the proposals and the “real risk to life” that these 

changes would present to children and young people unable to access 
emergency and urgent services, and 

• The lack of inclusion of a 24/7 Urgent and Emergency Paediatric Service at 
South Tyneside District Hospital 

 

The full letter can be found in appendix 4. 
 
3.5 Session with North East Ambulance Service representative 
 
During this session, the Senate Review Team heard: 
 

• That NEAS would face a significant operational challenge (clinically this would 
not be an issue) to clear the 2 or 3 patients likely to require transfer each night 
at the point of closure of the South Tyneside service in Option 1.This 
challenge would be even more significant on a Friday and Saturday evening 
when demand for ambulance services increases. 

• That patients requiring transfer in at the point of closure of the South Tyneside 
service in Option 1 would be classed as a C3 response which has a 120 
minute standard response time. That NEAS have concerns on the length of 
time it would take to clear these patients and that even this standard would be 
hard to achieve and that it could eventually be a 4 hour process. 

• NEAS believe that for Option 1 an increase in resource and/or a different 
model of care for transfer would be required. This could include the provision 
of a double-crewed vehicle stationed at South Tyneside District Hospital 
(although could not guarantee it would be available should other priorities 
require its use) or an increase in the hours of the low-acuity transfer tier past 
the current 10pm end time. If a child requiring transfer required airway support 
or was being transferred with an IV drip then they would not be eligible for 
low-acuity transfer. Patients on oxygen would be eligible however. At the time 
of this session NEAS had not been asked by the programme to model the 
dedicated provision of a low acuity vehicle but that it would be possible to do 
so if required. 

• That NEAS’ biggest concerns around the proposals are in relation to patients 
who would present to the service out-of-hours. 

• There are also concerns regarding potential handover delays in any scenario 
where there would be significant increases in conveyances to Sunderland 
Royal Hospital. Whilst there is a separate Paediatric Emergency Department 
at Sunderland Royal Hospital, additional paediatric conveyances would enter 
via the same handover queue (as it currently stands). This could be changed 



to a direct access model (following the “send-accept” model similar to that 
used by the Trauma Network) but there would need to be guarantees that 
there would be automatic acceptance at the SRH paediatric service and no 
diverts to the adult ED. 

• That NEAS feel that further work needs to be undertaken to assess the likely 
proportions of patients from South Tyneside during the night utilising different 
service choices (e.g. call 999, self-present to Sunderland, self-present at 
STDH Adult ED, self-present at Gateshead Queen Elizabeth Hospital, self-
present at Newcastle Royal Victoria Infirmary or utilise out-of-hours primary 
care providers). NEAS’ current working worst-case estimate is that in the 
proposed models there could be 9 paediatric emergency attendances through 
the night at STDH that may require transfer which whilst sounding small 
number for a hospital unit to deal with, they are significant numbers for an 
ambulance provider to cope with. 

 
4. Summary of findings 
 
Based on the information submitted by the Path To Excellence programme and the 
discussions that took place during the panel review session, the Northern England 
Clinical Senate Review Team has made the following findings in-line with the 
objectives of the terms of reference. 
 
4.1 General findings 
 

The Review Team found that: 
 

• the current services on both the Sunderland and South Tyneside sites are 
clearly staffed by medical and nursing teams passionate about providing high 
quality urgent and emergency paediatric services for their populations 

• the challenges faced in maintaining sustainable services are evident and 
reflect similar challenges faced by paediatric services across the country 

• the types of patients seen and level of risk accepted by the Paediatric Nurse 
Practitioners and Advanced Paediatric Nurse Practitioners at the two current 
sites is different and a clearer understanding of this and a plan to standardise 
training etc would be beneficial in either of the two options and in creating the 
“One Team” approach outlined by the programme team 

• the appropriate evidence base has been used when developing the options 
for the Path To Excellence programme (with the caveat that the programme 
should review the options to ensure they align to the more recent 2015 
Paediatric Intensive Care Society: Standards for the Care of Critically Ill 
Child 1which superseded the 2012 version referenced in the documentation 
provided)  

                                            
1 http://picsociety.uk/wp-content/uploads/2016/05/PICS_standards_2015.pdf  

http://picsociety.uk/wp-content/uploads/2016/05/PICS_standards_2015.pdf


• the “Third Option” did not present a viable alternative to the two options that 
went forward to public consultation  

• while each of the two options that went forward to public consultation had tried 
to address the workforce challenges that the services face, both still required 
further work to address risks to service delivery should they be implemented 

• given the fragile state of the current services, a decision does need to be to 
made to provide certainty for current and prospective staff to best support 
recruitment and retention but the further work on both options needs to be 
undertaken as a matter of urgency. 
 

4.2 Findings in relation to Option 1 
 
In regards to Solution 1– overnight closure of the South Tyneside District Hospital 
Paediatric Emergency Department and Children’s Short Stay Assessment Unit (8pm 
– 8am) – the Review Team found that: 
 

• It is reasonable for the programme to consider the overnight closure of the 
STDH Paediatric ED and CSSAU due to low levels of activity during these 
hours and providing a service through the night for this small number of cases 
is not best use of staff when the service faces workforce challenges. Based 
on the discussion with the clinical staff, it would be recommended that in this 
model, the units would close to admissions at 10pm with the service closing at 
midnight (to allow two hours to clear the department) rather than the current 
10pm with last admission at 8pm to reflect the current pattern of daily activity. 

• This medical model is most closely aligned to the current clinical evidence 
base for the provision of urgent and emergency paediatric services 

• This model replicates other models already working in other areas 
• Attention should be paid in the planning to means of ensuring that un-well 

children do not inappropriately present to South Tyneside outside the hours of 
work of the paediatric service and that there are plans for safe transfer of any 
such children to Sunderland. Nevertheless, it is likely that occasional sick 
children requiring immediate emergency management may present to South 
Tyneside.  It would therefore be necessary that the adult ED clinicians 
maintain their emergency paediatric skills (including Advanced Paediatric Life 
Support) to ensure safe management and stabilisation of children prior to 
transfer to Sunderland where appropriate 

• That there is still considerable further work required on the supporting 
transport and transfer aspects of this model before decision-making should 
take place. Whilst the Review Panel heard that members of the programme 
team and clinical staff had identified these issues, the necessary modelling 
work to support the transport and transfer services planning had yet to take 
place. The North East Ambulance Service and the programme need to work 
together at pace to ensure this modelling and impact assessment is 



completed as a matter of urgency. To proceed to decision-making without 
doing so would be a serious concern to the Review Team 

• That this model as currently described to the panel is closest to being adapted 
to the point of making it workable and could potentially be implemented 
incrementally to build confidence in it should this become the preferred option 
at the decision-making stage of the process. 
 

4.3 Findings in relation to Option 2 
 
In regards to Solution/Option 2– acute paediatrics including the Children’s Short Stay 
Assessment Unit and the Children’s Day Unit moving to Sunderland Royal Hospital 
with the development of a nurse-delivered minor injuries/illness care centre available 
8am – 10pm at South Tyneside District Hospital – the Review Team found that: 
 

• There is still a significant amount of unquantified risk associated with this 
model that would need to be addressed as a matter of urgency prior to 
decision-making. 

• From the discussion with the nursing staff from STDH it is clear that they lack 
confidence in their ability to make this model work in practice whilst 
maintaining their current risk threshold in the management of patients due to 
the removal of accessible on-site middle-grade clinical support. This lower risk 
threshold would see an increase in transfers to Sunderland Royal Hospital 
and therefore an increase call volume to NEAS. Further modelling work needs 
to be undertaken to quantify this potential change in risk threshold on the 
overall impact onto both sites under this option and potentially explore 
technological solutions to the provision of rapid middle-grade support to 
nursing staff requiring a clinical view on a potentially ill child. 

• That greater clarity needs to be given on how the members of staff working 
out of the STDH site will maintain their competence (e.g. the need for rotation 
etc), how the provider will ensure that this model can attract future workforce 
and how new staff will be trained in this option. 

• The STDH nurses also argue that because of their relationship with the local 
community and known way of working that they see children presenting 
earlier and that any perceived move of service to Sunderland would see 
parents present later when their child was more seriously ill creating further 
additional demand on the overall service. Given that, the Sunderland clinical 
team voiced concerns over any increase in activity that may hinder them 
identifying the really ill child amongst those with low acuity.  

• As in Option 1, the transport and transfer arrangements need further work to 
manage the risk of self-presenting patients (particularly out-of-hours) that 
require conveyance from STDH to SRH. With very low levels of car ownership 
in South Tyneside and an apparent lack of confidence in NEAS response 
times and GP access (which may be unfounded) there is a risk of continual 



high rates of self-presentation at STDH given the current utilisation rates 
being greater than equivalent sized units in other areas in the country with 
comparable demographics. 
 

4.4 Findings in relation to the “Third option” that was discounted a 
hurdle criteria stage 
 
In regards to the “Third option” - the maintenance of the 24/7 Paediatric ED (with 
ambulance divert to SRH however) with consultant presence site Monday-Friday 
9am – 10pm with overnight service provided by Paediatric Nurse Practitioners 
supported by Adult ED and Consultant Paediatrician on call, 24/7 CSSAU with 
increased bed capacity from 3 to 6 and increased length of stay from 24 – 48 hours –
the Review Team agreed with the programme’s assessment at the hurdle criteria 
stage that it did not present a viable alternative to the two other options and was 
therefore appropriate to not include them within the public consultation process. 
 
The main reasons behind this view are that: 
 

• the model would still be too far away from the Facing the Future standards 
• paediatric consultant on-call cover through the night would further impact on 

in-hours paediatric consultant staffing levels 
• it does not address the workforce pressures currently faced by the service to 

present a long-term sustainable model for the future. 
 
4.5 Other findings 
 
Aside from these specific findings in relation to the individual models, the Review 
Panel also find that: 
 

• there is a need to accelerate the further development of the two options with 
staff from all disciplines from both sites, with independent facilitation if 
necessary. This is particularly the case for the paediatric nursing staff from 
STDH to build their understanding and confidence in the suggested models, 
building on their experience and current level of practice to shape the best 
possible service for the populations of both Sunderland and South Tyneside. 
This development should include clarification around the proposed pathways 
of care (e.g. child arriving just before cut off time and clinical emergencies) 

• there needs to be a greater focus on clinical and patient outcomes as part of 
the work of the Programme 

• whichever option the programme ultimately decide to implement,  an effective 
communications strategy will need to be development and clear and 
consistent messaging given to the population of South Tyneside to make 



them aware of how to access the most appropriate service in the new 
configuration 

• the CCGs work with primary care and out of hours providers to ensure that 
clinicians have the appropriate level of skills and capacity to manage 
paediatric demand onto the hospital base services 

• that clear governance and safe-guarding arrangements are made for the new 
configuration regardless of option selected 
 

5. Recommendations 
 
In summary, the recommendations of the Northern England Clinical Senate review 
team are as follows: 
 

• That the “Third Option” remains discounted during the decision-making 
process as it does not provide a viable solution to ensuring a clinically 
sustainable solution for Urgent and Emergency Paediatric Services across 
Sunderland and South Tyneside 

• That much more work needs to be undertaken on developing both Option 1 
and Option 2 before any decision is made. For the reasons outlined earlier in 
the report, the Senate Review Team feel that Option 1 is closer to being 
developed into a workable model and has a greater clinical evidence base 
supporting it than Option 2 at this point in time. If Option 1 is chosen, 
extended working hours to 22:00 should be considered alongside a phased 
implementation. 

• That the Programme and the North East Ambulance Service work on a more 
detailed impact assessment of the implications of both Option 1 and Option 2 
as a matter of urgency.  

• That the operational risks outlined, with the volume of patients likely to require 
transfer between STDH and SRH in the proposed options, have more clearly 
defined mitigations put in place to ensure the capacity and capability to 
convey this number of patients is in place before the any option is 
implemented (without impacting on wider ambulance response performance) 
and that the receiving unit can guarantee admission for the patient on every 
occasion on arrival 

• That the risk-mitigations for patients self-presenting at STDH out-of-hours in 
the proposed options are fully worked up and in place prior to the 
implementation of any new model 

• That staff from both Sunderland and South Tyneside are brought together to 
undertake this further developmental work, and 

• That a clear and robust communication and engagement strategy for the 
public is developed alongside and enacted at the point of decision-making 
and prior to the initiation of the new service model (regardless of preferred 



option). This should include mitigations in place for extended travel time and 
how best to use public transport to access the new service model. 

 
 
  
  



Appendix 1 – Path To Excellence documentation provided 
to the Clinical Senate pre-review day 
 
 

• Path To Excellence Public Consultation Document 
• Pre-Engagement Patient Insight Report 
• Path To Excellence Issue Paper (Case For Change) 
• Pre-Consultation Business Case 
• Clinical Service Review Report – Paediatrics Service June 2017 
• Overview of the Clinical Design Process 
• Hourly Attendance Analysis STDH Paediatric ED Activity 2016-17 
• Travel and Transport Impact Assessment Baseline Report Executive Summary 
• Travel and Transport Impact Assessment Baseline Full Report 
• Travel and Transport Impact Public Summary 
• Travel and Transport Impact Assessment of Service Options Report 
• Paediatric Equality, Health and Wealth Inequalities Integrated Impact Assessment 

Summary Report 
• Paediatric Equality, Health and Wealth Inequalities Integrated Impact Assessment 

Full Report 
• Pre-Consultation Proposed Paediatric Third Option Summary 
• Pre-Consultation Assessment Of The Third Paediatric Option 
• Pre-Consultation Final Clinical Services Review Group Assessment of the Third 

Paediatric Option 
• South Tyneside Clinicians Paediatric Pre-Consultation Letter 
• South Tyneside CCG Response to the Paediatric Pre-Consultation Letter 
• Save South Tyneside Hospital Group FOI Clinical Services Review Response August 

2017 
• South Tyneside Special Care Baby Unit Ward Manager August 2017 
• South Tyneside Paediatric Staff Letter August 2017 
• South Tyneside Special Care Baby Unit Signed Open Letter to CEO Ken Bremner 

September 2017 
• Save South Tyneside Hospital Group Briefing Response 
• Joint Health Overview and Scrutiny Committee Interim Consultation Response 
• Internal And External Assurance Arrangements 
• Child Health Network Consultation Response 
• Neonatal Network Pre-Consultation Response 
• Gateshead Health NHS Foundation Trust Consultation Response 
• Newcastle Upon Tyne Hospitals NHS Foundation Trust Consultation Response 
• Newcastle-Gateshead Clinical Commissioning Group Consultation Response 
• Neonatal Peer Review Letter 111017 
• Neonatal Transport Service Consultation Response 

  



Appendix 2 – Review day schedule and list of documents 
received on the day 
 

Time Session In attendance  
Sunderland Royal Hospital 

09:30 Path To Excellence 
Programme Team  

• Dr Shahid Wahid, Medical Director, South Tyneside 
District Hospital 

• Patrick Garner, Path To Excellence Programme 
Manager 

• Jill Simpson, Path To Excellence Programme Team 
• Matt Brown, Director of Operations, South Tyneside 

CCG 

10.00 
City Hospital 
Sunderland Clinical 
Team  

• Dr Geoff Lawson,  Clinical Director, Consultant 
Paediatrician 

• Dr Charlie Atkinson, Consultant Paediatrician  
• Rachel Patterson, Matron, Paediatrics  
• Joanne Clark, Directorate Manager for Paediatrics 

South Tyneside District Hospital 

13:30 
South Tyneside 
Hospital Clinical 
Team 

• Dr Sunil Gupta, Consultant Paediatrician 
• Dr Venkatesan Kannan, Consultant Paediatrician 
• Alyson Duncan, Matron 
• Sandra Hudrew, APNP 
• Trish Fiksen, APNP  
• Kerry Brennan, Crisis Manager  
• Ali James, Acute Paediatric Unit Manager  
• Fiona Kerr, Deputy Ward Manager  

15:30 
Save Our South 
Tyneside Hospital 
Campaign group 

• Roger  Nettleship, Chair 
• Sonja, Parent 
• Hayley,  Parent 
• Maddy Nettleship 
• Phil Brown 
• Ann Best, on behalf of Emma Lewell-Buck, MP for 

South Shields 

16:30 North East 
Ambulance Service • Paul Aitken-Fell, Lead Consultant Paramedic 

 
The documents received during the day were as follows: 
 

• The Path To Excellence – Clinical Senate Review for Paediatrics: PtE Programme 
Team Summary presentation (provided by the Path To Excellence Programme 
Team) 

• Save South Tyneside Hospital Group Briefing Response (provided by the Save 
South Tyneside Hospital Group) 

• Letter to the Clinical Senate Panel members from Emma Lewell-Buck MP (provided 
by Ann Best on behalf of Emma Lewell-Buck MP)  



Appendix 3 – Information received following the session 
 
Following the Review Panel session, the additional information was requested and 
received from the programme: 
 

• Primary Care access rates (GP survey data to show ease of getting an 
appointment and getting through on the phone) 

• Details of any increased access schemes in South Tyneside 
• NEAS response rate performance for Sunderland and South Tyneside 
• Any paediatric readmission rate data for the two current services  

 



 

 
Chairman: Ashley Winter | Chief Executive: Yvonne Ormston 
The North East Ambulance Serv ice NHS Foundation Trust is registered, and theref ore 

licensed to prov ide serv ices, by  the Care Quality  Commission (Prov ider ID: RX601). 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

To Dr David Hambleton, Chief Officer, NHS South Tyneside CCG  

and David Gallagher, Chief Officer, NHS Sunderland CCG  
 
 

We would like to thank the Path to Excellence (PtE) programme team for the opportunity to 
be involved in this process from an early stage and to fully understand our ability to support 
the safe delivery of the proposed service changes and any potential impact on ambulance 

service capacity and performance. 
 

We endorse the clinical case for change and support the proposed service reform which it is 
recognised will deliver greater acute service sustainability for the specialties under review. It 
is clear that no change is not an option for these services. 

 
While we shared a high-level impact assessment at the pre-consultation stage, we have 

revisited this in light of further scenario modelling that the Path to Excellence programme has 
undertaken. 
 

The proposed service changes will result in additional ambulance conveyance times and an 
increase inter-hospital transfers for South Tyneside patients, however, the distances and 

added ambulance drive time remain within safe clinical time thresholds for the respective 
speciality areas. For example, the additional ambulance travel time for suspected stroke 
patients falls well within the 4.5 hour thrombolysis window for eligible patients. 

 
While the embryonic nature of the new Ambulance Response Programme performance targets 

means that we cannot fully assess the implications of the Path to Excellence proposals on 
these, we can confirm that no hospital is now considered as a place of safety. This means that 
any requests for an ambulance transfer from a hospital will be treated the same as any other 

ambulance call from a healthcare professional and triaged and prioritised appropriately. We 
would therefore not expect the service change proposals to result in any ambulance transport 

delay for patients requiring immediate, life threatening conveyance. 
 
We can confirm that NEAS can deliver the required changes to support the implementation of 

the proposed options, subject to appropriate provision to mitigate the risks highlighted in our 
enclosed impact assessment paper. This mitigation ensures that patients in the community are 

Ambulance Headquarters 
Bernicia House 

The Waterfront 
Goldcrest Way 

Newburn Riverside 

Newcastle upon Tyne 
NE15 8NY 

 

Tel:  0191 430 2000 
www.neas.nhs.uk 
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graham.tebbutt@neas.nhs.uk 

Date 13th February 2018 

  
Sent by e-mail 

http://www.neas.nhs.uk/


 

Our badge stands for unmatched quality of care for every life we touch. 

not affected by changes at South Tyneside and ensures that the necessary ski lled ambulance 
services are able to convey patients affected by the service change.  
 

We acknowledge that the different options come with differing levels of ambulance service 
impact. Additional ambulance journeys resulting from the changes to Obstetrics/ Gynaecology 

and stroke services  have a relatively minor impact in the context of existing ambulance service 
capacity. 
 

The greatest volume of ambulance service activity lies with paediatric option 2 and is likely to 
require additional ambulance service resource for at least a year until the patterns of patient 

presentations and acuity, clinical risk thresholds and transfer volumes are fully tested. 
 
We can give a commitment that NEAS will continue to strive to deliver timely ambulance 

responses within the timeframes set out in the national Ambulance Response Programme to 
ensure patient safety and achieve optimal ambulance response performance for the people of 

South Tyneside, Sunderland and beyond. Indeed, we are currently the highest performing 
ambulance service nationally for the highest category of call – life threatening emergencies. 
 

Safe, effective and responsive care for all is at the heart of our trust mission and we remain 
keen to continue to work with commissioners into the implementation phase of the service 

change to agree appropriate risk-mitigations and performance monitoring arrangements and to 
agree transfer protocols and pathways, once final service models are agreed.  
 

 
 
 
 
Yours sincerely 
 
Dr Mathew Beattie, 
Medical Director, North East Ambulance Service 

 

cc-ed to: 
Matt Brown, Director of Operations (NHS SOUTH TYNESIDE CCG) and Scott Watson, 

Director of Contracting and Informatics (NHS SUNDERLAND CCG)  
 

 



 

 Chairman: Ashley Winter | Chief Executive: Yvonne Ormston 
The North East Ambulance Service NHS Foundation Trust is registered, and therefore licensed to provide services, by the Care Quality Commission (Provider ID: RX601). 

 
 
 
 

 
Path to Excellence consultation: NEAS consideration of proposals 

1.0 Introduction and purpose 

The purpose of this paper is to set out the North East Ambulance Service’s Response to the Path to 
Excellence(PtE) Phase 1 acute service change proposals across South Tyneside (STDH) and 
Sunderland (SRH). Having considered each proposed clinical option, it will: 

- Set out the organisational view of the clinical merits of the proposed service changes 

- Illustrate NEAS’ role in supporting the successful delivery of such changes 

- Assess the operational ability of NEAS to deliver timely responses and transfers relating to the 
proposed changes 

- Highlight any potential unpredicted risks relating to the proposed changes 

- Assess the aggregated impact on NEAS and any wider system impact on service delivery 
outwith the scope of the proposed changes 

- Suggest potential mitigation and further work/support 

2.0 Background and method 

- NEAS has been working with the Path to Excellence Programme from the outset and will 
continue to do so through the next stages of the consultation and implementation of the 
preferred options.  

- The Trust Board has considered and supports the proposed services changes and is satisfied 
that the clinical rationale for the changes is sound and that subject to mitigation being put in 
place for the impact on NEAS, that we can continue to manage a safe service for patients. 

- A high-level assessment of the proposals was undertaken at pre-consultation stage and further 
refinement has taken place in conjunction with the PtE programme office.  

- The NEAS position has been informed by: 

- data from the PtE programme which has been cross-checked against ambulance 
conveyance volumes 

- a number of data review sessions with PtE programme team 

- Clinical conversations across the PtE programme and NEAS 

NEAS went live with the Ambulance Response Programme in October 2017, which includes new 
national response standards. It has not been possible to analyse the impact of these changes for the 
Path to Excellence programme. No hospitals are now classed as ‘places of safety’ which would have 
previously ‘stopped the clock’. All calls requiring emergency blue transport would be allocated based 
on priority. During 2018, the process for HCP calls will change so that calls from HCPs will receive a 
triage to identify the most suitable transport. This would not delay transport for patients requiring 
immediate life threatening onward conveyance. 

3.0 Paediatrics 

3.1 View on the proposals 
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Paediatric conveyances to ED at STDH are currently around 1,200 per year, or 100 per month.  Of 
these, 26.5% (~ 300 per year) take place between the hours of 10pm and 8am and a further 12.5% (~ 
142 per year) between the hours of 8pm and 10pm. 

The daily average for paediatric conveyances to ED at STDH is around 1 per day during the out of 
hours period.  Across a 24 hour period, the average volume of conveyances is estimated at 3 per day. 

There needs to be a significant mitigation to manage the risk of patients requiring blue-light transport 
(assumed with a paramedic crew) to Sunderland which would not previously have required blue light 
transport as they would have self-presented plus the mitigation of NEAS travelling further with patients 
(by going to Sunderland) and then needing to provide a timely response back in South Tyneside. 

Paediatrics Solution 1 

Under Paediatrics Solution 1, and based solely on those incidents currently responded to by NEAS, 
should out of hours paediatric ED services be relocated to SRH, the impact on existing NEAS services 
is expected to see approximately 7 paediatric incidents per week conveyed to SRH.  This information 
is taken from NEAS systems. 

Information has been provided to NEAS to show the maximum volume of demand for hospital 
transfers the acute providers would plan to expect should patients self-present at STDH after services 
have been transferred.  Under this paediatric option, the providers would plan for an annual total of 
145 emergency transfers from STDH to SRH. 

Paediatrics Solution 2 

Under Paediatrics Solution 2, it is proposed to move all acute paediatric services to SRH whilst 
providing a nurse practitioner led Minor Injuries Unit (MIU)/Urgent Care Centre (UCC) service between 
the hours of 8am and 10pm.  It is expected, using information received from South Tyneside and 
Sunderland Healthcare Group, that up to 91% (subject to further clinical audit) of the paediatric activity 
currently experienced during these hours would be suitable to this nurse practitioner led service.   

There are a number of patients that arrive at ED via other means.  Data from South Tyneside NHS 
Foundation Trust shows that, in 2015/16, there were 14,827 attendances at ED via these alternative 
means.  If 91% were able to be treated at a nurse practitioner led care setting, it would leave almost 
1379 patients requiring to attend SRH. Again, should these patients attend STDH and require an 
emergency ambulance to convey them to SRH, the impact would be significant. 

In discussions with the PtE programme office, we have identified that the percentage of patients 
managed by Nurse practitioners, identified above is based on actuals rather than forecasts and that 
there is also scope for the number to reduce if patients in Jarrow and Hebburn choose to self-present 
to the QE Hospital at Gateshead instead. At this point in time we can expect that there will be a 
transition over time but that we should plan for the worst case scenario from day one of the changes 

3.2 NEAS role in supporting delivery of proposed options 

3.2.1 Onward conveyance of ambulance patients from South Tyneside to Sunderland 

NEAS would have a role in taking those patients that would have previously required an ambulance to 
take them to STDH paediatric ED (and who subsequently required admission to a paediatric short stay 
assessment bed at STDH) to SRH. South Tyneside and Sunderland Healthcare Group data shows 
that 6% of all Paediatric ED attendances arrive by ambulance.  

Conveyance would continue to be by usual double-crewed ambulance vehicle with the standard 
paediatric competencies. 

Onward Paediatric conveyances between STDH and SRH amounted to 1231 in 2015/16. These have 
therefore been removed from the calculation of impact on NEAS. 
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Where a patient could not be treated at South Tyneside and requires emergency treatment not 
available at that site, this would require a blue light ambulance transfer to Sunderland. Our modelling 
software shows that the expected time for this journey is 12mins, subject to time of day, patient 
condition and traffic on the day. 

3.2.2 Transfer of any self-presenting patients at South Tyneside to Sunderland (SRH) 

There is a potential role for NEAS in transferring patients who self-present at STDH but who require a 
greater level of care and consequent transfer to SRH not available through the proposed new care 
models. It is necessary that an appropriately skilled paramedic led crew would be available if required 
to undertake emergency transfers as and when required. 

Under option 1 (10pm-8am), assuming that the same volume of patients continue to self-present at 
STDH in the same way they have historically, data shows that around 172 patients each year would 
require transfer to another hospital for admission to a short stay or inpatient bed. NEAS is already 
transferring a number of South Tyneside patients to other hospitals for admission so the total 
additional journeys required would be 145. ST&S data also suggests that an increasing number of 
South Tyneside patients may also begin to use other services, particularly patients with postcodes in 
Jarrow and Hebburn who may choose to use 24/7 services at QE/RVI. It is anticipated that this impact 
may be felt over time and not immediately at the point of implementation. Self-presenting activity may 
also dissipate further as a consequence of planned communications around final model for 
implementation.  

Under option 2, assuming that self-presenting activity rates remain the same, data shows that 1379 
each year may need transferring from STDH to SRH. A proportion of transfers from STHD to other 
hospitals are already undertaken, reducing the total annual estimation to 1231. 

The acuity of likely transfers is being assessed as not all patients may require an emergency 
ambulance. 

It should be noted that South Tyneside Hospital is no longer classed as ‘a place of safety’ for 
emergencies. Before the Ambulance response programme was introduced, the place of safety 
categorisation mean tthat a patient in the community may be prioritised as someone in a place of 
safety already had access to clinical support. Under the Ambulance response Programme, this is no 
longer the case Not all transfers to Sunderland will need to be made on blue lights but each case 
would be assessed by our Emergency Operations Centre to determine the specific requirements 

3.3 Operational ability to support proposed changes 

The following table takes into account the impact on the ambulance service of potential new transfers 
from South Tyneside to Sunderland based on existing activity for NEAS and a percentage of self-
presenters which based on our analysis would require onward conveyance. We have removed the 
number of transfers we are already undertaking.  

The calculation of impact in terms of hours is the sum of; 

• Additional travel time between the two sites (assuming that if a patient would previously have 
been transported to south Tyneside that the difference is then the additional travel time to 
sunderland) For incidents to the south of South Shields, the travel time would be lower but 
we’ve kept the timeframe common across all options. 

• Additional Job cycle time – this includes the time on scene, based on our current performance, 
abstraction (mealbreaks, training etc) and the time to return to South Shields 

Adding these together produces the total ambulance hours required. This is a calculation of hours 
required and not a calculation of the ability to respond to an incident. Each incident would be 
considered on an individual basis within the Ambulance Response Programme standards to identify 
the timeframe for response.  
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Paediatric service 
changes Incidents 

additional 
travel time 
(00:12:11) Additional job cycle time  

Total 
ambulance 
hours 
required 

  Option 1 
    

  
  Existing activity average 7 per week 364 73:54:44 

  
  

  New activity from self-presenters 172 
 

699:49:56 
 

  
  Less transfers to SRH 145 

  
589:58:29 663:53:13 

              
  Option 2 

    
  

  Existing activity  776 157:34:16 
  

  
  New activity from self-presenters 1379 

 
5610:51:47 

 
  

  Less transfers to SRH  1231     5008:40:55 5166:15:11 

3.4 Potential unpredicted risk 

Whilst we have included in calculations, an estimate of those patients self-presenting at STDH likely to 
require transport to SRH, there may also be patients who instead choose to access services through 
999 or NHS111 services. 

4.0 Obstetrics and gynaecology 

4.1 View on the proposals 

We recognise the pressure being experienced across the healthcare system to recruit and retain 
clinicians at the present time and the need for reconfiguration of services to ensure that a safe level of 
care can be provided to all patients. 

4.2 NEAS role in supporting delivery of proposed options 

4.2.1 Onward conveyance of ambulance patients from South Tyneside to Sunderland 

Additional ambulance journeys for patients previously taken to STDH would be required. This would 
be for high risk deliveries only under option 1 and all deliveries under option 2. There would be an 
additional drive time of 12 minutes on blue lights between the two sites. Clearly some patients who are 
already south of South Shields may experience a faster journey time. 

The numbers of women requiring ambulance conveyance to hospital are however, low. There is an 
average of 5 cases per month requiring onward conveyance under option 1, 10 per month in option 2 

4.2.2 Transfer of any self-presenting patients at South Tyneside to Sunderland 

Under both options, a small number of women may present at STDH in labour and require ambulance 
transport to SRH. Option 1 would be high risk patients who should be delivering at SRH and Option 2 
would be any patients.  

There may be a need for ambulance transfers of any gynaecology patients who self-present at STDH 
but require senior gynaecological medical review and/or further assessment or admission at SRH. 
Numbers are however small once as a large proportion of gynaecological patients are expected to 
continue to be seen at STDH  

4.2.3 Transfers from South Tyneside FMLU ( option 1)  

NEAS would supply an emergency response ambulance vehicle in instances where a transfer of 
mother and or baby was required to the nearest available hospital. Staff are fully trained for these 
cases and would be travelling with a member of staff from South Tyneside to support the mother/baby.  
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We recognise that a further risk stratification could be applied to the numbers of expectant mothers as 
to the likelihood of them needing to be transferred to another hospital and the number of times that 
this would be likely to require an emergency transfer.  Evidence from the PtE programme team 
suggests that the numbers of emergency transfers could be less than one patient every two months.  

We have included all potential transfers in our modelling but the way we calculate the impact on our 
resources is not affected as to whether it is an ‘emergency transfer’ or otherwise. All incidents are 
categorised using the national Ambulance Response Programme standards and are affected by the 
availability of resource at the exact time of each incident. Whilst we can assess the impact of 
additional hours required in terms of resource we will continue to strive to meet ARP targets and 
provide a timely response to all transfer requests. 

4.2.4 Neonatal transfers to SCBU/NICU at SRH 

In exceptional cases it is possible that a baby born in a low risk maternity environment (option 1) could 
require additional level of care that would be available at SRH under both options. This would require 
an emergency ambulance transfer.  

This is likely to be offset against a reduction in pre-term and intrauterine transfers from STDH to SRH, 
given that high risk deliveries likely to require neonatal care will be at SRH from the outset.  

4.3 Operational ability to support proposed changes 

Neither option for Obstetrics and Gynaecology is expected to have a significant impact on NEAS when 
considered on its own. 

The two options have been developed based on existing emergency incidents which NEAS responded 
to in 2015-2016 plus the potential self-presenters (based on data provided by the PtE programme 
team) which could require onward conveyance.  

In discussion with the PtE team, we are assured that a number of patients could be seen in A&E and 
either treated there or referred for an inpatient appointment rather than require transport to another 
hospital. 

The same factors noted in section 3.3 apply to these calculations in terms of how we’ve calculated the 
impact on NEAS. 

  



 Our badge stands for unmatched quality of care for every life we touch. 

 

Obstetrics and Gynaecology 
Services 

Incident
s 

additional 
travel time 
(00:12:11) Additional job cycle time  

Total 
ambulance 
hours 
required 

  Option 1 
     

  
  Existing activity  60 12:11:00 

   
  

  New activity from self-presenters 734 
 

2986:29:
34 

  
  

  
Less patients anticipated to be seen in 
A&E 359 

  

1460:41:
46 

 
  

  
Less patients seen in Early Pregnancy 
Assessment Service 157 

   

638:48:
01 650:59:01 

                
  Option 2 

     
  

  Existing activity   120 24:22:00 
   

  

  New activity from self-presenters 734 
 

2986:29:
34 

  
  

  
Less patients anticipated to be seen in 
A&E 359 

  

1460:41:
46 

 
  

  
Less patients seen in Early Pregnancy 
Assessment Service 157       

638:48:
01 663:10:01 

 

5.0 Stroke 

5.1 View on the proposals 

We recognise the pressure being experienced across the healthcare system to recruit and retain 
clinicians at the present time and the need for reconfiguration of services to ensure that a safe level of 
care can be provided to all patients. 

5.2 NEAS role in supporting delivery of proposed options 

5.2.1 Onward conveyance of ambulance patients from South Tyneside to Sunderland 

Patients experiencing stroke-like symptoms will require ambulance transfer from South Tyneside to 
SRH. 

There is an additional travel time of 12 minutes (on top of any journey that previously would have 
resulted in the patient attending South Tyneside) but this is well within the clinical parameters for 
eligible patients to receive thrombolysis (4.5 hours), subject to the time from symptoms presenting 
themselves.  

The volume of patients for NEAS from 2015/2016 figures (includes stroke mimic at 543), equates to 
approximately 10 conveyances from the South Tyneside area per week. 

5.2.2 Transfer of any self-presenting patients at South Tyneside to Sunderland 

The risk of a patient with stroke-like symptoms self presenting and requiring emergency ambulance 
transfer exists but these numbers are expected to be low as all current health advice encourages 
patients and the public to ring 999 when a patient displays stroke symptoms. As such we have not 
factored in any self-presenters for stroke which would require an emergency transfer.  

5.2.3 Repatriation of patients from Sunderland to South Tyneside (options 2 and 3)  
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Options 2 and 3 will require repatriation from SRH to STDH, 76 for option 3 and 55 per annum for 
option 2.   

The nature of ambulance transfer is likely to be non-emergency and once this is agreed via 
contracting we are more than satisfied that this service can be mobilised very quickly using the most 
appropriate workforce.  

5.3  Operational ability to support proposed changes 

NEAS is already supporting the temporary change to the stroke pathway by transporting South 
Tyneside patients to SRH.  

 Stroke Services   Incidents 
Additional 

travel time 
Total ambulance hours 

required 

 
Existing activity 543 110:15:33 

 

  New activity from self-presenters 156 634:43:53 744:59:26 

 

6.0 Assessment of aggregated service and wider system impact 

The overall impact on NEAS is therefore a requirement to provide an additional 6574hours of 
additional hours (based on paediatrics option two being selected alongside option two for obstetrics 
and gynae and stroke treatment being moved) which equates to approximately one additional double 
crewed ambulance based in the South Shields area.  

If paediatrics option one is selected alongside option 1 for Obstetrics and Gynae and Stroke being 
transferred then the number of hours impacted would reduce to an estimated 2059 hours.  

 If paediatrics option one is selected alongside option 2 for Obstetrics and Gynae and Stroke being 
transferred then the number of additional hours needed would be 2072 hours. 

This provision of any additional coverage would complement the existing services already in existence 
and would be reviewed at 6 months and 12 months post-implementation. The crew provided would not 
be soley dedicated to this service change as all ambulance crews are available based on  deployment 
against the national Ambulance response standards. Any additional vehicle will therefore operate 
based on need and not be ‘parked’ outside South Tyneside hospital. 

 

7.0 Risk mitigation and implementation considerations  

There will be continued joint working once preferred options have been agreed to ensure safe 
ambulance conveyance and transfer protocols. This will require clinical input from all involved partners 
to understand deployment protocols and clear pathways for patient care. 

A three-month mobilisation period would be required for NEAS once the preferred options have been 
selected, with the exception of stroke repatriation which may be mobilised sooner. We would envisage 
having a kick-off meeting as soon as possible after the decision is announced to put this in place 
although we have already built this into our forward planning as a possibility. 

Post-implementation monitoring arrangements would need to be in place immediately with a formal 
review at 6 and 12 months 
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Executive Summary 

The Path to Excellence is a five-year transformation of healthcare provision 
across South Tyneside and Sunderland that has been set up to secure the future 
of local NHS services.   
 
This report presents a desktop integrated impact assessment (IIA) of the three 
Options that are being considered as part of permanent proposals to reconfigure 
of stroke services:  
 

 Option 1: reconfigure stroke services across South Tyneside District 
Hospital (STDH) and Sunderland Royal Hospital (SRH) by consolidating 
all inpatient stroke care on Ward E58 at the Sunderland Royal Hospital 
Site.  

 
 Option 2: All acute strokes being directed to SRH with the repatriation of 

South Tyneside patients back to STDH after 7 days. 
 

 Option 3: All acute strokes being directed to SRH with the repatriation of 
South Tyneside patients back to STDH after 72 hours 

 
This assessment was undertaken in parallel with reviews of travel and transport 
and the ambulance service and can be considered alongside the results of those 
reviews and the detailed clinical service reviews and business cases.  
 
This IIA entailed a process that systematically considered the proposed changes 
to stroke services with the aim of identifying potentially positive or negative 
impacts on equality, health and health inequalities.  It drew on relevant research 
and statistics to evaluate the impact which the two proposed models for acute 
obstetric and gynaecology services could have with reference to 24 service 
specific attributes across four domains of health (Healthcare Outcomes; Access 
to High Quality Health Care; Environment; Economy).   
 
The results of this IIA suggested that the changes could have a greater effect on 
communities in South Tyneside and on certain vulnerable groups, most notably: 

 BME communities 
 Disability groups  
 Socioeconomically deprived communities 
 Older people 

 
These groups might be at higher risk of stroke and therefore more likely to 
benefit from improvements to service quality.  However, they may also be 
vulnerable to some of the drawbacks associated with the changes such as 
continuity of care; travel costs (personal, economic and social); barriers to 
access; traffic commuting between South Tyneside and Sunderland.  
 
The IIA impact scores gave a crude indication of the relative scale and direction 
of possible impacts.  The total (net) IIA impact scores were overwhelmingly 
positive for Option 1 but negative for Options 2 and 3.  
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Total HIIA Impact scores 

Option 1 Option2 Option 3  

185 -13 -11 

 
 
Options 2 and 3 scored negatively because they could not deliver the levels of 
specialist staff required for effective, high quality stroke services.  
 
Option 1 was assessed as having some minor drawbacks relating to the impact of 
more traffic commuting between South Tyneside.  The travel and transport 
review might shed light on the level of risks associated with this Option.   
 
This report includes some suggestions regarding actions that could mitigate 
against the identified drawbacks associated with Option 1.  These suggestions 
could enable stakeholders to identify how they can contribute to the 
reconfiguration and further maximise the potential benefits.   The suggestions 
relate to patient transport, organisational development, quality improvement, 
education and training, monitoring and evaluation 
 
Overall, the IIA provided quantitative and qualitative evidence that the proposed 
changes relating to Option 1 could have major benefits for the resident 
populations including vulnerable groups.  The key benefits relate to the ability of 
the changes to achieve:  

 Improved and sustainable levels of specialist medical staff 
 Improved and sustainable levels of specialist stroke allied health 

professionals  
 Improved and sustainable quality of stroke care 24/7  

 
These improvements can deliver multiple benefits for stroke sufferers and their 
carers, family and friends 

 Reduced mortality 
 Reduced morbidity 
 Less disability and / or sensory impairment 
 Improved quality of life and emotional wellbeing 
 Less social dependency 
 Improved stroke prevention 

 
All of these improved outcomes could have an enduring and sustainable  benefit 
to population health and health inequalities across South Tyneside and 
Sunderland.  
 
The information in this report will enable stakeholders to contribute to the 
consultation process with due regard to the public sector duties around equality 
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and health inequalities.   All stakeholders are invited to identify any further 
impacts or mitigating actions which have not been highlighted in the report.   
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1  Introduction 

 

1.1  Path to Excellence: Stroke Services 
 
The Path to Excellence is a five-year transformation of healthcare provision 
across South Tyneside and Sunderland. 
 
The transformation has been set up to secure the future of local NHS services 
and to identify new and innovative ways of delivering high quality, joined up, 
sustainable care that will benefit the population of Sunderland and South 
Tyneside both now and in the future. 
 
One of the first developments is a Clinical Services Review of Stroke Services 
across South Tyneside and City Hospitals Sunderland NHS Foundation Trusts.   
This review considers new service models for the provision of Stroke Services.  
 
In order to identify and plan for possible impacts on equality, health and health 
inequality, the Path to Excellence team commissioned an independent desk 
based Integrated Impact Assessment (IIA) of the proposed solutions.  
 
This report describes the approach to,  and the results and recommendations of,  
an independent Integrated Impact Assessment of the possible models considered 
as part of the proposed reconfiguration of acute stroke services.   
 
 

2  Integrated Impact Assessment (IIA) 

2.1 Context 
The NHS is committed to promoting equality and reducing health inequalities. 
These principles are embedded in the NHS constitution1: 

 a comprehensive service, available to all irrespective of gender, race, 
disability, age, sexual orientation, religion, belief, gender reassignment, 
pregnancy and maternity or marital or civil partnership status.  

 
 to promote equality through the services it provides and to pay particular 

attention to groups or sections of society where improvements in health and 
life expectancy are not keeping pace with the rest of the population. 

  
In order to ensure these goals are met, all changes to NHS services are subject to 
a rigorous assurance process2.   

                                                        
1 The NHS constitution for England Department of Health 2015 
 
2 NHS (2015) Planning, assuring and delivering service change for patients: a 
good practice guide for commissioners on the NHSE assurance process for major 
service changes and reconfigurations.  
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This assurance process comprises two major aims: 

1. Eliminating discrimination, harassment and victimisation, to advance 
equality of opportunity, and to foster good relations between people who 
share a relevant protected characteristic (as cited under the Equality Act 
2010) and those who do not share it;  

2. Identifying and reducing any inequalities in access to, and outcomes from, 
health care services and ensuring service are provided in an integrated 
way where this might reduce health inequalities3.  

Integrated impact assessments can provide information to inform this assurance 
process.  
 

2.2 Approaches to Integrated Impact Assessment 
Integrated Impact Assessment (IIA) is a method of estimating the possible 
implications, intended and unintended, of policies, plans, strategies, projects 
or initiatives.  An IIA examines how any proposal could affect the communities  
served and how these effects may be distributed amongst different groups 
within the community.  The aim of IIA is to make recommendations to 
enhance potential positive outcomes and minimise negative impacts of a 
proposal. 
 
There is no one single definition of, or approach to, IIA. Integrated assessments 
can consider a wide range of topics but will consider them simultaneously where 
previously they would have been considered separately. 
 

2.3  Commissioned Remit 
The remit was to undertake an integrated impact assessment that would 
consider the positive and negative impact that each possible service model could 
have on  

 equality groups 
 population health outcomes,  
 population health inequalities  

 
If the assessment identified any potentially negative consequences, there was a 
remit to make recommendations regarding how these could be mitigated.  
 

                                                        
3 NHS England (2015) Equality and Health Inequalities legal duties: Guidance for 
NHS Commissioners on Equality and Health Inequalities legal duties  
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The commissioned aims were:  
 
a) To explore the overall health impact (+ve, neutral, or –ve) and the impact on 
health inequalities (+ve, neutral, or –ve) in relation to: 

 Service outcomes; 
 Service activities; 
 The safety of the service; 
 The quality of the service; 
 Sustainability and resilience of the service (including its ability to respond 

to projected demographic changes); 
 Access to the service; 
 Choice for patients, their families and carers; 
 The mental, social and emotional wellbeing of patients, their families and 

carers. 

AND  

b) To explore the equalities impact (+ve, neutral, or –ve) in relation to: 

 Age 
 Disability 
 Gender reassignment 
 Marriage and Civil Partnership  
 Pregnancy and maternity 
 Race 
 Religion or belief 
 Sex 
 Sexual orientation 
 Deprivation or social economic status. 

 

3  The Integrated Impact Assessment  (IIA) Methods 

3.1  Overall Approach 
The approach combined three different methodologies and associated NHS 
guidance:  

Integrated Impact 
assessment  

Possible positive 
and negative 

impacts identified 
and described 

Mitigating actions 
identified and 

described 

Recommendations 
to Path to 

Excellence 
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 Equality Impact Assessment (EqIA)4;    
 Health Inequalities Impact Assessment (HIIA);  
 Health Impact Assessment (HIA) 5 

 

These methods were combined to develop assessment tools which were used in 
combination to generate a single integrated assessment of each proposed service 
model as indicated by  

 
 

 
Figure 1: Overview of the methods used in the Integrated Impact Assessment 

3.2  Concepts and definitions underpinning the IIA 
The assessment tools were developed with relevance to key concepts and 
definitions summarised in Box 1.   
 

 
Health - Health is a complex, multidimensional concept.  The most commonly adopted definition 
is that formulated by the World Health Organisation in 1948 : 
“a state of complete physical, mental and social well-being and not merely the absence of disease or 
infirmity.6” 
 
In 1986, in response to modern ideas around molecular, individual and societal influences on 
health, the European Regional Office of the WHO redefined health as  “a resource for everyday life, 
not the objective of living. Health is a positive concept emphasizing social and personal resources, as 
well as physical capacities7”.  
 
Both definitions are frequently criticized as being idealistic or unattainable and alternative 
definitions continue to be debated8. 

                                                        
4 The NHS Centre for Equality and Human Rights.  A toolkit for carrying out 
Equality Impact Assessment 
5 DH (2010) Health Impact Assessment Tools.  Simple tools for recording the 
results of the Health Impact Assessment. 
6  World Health Organization. (2006). Constitution of the World Health 
Organization – Basic Documents, Forty-fifth edition, Supplement, October 2006. 
7 WHO (1986)  First International Conference on Health Promotion, Ottawa,  
8 Huber M.  How should we define health? BMJ 2011;343 

Integrated 
Health & 

Inequalities 
Impact 

Assessment 

Equality 
Impact 

Assessment 

Health 
inequalities 

impact 
assessment 

Health 
Impact 

assessment 

http://www.who.int/governance/eb/who_constitution_en.pdf
http://www.who.int/governance/eb/who_constitution_en.pdf
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Health impact -A health impact can be positive or negative. A positive health impact is an effect 
which contributes to good health or to improving health. A negative health impact has the 
opposite effect, causing or contributing to ill health9.  
 
Health Inequalities  - Health inequalities can be defined as differences in health status or in the 
distribution of health determinants between different population groups10. Health inequities are 
avoidable inequalities in health between groups of people. These inequities arise from 
inequalities within and between groups in society. Social and economic conditions and their 
effects on people’s lives determine their risk of illness and the actions taken to prevent them 
becoming ill or treat illness when it occurs11.  
 
Equality - Equality is about ensuring that every individual has an equal opportunity to make the 
most of their lives and talents, and believing that no one should have poorer life chances because 
of where, what or whom they were born, what they believe, or whether they have a disability.  
 
Equality recognises that historically, certain groups of people with particular characteristics e.g. 
race, disability, sex and sexuality, have experienced discrimination.   
 
The Equality Act 2010 brings together for the first time all the legal requirements for the private, 
public and voluntary sectors, making existing equality laws simpler, more effective and easier to 
understand. 
 
To meet the needs of disabled people, the Equality Act 2010 states that reasonable adjustments 
can be made for disabled people, and that it is not unlawful discrimination to treat disabled 
people more favourably than non-disabled people because of their disability12. 
 
 
Equity  - Equity in health can be defined as the absence of systematic disparities in health (or in 
the major social determinants of health) between social groups who have different levels of 
underlying social advantage/disadvantage13. 
 
Health impact assessment is usually underpinned by a focus on social justice in which equity 
plays a major role9.  
 
Equitable access has been defined as “care that does not vary in quality because of personal 
characteristics, such as gender, ethnicity, geographical location and socio-economic status”14. 
 

 

Box 1: Concepts and definitions supporting the IIA 

                                                                                                                                                               
 
9 WHO (accessed February 2017) Health Impact Assessment: glossary of terms 
used  
10 WHO (accessed February 2017) Health Impact Assessment: glossary of terms 
used 
11 WHO(accessed February 2017)  Social determinants of health – key concepts) 
12 Equality and human rights commission 
https://www.equalityhumanrights.com last accessed February 2017 
13 Braveman P, Gruskin S Defining equity in health Journal of Epidemiology & 
Community Health 2003;57:254-258.  
14 Millman M, ed.Access to health care in America. Washington, DC: National 
Academy Press, 1993. 
 

https://www.equalityhumanrights.com/
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3.3  The Service Models addressed by the IIA. 
 
The proposed reconfiguration of acute stroke services aims to overcome the 
current challenges in service provision.  These relate to:  

 consistently achieving the critical annual minimum number (600) of 
stroke patients recommended nationally (most marked in South 
Tyneside) 

 overcoming identified shortfalls in availability of specialist stroke 
consultants and therapists  

 reducing hospital length of stay.  
 
The proposed reconfiguration will enable service quality improvements for 
acute stroke patients and promote concordance with recognised best practice in 
stroke services15, 16, 17.  
 
An acute stroke service reconfiguration across London resulted in a 17% 
reduction in 30- day mortality and a 7% reduction in patient length of stay. 
 
The clinical service review considered three possible models: 
 

Option 1: reconfigure stroke services across South Tyneside District 
Hospital (STDH) and Sunderland Royal Hospital (SRH) by consolidating 
all inpatient stroke care on Ward E58 at the Sunderland Royal Hospital 
Site.  

 
Option 2: All acute strokes being directed to SRH with the repatriation of 
South Tyneside patients back to STDH after 7 days. 

 
Option 3: All acute strokes being directed to SRH with the repatriation of 
South Tyneside patients back to STDH after 72 hours 

 
Option 1 was considered by the service review team in greater detail.  Further  
changes concerned with this model entail:  

 Suspected strokes within the South Tyneside area will automatically be 
re-routed to SRH via a NEAS bypass  

 Acute stroke patients self presenting to South Tyneside District Hospital 
(STDH) will be redirected to Sunderland Royal Hospital (SRH) via 
ambulance after appropriate initial treatment 

 For inpatients at STDH who suffer a suspected stroke, a telephone call will 
be made to the on call stroke physician at SRH to discuss transfer and 
review within 24 hours 

 Closure of the 20 bedded stroke ward at STDH 

                                                        
15 Royal College of Physicians (2012) National clinical guideline for stroke 4th 
edition  
16 NICE (2008) Clinical guideline (CG68) Stroke and Transient ischaemic attack 
in over 16s: diagnosis and initial management. 
 
17 NICE (2015) Quality Standard for Stroke (QS2). 
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 Consolidation of all inpatient stroke care at Sunderland Royal Hospital 
 Stroke mimics with a predicted long length of stay (over 7 days) will be 

repatriated to South Tyneside District Hospital  
 TIA clinics running from both existing hospital sites 
 Patients from both Sunderland and South Tyneside will have their acute 

and rehabilitation phases at SRH before being discharged to their 
respective community stroke teams. 

 
Full details of the business case for the Options and the detailed clinical service 
reviews are provided in the Path to Excellence suite of documents.  

3.4   Key Interdependencies 
As part of the Path to Excellence planning process, more detailed consideration 
and modelling is underway regarding implications for travel, transport and 
ambulance services.    These assessments will provide vital information but the 
results were not yet available to inform this IIA .  
 

3.5 The local context  
South Tyneside and Sunderland are both recognised to face significant health 
challenges relating to socioeconomic deprivation, health inequalities, long term 
unemployment and poor health outcomes18, 19,20,21.   
 
South Tyneside has slightly worse deprivation scores than Sunderland, with a 
higher proportion of the population living in the most deprived neighbourhoods 
in England.  Long term unemployment rates are also higher in South Tyneside 
than Sunderland.  
 
The life expectancy gap for females in South Tyneside is slightly higher than 
Sunderland (8 years compared with 7.6 years).  The life expectancy gap for males 
is higher than that for women in both areas and is higher in Sunderland  (9.9 
years) than in South Tyneside (8.6 years).  
 
The South Tyneside population is slightly older than Sunderland  - with 19.4% of 
the population in South Tyneside aged over 65 compared with 18.4% in 
Sunderland.  
 
Early and late mortality rates for stroke are similar for both areas, but much 
higher for those over 75 years.  In 2014/15, there were 277 admissions for 
stroke in South Tyneside and 521 in Sunderland.  
 

                                                        
18 Sunderland Council:  Annual report of the Director of Public Health 2015 
19 South Tyneside Council : Annual report of the Director of Public Health 2015 
20 South Tyneside Council : Joint Strategic Needs Assessment 2013-2014 
21 Sunderland Council: JSNA suite of documents 
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3.6   Assessment tools  

3.6.1 Equality Impact Assessment 
The EqIA was conducted with reference to the following groups: 

 Sex /Gender 
 Sexual orientation 
 Gender reassignment 
 Race 
 Marriage / civil partnership 
 Pregnancy and maternity 
 Religion or belief 
 Disability 
 Emotional wellbeing 
 Socio-economic deprivation 
 Age 

 

3.6.2 Health and Inequalities Impact Assessments  
These assessments examined health and health inequalities impacts relating to 
four domains of health and wellbeing:  

 Health care outcomes 
 Access to high quality Health Care; 
 Environmental determinants of health;  
 Economic determinants of health.   

 
Specific health attributes were identified for each of these domains. To meet the 
contract brief, there was a greater emphasis on health and wellbeing outcomes 
and access to health care.  
 
These stroke service specific outcomes  developed for the assessment were:  

1. Death / Premature Death 

2. Disease 

3. Disability – physical, mental, learning 

4. Emotional wellbeing 

5. Sensory Impairment 

6. Cognitive impairment and disability 

7. Social dependency 

8. Quality of life 

9. Biological risks to future health e.g. atrial fibrillation 

10. Health related lifestyles e.g. smoking, exercise,  

11. (health inequalities) 
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The outcomes relating to each of the four domains are listed below.  Impacts on 
health inequalities and access to equitable health care were considered 
throughout the HIIA rather than as separate entities.  
 

Health & 
Wellbeing 

Access to high 
quality health care 

 

Environment Economy 
 

1. Death / 
Premature Death 

2. Disease 
3. Disability – 

physical, mental, 
learning 

4. Emotional 
wellbeing 

5. Sensory 
Impairment 

6. Cognitive 
impairment and 
disability 

7. Social 
dependency 

8. Quality of life 
9. Biological risks to 

future health eg 
atrial fibrillation 

10. Health related 
lifestyles eg 
smoking, 
exercise,  

11. (health 
inequalities) 

 

1. Effective health 
care 

2. Safe health care  
3. Cost - Efficient 

health care 
4. Health care 

relevant to 
population need 

5. Acceptable health 
care (patient 
experience) 

6. (Equitable health 
care) 

 

1. Transport 
2. Natural and built 

environment 
3. Pollution 
4. Housing 
 

1. Education, skills, 
learning 

2. Employment 
3. Business 

development and 
investment 

4. Financial 
inclusion  

 

Box 2: Health & wellbeing outcomes relating to each of the four domains 

 

3.6.3  The population for assessment 
This assessment explored the impacts on the current and future population 
resident or working in South Tyneside and Sunderland Local Authority areas 
with respect to changes to acute stroke services in those localities.    
 
Within these populations, specific attention was given to those groups most 
affected by the proposed reconfiguration: 

 People suffering or recovering from an acute stroke, suspected stroke or 
transient ischaemic attack and their relatives, friends and carers  

 Staff currently working in TIA, stroke and ambulance services in South 
Tyneside and Sunderland 

 The communities resident in South Tyneside and Sunderland. 
 

3.6.4 Evidence and indicator reviews 
Each assessment was preceded by a review of the evidence and indicators 
relating to relevant equality, inequality and care quality issues both nationally 
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and locally.  The reviews highlight relevant priorities and concerns and details of 
the communities affected by the reconfiguration.  Full details of the evidence 
sources and a summary of the findings, are provided in Appendix 3.  
 
The findings of these reviews were used during the assessment to 

 develop appropriate healthcare outcomes relating to the services being 
reconfigured  

 identify possible impacts on the equality, health and inequalities of the 
communities affected by the service reconfiguration 

 make judgements of impact severity and scale and assign appropriate 
scores  

The main data sources were Office of National Statistics (ONS) Neighbourhood 
Statistics for Local Authority Areas and Public Health England (PHE) profiles.   
Evidence was generated by published medical research, professional audits, 
international reviews, and best practice guidelines.  
 

3.6.5  Impact scores  
The scoring systems reflected those recommended in the NHS recommended 
toolkits, and were a product of the level of available evidence and an assessment 
of the scale of the impact in terms of severity and numbers affected.  Full details 
are available in Appendix 1 and Appendix 2.  
 
Following the assessment, scores were graded as falling into three categories of 
impact: Major – Moderate  - Minor.    These categories were colour coded to give 
an ‘at a glance’ overview of the impacts on the different health issues and 
equality groups.  
 

3.7  Assumptions and Limitations 
 
Stakeholder engagement is recognised as fundamental to high quality impact 
assessments.  This review was commissioned as a desktop exercise to identify 
and outline key issues that would enable wider stakeholder consultation and 
more detailed subsequent assessment.   

 
 
The assessment was undertaken in parallel with a review of the travel and 
transport implications of the proposed reconfiguration and modelling of the 
impact on North East Ambulance Services.  The results of those reviews were not 
available to inform this assessment.  

Integrated Impact 
Assessment Scoping Paper 

Public and Wider 
Stakeholder Consultation 

Finalised Integrated 
Impact Assessment  
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The assessments use a population based methodology to consider scale and 
severity of impact with respect to groups of people who share similar 
characteristics.  
 
 

3.8  Language 
 
Wherever possible, this report has avoided specialist medical and healthcare 
language and terminology in order to widen accessibility and promote 
engagement.  
 
 
 

4 Integrated Impact Assessment Findings 

This section describes the results of the equality impact assessment and the 
health & inequalities impact assessment.    
 
Further details of the Equality Impact Assessment (EqIA) findings are presented 
in Table 1 and 2 and the positive, negative and total impact scores are presented 
in Table 3.  
 
The findings from the Integrated Health and Health Inequalities Impact 
Assessment (HIIA) are fully described in Tables 4 and 5 and the scores are 
summarised in Table 6.     
 
All of the findings were developed with reference to the data, indicators and 
evidence presented in Appendix 3 and the scoring systems described in 
Appendices 1 and 2.  
 
 
Throughout this Section, the labels Option 1, Option 2 and Option 3 are used to 
denote the following possible solutions arising from the Path to Excellence 
reconfiguration for acute stroke services. 
 

o Option 1: reconfigure stroke services across South Tyneside District Hospital  
(STDH) and Sunderland Royal Hospital (SRH) by consolidating all inpatient 
stroke care on Ward E58 at the Sunderland Royal Hospital Site.  

 
o Option 2: All acute strokes being directed to SRH with the repatriation of South 

Tyneside patients back to STDGH after 7 days. 
 

o Option 3: All acute strokes being directed to SRH with the repatriation of South 
Tyneside patients back to STDH after 72 hours 
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4.1 Integrated Impact Scores 
The absolute numeric scores should be considered with caution as the scoring 
system is blunt.  The figures should be considered as crude indicators of the 
direction of impact rather than accurate measures.  

 

4.1.1  Positive EqIA and HIIA Impact Scores  
 

Positive equality impact scores 
The positive EqIA impact scores for each option and equality group are 
summarised in the Box below:  

Equality group Positive Equality impact score 

 

Option 1 Option2 Option3 

Sex/ gender 9 9 9 

Sexual orientation 9 9 9 

Gender reassignment 9 9 9 

Race 9 9 9 

Marriage and civil 
partnership 

9 9 9 

Pregnancy  / maternity 9 9 9 

Religion or belief 9 9 9 

Disability 9 9 9 

Socioeconomic deprivation 9 9 9 

Age 9 9 9 

Box 3: Positive EqIA scores for each equality group 

These results show that all three Options provide equal opportunities for all 
equality groups to benefit from any of the service improvements associated with 
proposals.  
 

Positive health and inequalities impact scores 
The positive HIIA impact scores for each Option and across the four domains and 
the related 23 attributes of health status are summarised in the Box below:  

Health Outcome Domains Health and Health care 
outcomes 

Total POSITIVE integrated health and health 
inequality impact score 

Option 1  Option 2 Option 2 

Impacts relating to outcomes 
of high quality health care 

Death / premature death 18 12 12 

Disease  18 12 12 
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Health Outcome Domains Health and Health care 
outcomes 

Total POSITIVE integrated health and health 
inequality impact score 

Option 1  Option 2 Option 2 

Disability – physical, 
mental, learning 

18 12 12 

Emotional wellbeing  18 6 6 

Sensory impairment 18 12 12 

Cognitive impairment / 
disability 

18 12 12 

 Social dependency   18 12 12 

Health related quality of 
life 

18 12 12 

Stroke risk factors 
(biological eg BP)  

18 12 12 

Stroke risk factors 
(Lifestyle eg smoking) 

18 12 12 

Impacts relating to access to 
high quality health care 

Effective health care 18 6 6 

Safe health care 18 3 3 

Cost efficient health care 18 2 2 

Relevance to healthcare 
need 

8 0 0 

Acceptable health care 4 5 5 

Impacts relating to 
environmental determinants 
of health 

Transport 0 0 0 

Natural and built 
environment 

0 0 0 

Pollution  0 0 0 

Housing 0 0 0 

Impacts relating to Economic 
determinants of health 

Education, skills and 
learning  

2 0 0 

Employment 2 0 0 

Business development 2 2 2 

Financial inclusion 0 0 0 

TOTAL ALL  252 132 132 

Box 4: Positive HIIA Impact Scores  

 
The positive impact scores indicate that all three Options could result in gains for 
health and health inequalities.  These gains largely relate to the sustained 
improvements in service quality which could achieve better outcomes for stroke 
patients and in turn, improve population health and reduce health inequalities.  
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The positive HIIA scores for Options 2 and 3 are identical but lower than those 
achieved for Option 1.  Option 1 achieves consistently higher scores because of 
its ability to secure adequate and sustainable staffing levels for specialist stroke 
allied health professionals.   These staffing levels are not achieved by Options 2 
or 3.  

 

4.1.2 Negative EqIA and HIIA Impact Scores  

Negative equality impact scores 
The negative EqIA impact scores for each option and equality group are 
summarised in the table below.   

Equality group Negative Equality Impact Scores  

Option 1 Option2 Option 3 

Sex/ gender -1 -1 -1 

Sexual orientation 0 0 0 

Gender reassignment 0 0 0 

Race -4 -4 -2 

Marriage and civil partnership 0 0 0 

Pregnancy  / maternity -2 -2 -2 

Religion or belief 0 0 0 

Disability -4 -4 -2 

Socioeconomic deprivation -4 -4 -2 

Age -6 -6 -3 

Box 5: Negative EqIA Scores 

 
A potential small disadvantage for women was noted, based on their longer life 
expectancy, childcare responsibilities and greater likelihood of being a carer for 
someone with a stroke.   
 
Other moderate or minor negative impacts were identified for the following four 
equality groups  

1. Socioeconomic deprivation 
2. Disability  
3. Race (BME communities) 
4. Age (older groups) 
5. Pregnancy and maternity 

 
The equality groups living in South Tyneside were most likely to be affected 
because of the more significant changes relating to availability of services there.  
This has important implications for health inequalities within and across South 
Tyneside 
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The negative EqIA showed that the same equality groups might be affected more 
by the changes regardless of the chosen Option, but the scale of the impact was 
less for Option 3 than Options 1 or 2.    This is because Option 3 enables more 
care to be provided closer to home which could be more convenient for, and 
attractive to, vulnerable groups. 

 

Negative health and inequalities impact scores 
The negative HIIA impact scores for each option and health are summarised in 
the table below:  
 

  Total NEGATIVE integrated health and health 
inequality impact score 

 Health and Health 
care outcomes 

Option 1 Option 2 Option 3 

Impacts relating to 
outcomes of high 
quality health care 

Death / 
premature death 

-3 -12 -12 

Disease  0 -6 -6 

Disability – 
physical, mental, 
learning 

-4 -12 -12 

Emotional 
wellbeing  

-8 -6 -6 

Sensory 
impairment 

-4 -12 -12 

Cognitive 
impairment / 
disability 

-4 -12 -12 

 Social 
dependency   

-4 -12 -12 

Health related 
quality of life 

-4 -12 -12 

Stroke risk 
factors (biological 
eg BP)  

-4 -6 -6 

Stroke risk 
factors (Lifestyle 
eg smoking) 

-4 -12 -12 

Impacts relating to 
access to high quality 
health care 

Effective health 
care 

-4 -12 -12 

Safe health care -4 -3 -3 

Cost efficient 
health care 

-2 -7 -7 

Relevance to 
healthcare need 

-4 -12 -12 

Acceptable health 
care 

-4 -3 -3 

Impacts relating to 
environmental 
determinants of 
health 

Transport -2 -2 -2 

Natural and built 
environment 

0 0 0 

Pollution  -2 -2 0 
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  Total NEGATIVE integrated health and health 
inequality impact score 

 Health and Health 
care outcomes 

Option 1 Option 2 Option 3 

Housing 0 0 0 

Impacts relating to 
Economic 
determinants of 
health 

Education, skills 
and learning  

-2 0 0 

Employment -2 0 0 

Business 
development 

-2 -2 -2 

Financial inclusion 0 0 0 

TOTAL ALL  -67 -145 -143 

Box 6: Negative HIIA Impact scores 

The numeric results indicate that all three Options could have some possible 
drawbacks but those for Option 1 are on a much smaller scale than for Options 2 
or 3.  
 
The high HIIA negative impact scores for Options 2 and 3 were almost identical 
and related to the fact that these Options cannot achieve the adequate levels of 
specialist stroke allied health professionals which are essential for improving 
outcomes from stroke.  
 

4.1.3 Total Integrated Impact Scores 
 
Total impact scores sum the positive and negative scores to give an overall 
indication of the likely overall scale and direction of the impact.  

Total equality impact scores 
When summed together, the large positive and small negative impacts resulted 
in strongly positive impact scores for all equality groups as indicated by the 
summary below 
 

Equality group Total  Equality Impact  score 

 

Option 1 Option 2 Option 3 

Sex/ gender 8 8 8 

Sexual orientation  9 9 9 

Gender reassignment 9 9 9 

Race 5 5 7 

Marriage and civil partnership 9 9 9 

Pregnancy  / maternity 7 7 7 

Religion or belief 9 9 9 

Disability 5 5 7 
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Socioeconomic deprivation 5 5 7 

Age 3 3 6 

Box 7: Total EqIA impact scores 

These results show that all Equality groups have the opportunity to benefit from 
any of the improvements associated with either Option.  However, the scores 
suggest that some of the groups are likely to be more vulnerable to any 
drawbacks associated with the Options.  The most vulnerable  groups are : 

 BME communities 
 Disability groups  
 Socioeconomically deprived communities 
 Older people  

 
The total EqIA scores suggest that the equality related drawbacks are of a similar 
scale and nature for Options 1 and 2, but on a smaller scale for Option 3.   
 

Total Health and Inequality Impact scores 
When summed together, the majority of the total HIIA impact scores were 
positive for Option 1 but negative for Options 2 and 3 as indicated by the 
summary below:  
 

Health 
Outcome 
Domains 

Health attributes TOTAL INTEGRATED IMPACT SCORES 

 Health and Health care 
outcomes 

Option1 Option 2 Option 3 

Impacts 
relating to 
outcomes of 
high quality 
health care 

Death / premature death 15 0 0 

Disease  18 6 6 

Disability – physical, 
mental, learning 

14 0 0 

Emotional wellbeing  10 0 0 

Sensory impairment 14 0 0 

Cognitive impairment / 
disability 

14 0 0 

 Social dependency   14 0 0 

Health related quality of 
life 

14 0 0 

Stroke risk factors 
(biological eg BP)  

14 6 6 

Stroke risk factors 
(Lifestyle eg smoking) 

14 0 0 

Impacts 
relating to 
access to high 
quality health 
care 

Effective health care 14 -6 -6 

Safe health care 14 0 0 

Cost efficient health care 16 -5 -5 

Relevance to healthcare 
need 

4 -12 -12 
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Health 
Outcome 
Domains 

Health attributes TOTAL INTEGRATED IMPACT SCORES 

 Health and Health care 
outcomes 

Option1 Option 2 Option 3 

Acceptable health care 0 2 2 

Impacts 
relating to 
environmental 
determinants 
of health 

Transport -2 -2 -2 

Natural and built 
environment 

0 0 0 

Pollution  -2 -2 0 

Housing 0 0 0 

Impacts 
relating to 
Economic 
determinants 
of health 

Education, skills and learning  0 0 0 

Employment 0 0 0 

Business development 0 0 0 

Financial inclusion 0 0 0 

TOTAL ALL  185 -13 -11 

Box 8: Total HIIA Impact scores 

The key areas of differences in terms of overall HIIA impact are summed up in 
the following Box:  
 

Total 
HIIA 

impact  
scores 

Option 1 Option2 Option 3  

Positive   All 10 outcomes of stroke 
services 

Four of the five outcomes 
relating to access to high quality 
health care – acceptable care was 
scored as neutral  

One of the 10 outcomes of stroke 
services (biological risk factors 
for stroke) 

One of the five outcomes relating 
to access to high quality health 
care – acceptable health care 

One of the 10 outcomes of 
stroke services (biological risk 
factors for stroke) 

 

One of the five outcomes 
relating to access to high quality 
health care – acceptable health 
care 

Negative  Two of the four outcomes 
relating to environmental 
determinants of health – 
pollution and transport 

Three of the five outcomes 
relating to access to high quality 
health care – effective,  cost-
efficient, relevant to need 

Two of the four outcomes 
relating to environmental 
determinants of health – 
pollution and transport 

Three of the five outcomes 
relating to access to high quality 
health care – effective,  cost-
efficient, relevant to need 

 

One of the four outcomes 
relating to environmental 
determinants of health –  
transport 

 

Neutral   Access to acceptable health care 

All four outcomes relating to 
economic determinants of health  

Two  of the four outcomes 
relating to environmental 
determinants of health – housing 

Nine of the 10 outcomes for 
stroke services 

One of the five outcomes relating 
to access to high quality health 
care – safe health care 

All four outcomes relating to 

Nine of the 10 outcomes for 
stroke services 

One of the five outcomes 
relating to access to high quality 
health care – safe health care 

All four outcomes relating to 
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and the natural/built 
environment  

economic determinants of health 

Two  of the four outcomes 
relating to environmental 
determinants of health – housing 
and the natural/built 
environment 

economic determinants of 
health 

 

Three of the four outcomes 
relating to environmental 
determinants of health –  
pollution, housing and the 
natural/built environment 

 

 

Box 9: Areas of differences between the Options in terms of Total HIIA impact scores 

The results in this Box emphasise the many drawbacks associated with Options 2 
and 3 compared with the multiple advantages of Option 1.    
 
The main advantage of Options 2 & 3 compared with Option1 relates to 
acceptable health care.  The repatriation feature of Options 2 and 3 could seem 
attractive to stroke patients and their families and friends because of the 
apparent ability to access high quality health care whilst still being cared for 
close to home.  However, repatriated patients would not be cared for on 
specialist stroke wards and there is strong evidence proving that stroke patients 
who are cared for on a stroke ward are more likely to be alive, independent and 
living at home after one year than if they are cared for on other wards22.    
 
The many advantages of Option 1 are described more fully below.  
 

4.2 Details of the rationale driving the IIA scores for Option 1   

4.2.1 Vulnerable groups 
The EqIA and the HIIA indicated that communities in South Tyneside and certain  
vulnerable might be more likely to be affected by the changes.  The identified 
vulnerable groups were: 
 

1. Socioeconomic deprivation 
2. Disability  
3. Race (BME communities) 
4. Age (older people) 

 
These groups are more affected because of their increased risk of stroke and 
their vulnerability to some of the changes. Positively, these groups are more 
likely to realise the benefits of improvements to stroke services but they may 
also be more vulnerable to any associated drawbacks such as increased travel 
costs. 
 
Demographic information relating to those groups is summarised below (further 
details and sources provided in Appendix 3) 

                                                        
22 Stroke Unit Trialists’ Collaboration. Organised inpatient (stroke unit) care for 
stroke. The Cochrane Database of Systematic Reviews. 2007 Oct 
17;(4):CD000197 
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Equality group South Tyneside 

Count  (%) 

 

Sunderland 

Count  (%) 

Race  BME groups  7,259  (4.9) 14,326  (5.2) 

Disability Disability – day to day 
activities limited a little 
or a lot  

34,069 (23%) 63,366 (23%) 

Age Population aged 65 and 
over 

26583 (18%) 46793 (17%) 

Socio-
economic 
deprivation  

Socio-economic 
Deprivation – 
households with some 
level of deprivation  

42,315 (63%) 76,645 (64%) 

Box 10: Demographic details of key vulnerable groups 

4.2.2 Stroke sufferers in South Tyneside 
Service users living in South Tyneside are most likely to be affected by the 
changes to Stroke services. This has important implications for health 
inequalities within and across South Tyneside.  

4.2.3  Positive impacts on equality, population health and inequalities  
The benefits identified by the HIIA were similar to those identified by the EqIA 
and related to improvements in the services provided i.e: 
 

 Improved and sustainable levels of specialist medical staff 
 Improved and sustainable levels of specialist stroke allied health 

professionals  
 Improved and sustainable quality of stroke care 24/7  

 
These improvements can deliver multiple benefits for stroke sufferers and their 
carers, family and friends 

 Reduced mortality 
 Reduced morbidity 
 Less disability and / or sensory impairment 
 Improved quality of life and emotional wellbeing 
 Less social dependency 
 Improved stroke prevention 

 
All of these improved outcomes can have a significant impact on population 
health and health inequalities across South Tyneside and Sunderland.  
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4.2.4 Possible negative impacts on equality, health and health inequalities (Option 
1) 
It is essential to recognise that the identified drawbacks were rarely significant 
enough to offset the strongly positive benefits that were identified.   
 
The drawbacks of Option 1 related to (in no specific order): 
 

 Ability to understand and adapt to the changes in service provision 
 Additional travel burden for carers, families and friends from South 

Tyneside visiting stroke survivors in Sunderland  
 Emergency transfers between South Tyneside and Sunderland hospitals  
 Integrated and continuous health & social care for stroke survivors and 

their carer 
 Additional pressures placed on hospital services in Sunderland and on the 

ambulance services.  
 Some loss of public sector skills, jobs and public sector investment in 

South Tyneside 
 Sustained capacity to meet the needs of an ageing population  
 Increased traffic flowing between South Tyneside and Sunderland  

 

These possible drawbacks are described more fully below:  

 

1. Understanding and adapting to the changes in service provision 
Adapting to any change is more challenging for the identified equality groups 
due to their increased risk of difficulties relating to English language, 
communication or cognitive difficulties.  

 
For these reasons, these groups may find it harder to access health care in the 
face of acute illness and may be less resilient in the face of unexpected transfers 
of care.  They may also be less likely to become involved in public consultations  
relating to the reconfiguration. 

2. Travelling to visit stroke survivors in Sunderland  
Travelling to visit ill relatives or friends can generate additional expense, time, 
inconvenience and emotional stress for everyone concerned.  
    
The challenges are even greater for those from affected vulnerable groups 
because of related socio-economic difficulties; disabilities and impairments; 
cognitive and mental or emotional problems; language difficulties and difficulties 
navigating an unfamiliar environment or service; being pregnant or 
breastfeeding. 
 
The detailed transport analysis could provide further information regarding  the 
extent of these risks.  
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3. Emergency transfers between South Tyneside and Sunderland hospitals  
This additional step in the patient pathway for South Tyneside patients 
presenting to A&E in South Tyneside or for South Tyneside inpatients was 
identified as having the potential to affect the timeliness of acute stroke care and 
subsequent stroke outcomes including mortality, disability, dependency and 
emotional wellbeing.    
 
It could also increase patient safety risks arising from handovers between 
various health care providers.  These risks are likely to disproportionately affect 
key groups with language or communication difficulties in South Tyneside i.e. 
BME communities, disabled groups, older patients and those with socioeconomic 
deprivation.  

4. Integrated and continued health & social care for stroke survivors and their 
carers 
System-wide effectiveness is essential to promote user satisfaction, 
rehabilitation for stroke survivors, support for carers and to reduce the risk of 
recurrent stroke due to lifestyle and biological risk factors.   
 
System factors are more complex in relation to South Tyneside stroke survivors 
because the different providers of primary care, prevention and rehabilitation 
services do not have a strong tradition of working with the acute hospital in 
Sunderland.   
 
This issue is likely to have a greater impact on those with the greatest need for 
support to reduce risk factors and rehabilitate i.e. equality groups such as older 
people, BME communities, socioeconomically deprived groups.  These risks 
could therefore negatively impact on health and health inequalities in and across 
South Tyneside 
 

5. Demands on hospital services in Sunderland and on the ambulance services.  
More inpatients, carers and visitors will place greater demands on all hospital 
facilities such as parking, cafes, diagnostics etc.  The extent to which these 
demands can be accommodated have not yet been fully assessed and so there is a 
theoretical potential for a negative impact on user experience.  
 
The increased demand for emergency transfers between South Tyneside and 
Sunderland will impact on the ambulance service and current modelling is 
underway to explore this in more detail.  Provisional feedback suggests the 
service can accommodate the extra demand.   Ambulance performance data is 
presented in Appendix 3.  
 

6. Changes to public sector skills, jobs and public sector investment in South 
Tyneside 
These changes were recognised as being small scale but with significant impacts 
on the economic and emotional wellbeing of those affected and potential to affect 
the wider economic health of the population.  The groups affected most include 
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women, pregnancy and maternity groups and socio economically deprived 
groups.  

7. Sustainable capacity to meet the needs of an ageing population 
The business plan identifies capacity to respond to the current demands 
however, an ageing population will lead to growing numbers of acute stroke 
patients and may generate additional pressures on the acute hospital service and 
the wider care and ambulance system.   The extent to which services can expand 
to meet these growing needs has not been assessed in detail.  
 

8. Increased traffic flowing between South Tyneside and Sunderland  
The small increases in traffic flow were identified as having a small negative 
impact on health risks associated with noise and air pollution and road traffic 
accidents.   These negative impacts will have a greater impact on residents in 
South Tyneside and Sunderland living close to commuter routes and the 
hospitals.    The detailed transport analysis could provide further information to 
ascertain whether this is a relevant health risk.  
 

4.3  Rationale for the IIA scores achieved for Options 2 and 3  
 
These Options were assessed as having similar drawbacks to Option1 as noted 
above, but unlike Option 1, they were unlikely to achieve significantly improved 
outcomes for stroke sufferers and survivors.   This is because neither Option 
could achieve the recommended levels of specialist stroke professionals which 
are essential to deliver improved outcomes after a stroke.   This meant that these 
Options consistently scored poorly in terms of impact on heath & wellbeing.   
 
The only apparent advantage of these Options was their ability to care for stroke 
patients closer to home.  However, this care would not meet national guidelines 
and standards for stroke services and would not achieve improved outcomes for  
stroke survivors.  
 

4.4 Summary of the IIA findings 
 
The results provide detailed insights into the possible impacts of the proposals 
on population equality, health and inequalities. 
 
South Tyneside communities and vulnerable groups could be more likely to be 
affected by the changes.  These vulnerable groups may be at increased risk of 
stroke and may therefore benefit from improvements to stroke services.  
However, they may also be more vulnerable to some of the drawbacks associated 
with the changes.  The identified groups are:  
 

 BME communities 
 Disability groups  
 Socioeconomically deprived communities 
 Older people 
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The total HIIA scores emphasise that Option 1 can achieve significant benefits 
compared with Options 2 and 3.   
 

 Total HIIA scores  

 Option 1 Option2 Option 3  

Total positive 
integrated 
impact score 

252 132 132 

Total negative 
integrated 
impact score 

-67 -145 -143 

Total 
Integrated 
Impact Scores 

185 -13 -11 

    

 
 
The advantages of Option1 over Options 2 or 3 are further illustrated by scrutiny 
of the negative HIIA impact scores. Option 1 was associated with barely any 
negative total impact scores whereas Options 2 and 3 achieved negative impacts 
in relation to outcomes from stroke care. 
 

Health outcomes generating negative total impact scores 

Option 1 Option2 Option 3 

 

Two of the four outcomes 
relating to environmental 
determinants of health – 
pollution and transport 

Three of the five outcomes 
relating to access to high 

quality health care – 
effective, cost-efficient, 

relevant to need 

Two of the four outcomes 
relating to environmental 
determinants of health – 
pollution and transport 

Three of the five 
outcomes relating to 
access to high quality 
health care – effective,  
cost-efficient, relevant 

to need 

 

One of the four 
outcomes relating to 

environmental 
determinants of health –  

transport 

 

 
Although the possible drawbacks associated with Option 1 have been described 
in detail, they should be viewed in context because the IIA process generated 
strong evidence that the proposal can achieve significant benefits for stroke 
patients, their carers, families and friends.  
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5  Mitigating Action Planning  

Undertaking an integrated impact assessment enables services to be developed 
in an integrated way to reduce potential health inequalities.  
 
This section outlines actions that could mitigate against the potentially negative 
impacts identified by the integrated assessment and described more fully in 
Section 4.    
 
These actions are merely suggestions, they are not intended to be either 
instructions or recommendations.  
 
The suggestions should be considered with realistic reference to what can be 
achieved in the face of overstretched resources and the economic pressures on 
the NHS, hospitals and acute stroke services.   They provide an opportunity for 
stakeholders – across all sectors including the voluntary and 3rd sector  -  to 
consider how they can contribute to maximise the impact of the changes on 
equality, health or inequalities.  
 
There may also be advantages to considering these suggestions alongside those 
identified in other service re-configurations as there may be interdependencies. 
Where the findings are similar, there may be opportunities to identify actions 
which achieve economies of scale.    
 
In general, the suggestions should be considered with reference to the identified 
at risk groups which are most likely to be affected by the proposals i.e. :  
 

 Socioeconomic deprivation 
 Disability  (physical, mental, learning, cognitive) 
 Race (BME communities) 
 Age (older women, older  and teenage mothers) 

 

5.1  Suggested mitigating actions  - all Options 

5.1.1  Helping everyone to understand and adapt to the changes in service 
provision 
 

 Patient and public information campaigns could promote understanding 
and enable service users can get the maximum benefits from the service 
reconfiguration  

 Population health education promoting the FAST test could improve 
timely access, promote better outcomes and reduce health inequalities 

 Stroke prevention programmes targeting at risk groups (could reduce 
their stroke risk and further reduce health inequalities ) 

 A cross area stroke user group could be supported to champion the needs 
of patients, their carers, friends and relatives. 

 The new service specification could specify responsibilities for 
monitoring and evaluation of service outcomes  



 

 34 

 Oversight arrangements could ensure scrutiny of surveys and timely 
solutions to emerging problems.  

5.1.2 Addressing travel and transport costs  

 A range of opportunities to minimise the additional travel costs could be 
explored.  Possibilities include provision of shuttle buses between 
hospital sites or less costly alternatives such as volunteer drivers or 
subsidised parking at hospital sites  

 Additional disabled parking bays could be provided at both hospital sites  
 Patient and public information campaigns could maximise the benefits of 

any new transport services 
 Future service user experience surveys could monitor and evaluate travel 

needs and experiences with reference to differences between equality 
groups in South Tyneside and Sunderland.  

 Oversight arrangements could ensure scrutiny of user experience data 
and ensure that this information is translated into timely and appropriate  
service developments whenever necessary.  

5.1.3 Emergency transfers between South Tyneside and Sunderland hospitals  

 The service specification could include provision to identify and minimise 
delays in A&E assessment and inter-hospital transfer for all stroke 
patients 

 The capacity of the North East Ambulance Service to respond to the 
increased demand for transfers could be clarified – this is underway and 
will provide valuable information 

 Relevant A&E and NEAS performance data could be collected, monitored 
and evaluated in a timely manner  

 Oversight arrangements could scrutinise data and hold the system to 
account to ensure timely solutions to emerging problems 

 

5.1.4 Promoting continuity of health & social care for stroke survivors and their 
carers 

 Best practice could be adopted in terms of provider handovers and 
integrated care planning with special reference to the needs of priority 
equality groups  (Older people, disabled groups, BME groups,  
socioeconomically deprived groups) 

 South Tyneside and Sunderland hospitals could initiate a programme of 
primary, community and social care engagement across South Tyneside 
and Sunderland to promote communication and collaboration across the 
system  

 A multi-agency improvement collaborative could lead service 
improvements at the system level 

 Patient safety incident data could be collected, monitored and evaluated  
 User experience survey data should be collected, monitored and 

evaluated 
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 Oversight arrangements could ensure scrutiny of safety and experience 
data and hold the system to account to ensure timely solutions to 
emerging problems 

5.1.5  Sustainable capacity to meet the needs of an ageing population. 

 Further modelling could be helpful to assess the future capacity of all 
services involved in the care of this population.  This is a national priority 
for stroke and other age related illnesses.  

 User experience survey data, patient safety incident data and other 
quality indicators at hospital level could be collected, monitored and 
evaluated  

 Oversight arrangements could ensure scrutiny of quality data and hold 
the acute provider to account to ensure timely solutions to emerging 
problem 

 Formal modelling could shed light on the future health care needs and the 
level of capacity required to meet those needs 

 Considering prioritising existing plans to improve early supported 
discharge work will reduce lengths of stay and free up capacity  

5.1.6 Public sector skills, jobs and investment in South Tyneside 

 Other Path to Excellence proposals could be developed in ways that offset 
the apparent losses in South Tyneside.  For example, this might entail  
some Sunderland hospital functions being transferred to South Tyneside 
e.g. quality improvement.  

5.1.7  Increased traffic commuting between South Tyneside and Sunderland 

 The transport analysis currently underway could provide insights into 
possible risks and mitigating actions  

 Wherever possible, any new transport initiatives could seek to minimise 
air and nose pollution, avoid congestion and promote road safety. 
Possibilities include park and ride facilities with free hospital shuttle 
buses.  

 

6 Conclusions and Recommendations 

6.1 Conclusions 
 
This IIA entailed a process that systematically considered the proposed changes 
to acute stroke services with the aim of identifying potentially positive or 
negative impacts on equality, health and health inequalities.  It drew on relevant 
research and statistics to evaluate the impact that three proposed models for 
stroke services could have with reference to 24 service specific attributes of 
health.  
 
The results of this IIA suggested that the changes could have a greater effect on 
communities in South Tyneside and on certain vulnerable groups, most notably: 

 BME communities 
 Disability groups  
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 Socioeconomically deprived communities 
 Older people 

 
These groups may be more likely to need stroke services and will therefore 
benefit from the proposed improvements in service quality.  However, they may 
also be more vulnerable to some of the changes with respect to continuity of 
care; travel costs (personal, economic and social); barriers to access; traffic 
commuting between South Tyneside and Sunderland 
 
The IIA provided strong evidence to favour Option 1 over Options 2 and 3.   Total  
HIIA scores were strongly positive for Option 1 but negative for Options 2 and 3.   
 

Total HIIA Impact scores 

Option 1 Option2 Option 3  

185 -13 -11 

 
The differences between the Options related to the inability of Options 2 or 3 to 
deliver sustained improvements in levels of specialist stroke allied health 
professionals.  Care from these experts is essential to the delivery of improved 
outcomes after stroke.  
 
Option 1 had very few net disadvantages other than possible small risks relating 
to the increased traffic commuting between South Tyneside and Sunderland.  
The extent of those risks is being studied as part of a separate analysis.  
 
 

Health outcomes for which total HIIA impact 
scores were negative : Option 1 

 

Two of the four outcomes relating to environmental 
determinants of health – pollution and transport 

 
 
The IIA included some suggested actions that could mitigate against the 
identified drawbacks.  These suggestions could enable stakeholders to identify 
how they can contribute to the reconfiguration so that the benefits can be 
maximised.   The suggestions largely related to patient transport, organisational 
development, quality improvement, education and training, monitoring and 
evaluation 
 
Overall, the IIA provided quantitative and qualitative evidence that the proposed 
changes relating to Option 1 could have major benefits for the resident 
populations including vulnerable groups.  The key benefits relate to the ability of 
the changes to achieve:  



 

 37 

 Improved and sustainable levels of specialist medical staff 
 Improved and sustainable levels of specialist stroke allied health 

professionals  
 Improved and sustainable quality of stroke care 24/7  

 
These improvements can deliver multiple benefits for stroke sufferers and their 
carers, family and friends 

 Reduced mortality 
 Reduced morbidity 
 Less disability and / or sensory impairment 
 Improved quality of life and emotional wellbeing 
 Less social dependency 
 Improved stroke prevention 

 
All of these improved outcomes could have an enduring and sustainable  benefit 
to population health and health inequalities across South Tyneside and 
Sunderland.  
 
The results of this integrated impact assessment can be used, alongside the other 
evidence developed by the Path to Excellence Board, to:  

 empower stakeholders to contribute to the consultation process by 
enabling them to understand the potential positive and negative impacts 
of each option  

 enable Commissioners to demonstrate compliance with their Public 
Sector duties around equality and health inequalities 

 enable all decision makers to rigorously consider, and give due regard, to 
the equality, health and health inequality impacts of each Option  

 identify possible ways in which services can be integrated to promote 
equality and reduce health inequalities 

 re-configure local services which promote equality, promote health,  and 
reduce health inequalities.  

The consultation process might generate additional insights into other impacts 
arising from the proposals.  

 

5.2 Recommendations to all stakeholders 
 

All stakeholders are invited to:  

1. Consider and give due regard to the nature, scale, and scope of the benefits 
and challenges identified by this integrated impact assessment  

2. Consider and highlight any other positive or negative impacts which should 
be incorporate into the assessment  



 

 38 

3. Consider the suggested mitigating actions and identify whether there are 
other opportunities to maximise the benefits arising from the proposed 
reconfiguration 

4. Identify mitigating actions which should be implemented and consider 
contributing to the development of relevant mitigating action plans. 
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Results of the Equality Impact Scoping Assessment for Acute Stroke Services 
Table 1: Equality Impact Assessment for the Proposed Stroke Reconfiguration – Option 1 (for further details regarding sources and statistics, please refer to the evidence 
base summarised in Appendix 3) 

Option 1 entails a single acute stroke unit at SRH accommodating all stroke patients across South Tyneside and Sunderland for the duration of their care 

KEY:  A score  = level of evidence B score  = scale of impact  C score  = AXB Total impact score  = sum of C scores 

 
Protected 
characteristic 

Positive 
equality 
impact 
Score 

Negative 
equality 

impact Score  

TOTAL 
equality 
impact 
score 

Details of possible impacts on equality 

Sex / Gender  

 

A=3 

B=3 

C=9 

 

South 
Tyneside 
Women 

A=1 

B=-1 

C=-1 

 

-8 Men are at a 25% higher risk of having a stroke and at a younger age than women23.  
However, women live longer than men and therefore experience more incidences of 
stroke(23).  

Positive 

Both gender groups in both areas have an equal opportunity to benefit from the proposals to 
enhance care quality and improve outcomes.   

Negative 

Affected women and their visitors are more likely to be elderly widows, without a carer at 
home and with associated economic disadvantage.  This means that the additional costs and 
opportunity costs associated with travel to Sunderland are likely to pose a greater burden 
on [older ]women in South Tyneside.  

The staff changes will impact more on those currently working in South Tyneside and will be 
more challenging for those with childcare responsibilities.  Such responsibilities 

                                                        
23 State of the Nation: Stroke Statistics 2016.  Stroke Association: 2016 
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Protected 
characteristic 

Positive 
equality 
impact 
Score 

Negative 
equality 

impact Score  

TOTAL 
equality 
impact 
score 

Details of possible impacts on equality 

disproportionately fall to women. 

Sexual 
orientation 

 

A=3 

B=3 

C=9 

A=1  

B=0  

C=0 

9 Stroke sufferers in this group have an equal opportunity to benefit from the proposals to 
enhance care quality and improve outcomes 

No evidence or anecdote available to suggest this group will be disproportionately 
disadvantaged  

Gender 
reassignment 

A=3 
B=3 

C=9 

A=1  

B=0  

C=0 

9 Stroke sufferers in this group have an equal opportunity to benefit from the proposals to 
enhance care quality and improve outcomes 

No evidence or anecdote available to suggest this group will be disproportionately 
disadvantaged  

Race  

 

 

A=3 

B=3 

C=9 

A=2 

B=-2 

C=-4 

5 Black, South Asian, Bangladeshi and Pakistani communities are at increased risk of strokes. 
These groups may therefore benefit by proposals to enhance care quality and improve 
outcomes.  Improved outcomes could reduce inequalities experienced by this group. 

These groups in South Tyneside may be at a disadvantage if English is not their first 
language as this may generate challenges around understanding and adapting to the new 
changes.  This might affect their access to services as stroke patients or as visitors  / carers.     
Delays in access can adversely affect outcomes and further deepen health inequalities 
experienced by this group. 

Communication difficulties experienced by service users compound the challenges of 
achieving safe and effective handovers between different providers and integrated care 
planning and delivery.   These are greater for S Tyneside residents.  

Marriage and 
civil 
partnership 

A=3 

B=3 

C=9 

A=1  

B=0  

C=0 

9 Stroke sufferers in this group have an equal opportunity to benefit from the proposals to 
enhance care quality and improve outcomes 

No evidence or anecdote available to suggest this group will be disproportionately 
disadvantaged  
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Protected 
characteristic 

Positive 
equality 
impact 
Score 

Negative 
equality 

impact Score  

TOTAL 
equality 
impact 
score 

Details of possible impacts on equality 

Pregnancy and 
maternity  

 

A=3 

B=3 

C=9 

A=2 

B=-1 

C=-2 

7 Pregnancy can raise stroke risk although it remains a very rare event in pregnancy with 
minimal numbers affected.  The planning evidence suggests that this group suffering a 
stroke will equally advantaged by any service improvements achieved by these changes.  

Because stroke in pregnancy remains rare, the more common negative impacts relate to the 
changes in the travel and staffing arrangements.  

Pregnant women are more likely to have young families and suffer economic deprivation.  
Pregnant and maternity groups in South Tyneside may be more adversely affected by the 
increased travel costs and opportunity costs associated with visiting friends and relatives 
affected by stroke.  

The staff changes will impact more on those currently working in South Tyneside and will be 
more challenging for those pregnant or postnatal faced with additional childcare or even 
breastfeeding responsibilities.   

Religion or 
belief 

 

A=3 

B=3 

C=9 

 

A=1  

B=0  

C=0 

9 Stroke sufferers in this group have an equal opportunity to benefit from the proposals to 
enhance care quality and improve outcomes 

No evidence or anecdote available to suggest this group will be disproportionately 
disadvantaged  

 

Disability 

 

A=3 

B=3 

C=9 

A=2 

B=-2 

C=-4 

5 Between 25-33% of strokes are recurrent .  Stroke is a leading cause of physical, cognitive, 
sensory and emotional disability for both sufferers  - over half of all stroke survivors are left 
with a disability and a third experience depression. Carers of stroke survivors experience 
significant emotional and mental health problems.  

(Additionally, disability is associated with ageing and socioeconomic disadvantage – see 
relative sections). 

Positive  
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Protected 
characteristic 

Positive 
equality 
impact 
Score 

Negative 
equality 

impact Score  

TOTAL 
equality 
impact 
score 

Details of possible impacts on equality 

Stroke sufferers in this group have the potential to benefit from the proposals to enhance 
care quality and improve outcomes. Improved outcomes could reduce inequalities 
experienced by this group. 

Negative 

However, these groups in South Tyneside may be disadvantaged by the proposals because – 
their disability may generate challenges around understanding and adapting to the new 
changes in service provision.  This might affect their access to services as stroke patients or 
as visitors / carers.  Delays in access can adversely affect outcomes and further deepen 
health inequalities experienced by this group. 

Furthermore, carers, friends and families with disabilities will face further challenges 
visiting those affected by stroke – the practical challenges, additional time and travel 
complexities will generate significant personal, economic and emotional costs. 

This group is more likely to have communication difficulties. Communication difficulties 
experienced by service users compound the challenges of handovers between different 
providers and integrated care planning and delivery.   These are greater for South Tyneside 
residents. 

Socio - 
Economic 
deprivation 

 

A=3 

B=3 

C=9 

A=2 

B=2 

C=-4 

5 People from the most economically deprived areas are more likely to suffer a stroke and 
more likely to die from a stroke than those from the least deprived areas.   
 

Stroke sufferers in this group have an equal opportunity to benefit from the proposals to 
enhance care quality and improve outcomes. Improved outcomes could reduce inequalities 
experienced by this group. 

  
Economic deprivation is an important factor in both districts  - more so in South Tyneside. 
Job losses in South Tyneside could compound current levels of socioeconomic deprivation.  
Additional jobs in Sunderland could benefit current socio economically deprived groups. 
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Protected 
characteristic 

Positive 
equality 
impact 
Score 

Negative 
equality 

impact Score  

TOTAL 
equality 
impact 
score 

Details of possible impacts on equality 

 
Socioeconomic deprivation is associated with lower educational attainment. This may 
generate challenges around understanding and adapting to the new changes in service 
provision.  This might affect their access to services as stroke patients or as visitors  / carers.  
Delays in access can adversely affect outcomes and may therefore deepen inequalities.  

Socio economic deprivation is associated with age and disability and so the issues affecting 
those groups are compounded. – see relevant sections  

Furthermore, carers, friends and families with socioeconomic disadvantage will face further 
challenges visiting those affected by stroke – the practical challenges, additional time and 
travel complexities will generate significant personal, economic and emotional costs.  

Poorer educational attainment is associated with communication difficulties. 
Communication difficulties experienced by service users compound the challenges of 
handovers between different providers and integrated care planning and delivery.   These 
are greater for South Tyneside residents 

 

Age  A=3 

B=3 

C=9 

A=3 

B=-2 

C=-6 

3 Stroke risk increases with age.  74% of strokes in the UK affect people aged 65 years and 
over.   

All stroke sufferers have an equal opportunity  to benefit from the proposals to enhance care 
quality and improve outcomes regardless of their age.   

Increased age is associated with higher mortality from stroke with increased needs for 
access to high quality palliative care and bereavement services.   For stroke patients, carers, 
friends and family from South Tyneside, increased travel to new and unfamiliar 
environments will be especially burdensome amidst the emotional challenges of loss.  

Increased age is also associated with increasing disability, frailty, co-morbidity, social 
isolation and economic hardship.  Age related co-morbidities are associated with 
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Protected 
characteristic 

Positive 
equality 
impact 
Score 

Negative 
equality 

impact Score  

TOTAL 
equality 
impact 
score 

Details of possible impacts on equality 

communication difficulties.  

Communication difficulties experienced by service users compound the challenges of 
handovers between different providers  and integrated care planning and delivery.   These 
are greater for S Tyneside residents 

All of these factors will generate challenges around understanding and adapting to the new 
changes in service provision.  This might affect their access to services as stroke patients or 
as visitors  / carers.  Delays in access can adversely affect outcomes and may therefore 
deepen inequalities.  

Furthermore, carers, friends and families with socioeconomic disadvantage will face further 
challenges visiting those affected by stroke – the practical challenges, additional time and 
travel complexities will generate significant personal, economic and emotional costs.  

Staffing changes are likely to have an impact on those approaching retirement age who may 
be disadvantaged in the job market. 
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Table 2: Equality Impact Assessment for the Proposed Stroke Reconfiguration – Options 2 and 3 (for further details regarding sources and statistics, please refer to the 
evidence base summarised in Appendix 3) 

KEY A score  = level of evidence B score  = scale of impact  C score  = AXB = positive or negative Impact score    Total impact score  = sum of C scores 

 
 Solution 2: 

All acute strokes being directed to SRH with the repatriation of South Tyneside 
patients back to STDH after 7 days. 

  

Solution3 

All acute strokes being directed to SRH with the repatriation of South Tyneside 
patients back to STDGH after 72 hours  

Protected 
characteristic 

Potentially Positive Impacts Potentially Negative Impacts Potentially Positive Impacts Potentially Negative Impacts 

Sex/gender  Both gender groups in both areas have 
an equal opportunity to benefit from 
the proposals to enhance care quality 
and improve outcomes.   

This option does not achieve the same 
levels of service quality improvement 
as Option 1.  The health impact will be 
restricted to those extra stroke 
patients who are eligible for, and 
subsequently receive thrombolysis due 
to the improved levels of specialist 
staffing.   Only around 15% of stroke 
emergencies in England are eligible for 
thrombolysis treatment.  

The limited improvements are equal 
for all regardless of gender 

Affected women and their visitors are more 
likely to be elderly widows, without a carer 
at home and with associated economic 
disadvantage.  This option reduces some of 
the additional costs associated with travel 
between South Tyneside and Sunderland.  

This Option results in less changes for staff 
currently working in S Tyneside.   

Both gender groups in both areas have an 
equal opportunity to benefit from the 
proposals to enhance care quality and 
improve outcomes.   

This option does not achieve the same 
levels of service quality improvement as 
Option 1.  The health impact will be 
restricted to those extra stroke patients 
who are eligible for, and subsequently 
receive thrombolysis due to the improved 
levels of specialist staffing.   Only around 
15% of stroke emergencies in England are 
eligible for thrombolysis treatment. 

The additional costs associated with travel 
between sites and changes for staff are 
further minimised with this option  

Impact Scores  A=3 B= 3 C=9 A=1 B=-1 C=-1 A=3 B= 3 C=9 A=1 B=-1 C=-1 

Sexual orientation Stroke sufferers in this group have an 
equal opportunity to benefit from the 
proposals to enhance care quality and 
improve outcomes 

No evidence or anecdote available to 
suggest this group will be 
disproportionately disadvantaged  

Stroke sufferers in this group have an 
equal opportunity to benefit from the 
proposals to enhance care quality and 
improve outcomes 

No evidence or anecdote available to 
suggest this group will be 
disproportionately disadvantaged  
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 Solution 2: 

All acute strokes being directed to SRH with the repatriation of South Tyneside 
patients back to STDH after 7 days. 

  

Solution3 

All acute strokes being directed to SRH with the repatriation of South Tyneside 
patients back to STDGH after 72 hours  

Protected 
characteristic 

Potentially Positive Impacts Potentially Negative Impacts Potentially Positive Impacts Potentially Negative Impacts 

    

Impact Scores  A=3 B= 3 C=9 A=1 B=0 C=0 A=3 B= 3 C=9 A=1 B=0 C=0 

Gender 
reassignment 

Stroke sufferers in this group have an 
equal opportunity to benefit from the 
proposals to enhance care quality and 
improve outcomes 

 

No evidence or anecdote available to 
suggest this group will be 
disproportionately disadvantaged  

 

Stroke sufferers in this group have an 
equal opportunity to benefit from the 
proposals to enhance care quality and 
improve outcomes 

 

No evidence or anecdote available to 
suggest this group will be 
disproportionately disadvantaged  

 

Impact Scores  A=3 B= 3 C=9 A=1 B=0 C=0 A=3 B= 3 C=9 A=1 B=0 C=0 

Race  

 

BME communities are at increased risk 
of stroke and can benefit equally from 
any improvements in service quality 
achieved by this model. 

This Option includes more transfers of care 
than Option 1 for S Tyneside stroke 
sufferers but a potentially shorter additional 
travel burden for that group compared with 
Option 1 

BME communities may experience  
difficulties with the English language with 
implications for: 

 Understanding and adapting to the 
new changes  

 Access to care as an emergency stroke 
patient or as a visitor or carer 

 Negotiating the challenges of travel 
between areas 

 Communicating with different 
providers during handovers and 
transfers.   

 

BME communities are at increased risk of 
stroke and can benefit equally from any 
improvements in service quality achieved 
by this model. 

This Option includes more transfers of care 
than Option 1 for South Tyneside stroke 
sufferers but a shorter additional travel 
burden for that group compared with 
Option 1 and Option 2  

BME communities may experience  
difficulties with the English language with 
implications for: 

 Understanding and adapting to the 
new changes  

 Access to care as an emergency stroke 
patient or as a visitor or carer 

 Negotiating the challenges of travel 
between areas 

 Communicating with different 
providers during handovers and 
transfers.   

Impact Scores  A=3 B=3 C=9 A=2 B=-2 C=-4 A=3 B=3 C=9 A=2 B=-1 C=-2 

Marriage and civil Stroke sufferers in this group have an No evidence or anecdote available to Stroke sufferers in this group have an No evidence or anecdote available to 
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 Solution 2: 

All acute strokes being directed to SRH with the repatriation of South Tyneside 
patients back to STDH after 7 days. 

  

Solution3 

All acute strokes being directed to SRH with the repatriation of South Tyneside 
patients back to STDGH after 72 hours  

Protected 
characteristic 

Potentially Positive Impacts Potentially Negative Impacts Potentially Positive Impacts Potentially Negative Impacts 

partnership equal opportunity to benefit from the 
proposals to enhance care quality and 
improve outcomes 

 

suggest this group will be 
disproportionately disadvantaged  

 

equal opportunity to benefit from the 
proposals to enhance care quality and 
improve outcomes 

 

suggest this group will be 
disproportionately disadvantaged  

 

Impact Scores  A=3 B= 3 C=9 A=1 B=0 C=0 A=3 B= 3 C=9 A=1 B=0 C=0 

Pregnancy and 
maternity  

 

Pregnancy can raise stroke risk 
although it remains a very rare event 
in pregnancy with minimal numbers 
affected.  The planning evidence 
suggests that this group suffering a 
stroke will equally advantaged by any 
service improvements achieved by 
these changes.  

 

 Because stroke in pregnancy remains rare, 
the more common negative impacts relate 
to the changes in the travel and staffing 
arrangements.  

This option reduces some of the additional 
costs associated with travel between South 
Tyneside and Sunderland.  

This Option results in less changes for staff 
currently working in South Tyneside.   

Pregnancy can raise stroke risk although 
it remains a very rare event in pregnancy 
with minimal numbers affected.  The 
planning evidence suggests that this 
group suffering a stroke will equally 
advantaged by any service improvements 
achieved by these changes.  

 

The additional costs associated with travel 
between sites and changes for staff are 
further minimised with this option 

Impact Scores  A=3 B= 3 C=9 A=2 B=-1 C=-2 A=3 B= 3 C=9 A=2 B=-1 C=-2 

Religion or belief 

 

Stroke sufferers in this group have an 
equal opportunity to benefit from the 
proposals to enhance care quality and 
improve outcomes 

 

No evidence or anecdote available to 
suggest this group will be 
disproportionately disadvantaged  

 

Stroke sufferers in this group have an 
equal opportunity to benefit from the 
proposals to enhance care quality and 
improve outcomes 

 

No evidence or anecdote available to 
suggest this group will be 
disproportionately disadvantaged  

 

Impact Scores  A=3 B= 3 C=9 A=1 B=0 C=0 A=3 B= 3 C=9 A=1 B=0 C=0 

Disability Stroke sufferers in this group have an 
equal opportunity to benefit from any 
of the improvements in care quality 
arising from this option  

 

Disability groups  can be more likely to 
experience  difficulties with communication, 
mobility and accessing unfamiliar 
environments.   

The proposed changes may generate 
additional challenges for this group when 

Stroke sufferers in this group have an 
equal opportunity to benefit from any of 
the improvements in care quality arising 
from this option 

The impacts of this Option are similar to the 
impacts in Option 2 and 1.  However, there 
may be more handovers of care compared 
with Option 1.  The travel burden may be 
smaller than in Option 1 or 2.  
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 Solution 2: 

All acute strokes being directed to SRH with the repatriation of South Tyneside 
patients back to STDH after 7 days. 

  

Solution3 

All acute strokes being directed to SRH with the repatriation of South Tyneside 
patients back to STDGH after 72 hours  

Protected 
characteristic 

Potentially Positive Impacts Potentially Negative Impacts Potentially Positive Impacts Potentially Negative Impacts 

accessing care or caring for or visiting  
friends or relatives.  They might experience 
difficulties in  

 Understanding and adapting to the 
new changes  

 Access to care as an emergency stroke 
patient or as a visitor or carer 

 Negotiating the challenges of travel 
between areas 

 Communicating with different 
providers during handovers and 
transfers. 

 Navigating unfamiliar environments 
   

The impacts of this Option are similar to the 
impacts in Option 3 and 1.  However, there 
may be more handovers of care compared 
with Option 1.  The travel burden may be 
smaller than that in Option 1 but higher 
than Option 2.   

Impact Scores  A=3 B=3 C=9  A=2 B=-2 C=-4 A=3 B=3 C=9 A=2 B=-1 C=-2 

Socio - Economic 
deprivation 

 

Stroke sufferers in this group have an 
equal opportunity to benefit from any 
of the improvements in care quality 
arising from this option 

People in this group may be at greater risk 
of stroke and poorer outcomes from stroke.  
They might also be at greater risk of poor 
educational attainment, social exclusion, 
poverty,  or physical or mental health 
problems or disability or sensory 
impairment.  Children and older people are 
more likely to live in poverty.  

This means that they will be more likely to 
experience difficulties relating to:  

Stroke sufferers in this group have an 
equal opportunity to benefit from any of 
the improvements in care quality arising 
from this option 

The impacts of this Option are similar to the 
impacts in Option 2 and 1.  However, there 
may be more handovers of care compared 
with Option 1.  The travel burden may be 
smaller than in Option 1 or 2. 
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 Solution 2: 

All acute strokes being directed to SRH with the repatriation of South Tyneside 
patients back to STDH after 7 days. 

  

Solution3 

All acute strokes being directed to SRH with the repatriation of South Tyneside 
patients back to STDGH after 72 hours  

Protected 
characteristic 

Potentially Positive Impacts Potentially Negative Impacts Potentially Positive Impacts Potentially Negative Impacts 

 Understanding and adapting to the 
new changes  

 Access to care as an emergency stroke 
patient or as a visitor or carer 

 Negotiating the challenges and costs of 
travel between areas 

 Communicating with different 
providers during handovers and 
transfers.   

 Navigating unfamiliar environments 
 

The impacts of this Option are similar to the 
impacts in Option 3 and 1.  However, there 
may be more handovers of care compared 
with Option 1.  The travel burden may be 
smaller than that in Option 1 but higher 
than Option 2 

 

Impact Scores  A=3 B=3 C=9 A=2 B=-2 C=-4 A=3 B=3 C=9 A=2 B=-1 C=-2 

Age  All stroke sufferers have an equal 
opportunity to benefit from the 
proposals to enhance care quality and 
improve outcomes regardless of their 
age.   

 

Older age groups are more likely to suffer a 
stroke and suffer poorer outcomes, and 
higher mortality rates.  

Older people are also a higher risk of 
economic hardship, social isolation, sensory 
impairment, physical disability, and other 
important co-morbidities.   

People approaching retirement age may be 
disproportionately affected by changes to 
their employment status or arrangements.  

All stroke sufferers have an equal 
opportunity to benefit from the proposals 
to enhance care quality and improve 
outcomes regardless of their age.   

 

The impacts of this Option are similar to the 
impacts in Option 2 and 1.  However, there 
may be more handovers of care compared 
with Option 1.  The travel burden may be 
smaller than in Option 1 or 2. 
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 Solution 2: 

All acute strokes being directed to SRH with the repatriation of South Tyneside 
patients back to STDH after 7 days. 

  

Solution3 

All acute strokes being directed to SRH with the repatriation of South Tyneside 
patients back to STDGH after 72 hours  

Protected 
characteristic 

Potentially Positive Impacts Potentially Negative Impacts Potentially Positive Impacts Potentially Negative Impacts 

 

For all of these reasons, older people may be 
disproportionately affected by the proposals 
to reconfigure stroke services.  These 
negative impacts relate to: 

 Understanding and adapting to the 
new changes  

 Access to care as an emergency stroke 
patient or as a visitor or carer 

 Negotiating the challenges and costs of 
travel between areas 

 Communicating with different 
providers during handovers and 
transfers.   

 Navigating unfamiliar environments 

The impacts of this Option are similar to the 
impacts in Option 3 and 1.  However, there 
may be more handovers of care compared 
with Option 1.  The travel burden may be 
smaller than that in Option 1 but higher 
than Option 2 

 

Impact Scores  A=3 B=3 C=9 A=3 B=-2 C=-6 A=3 B=3 C=9 A=3 B=-1 C=-3 
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Table 3: Equality Impact scores for each equality group 

Key to categories and colour codes  Total Impact (C) Score Positive Negative  

Major impact +/-     7 - 9   
 

 Moderate impact +/-     4 - 6   

Minor impact +/-     0 – 3   

 

Equality 
group 

Option 1: All acute strokes being redirected to CHS. 

 

Option 2: All acute strokes being redirected to CHS with the 
repatriation of South Tyneside patients back to STDGH after 7 
days. 

Option 3 : All acute strokes being redirected to 
CHS with the repatriation of South Tyneside 
patients back to STDGH after 72 hours 

Positive impact 
score 

Negative 
impact score 

Total Impact  
score 

Positive impact 
score 

Negative impact 
score 

Total Impact  
score 

Positive impact 
score 

Negative 
impact 
score 

Total 
Impact  
score 

Sex/ gender 9 -1 8 9 -1 8 9 -1 8 

Sexual orientation 9 0   9 9 0 9 9 0 9 

Gender 
reassignment 

9 0 9 9 0 9 9 0 9 

Race 9 -4 5 9 -4 5 9 -2 7 

Marriage and civil 
partnership 

9 0 9 9 0 9 9 0 9 

Pregnancy  / 
maternity 

9 -2 7 9 -2 7 9 -2 7 

Religion or belief 9 0 9 9 0 9 9 0 9 

Disability 9 -4 5 9 -4 5 9 -2 7 

Socioeconomic 
deprivation 

9 -4 5 9 -4 5 9 -2 7 

Age 9 -6 3 9 -6 3 9 -3 6 
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Results of the Health and Health Inequalities Impact Assessment of Options for stroke services 
Table 4: Details of the health and health inequalities assessment of Option 1 

A score  = level of evidence B score  = scale of impact   C score  = AXB  Total negative impact score  = sum of C scores relating to negative health and 
health inequalities impacts 

 

The health and 
health 

inequalities 
impact 

Health 

Positive 

 

Health 

Negative 

Health 
inequalities 

Positive 

Health 
inequalities 

Negative 

 

Explanatory notes 

Impacts relating to 
outcomes of high 
quality health care 

     

Death/Premature 
Death 

 

A= 3 

B= 3 

C=9 

A=3 

B=0 

C=0 

A=3 

B=3 

C=9 

A=1 

B=-2 

C=-3 

Health 

Positive impact - Stroke is a leading cause of mortality in England. There is 
strong research evidence to show that access to high quality acute stroke 
services can reduce mortality.   The proposed changes promote wider and 
more consistent access to high quality stroke services and should reduce 
stroke related mortality rates. 

Negative health - No negative impacts have been identified 

Health inequalities The equality impact assessment identified that some 
groups in South Tyneside may find it harder to understand and adapt to the 
proposed changes. However, acute stroke patients will access services in the 
same way (through direct ambulance transfer to acute stroke services in 
Sunderland or presentation to A&E in with onward transfer to acute stroke 
services Sunderland.  The key change will be a further transfer between 
South Tyneside and Sunderland.   

Positive inequalities  - However, the proposed changes will enable more 
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The health and 
health 

inequalities 
impact 

Health 

Positive 

 

Health 

Negative 

Health 
inequalities 

Positive 

Health 
inequalities 

Negative 

 

Explanatory notes 

acute stroke patients to consistently access high quality stroke care which 
will reduce associated mortality and thus reduce health inequalities 

Negative inequalities  - In theory, this extra step in the patient pathway may 
lead to delays which disproportionately affect patients in South Tyneside.   
Delays may increase risk of mortality from acute stroke and increase health 
inequalities experienced by the population in South Tyneside.  

Disease 

 

 

A=3 

B=3 

C=9

A=3 

B=0 

C=0 

A=3 

B=3 

C=9 

A=3 

B=0 

C=0 

Health - In the medium to longer term, stroke can increase the risk of other 
illnesses e.g. pneumonia or malnutrition.  Evidence shows that specialist 
stroke teams reduce the incidence of such problems.  

Positive impact - Stroke is a leading cause of morbidity in England. There is 
strong research evidence to show that access to high quality acute stroke 
services can reduce morbidity.   The proposed changes promote wider and 
more consistent access to high quality stroke services. 

Negative impact - No negative impacts have been identified 

Health inequalities - The equality impact assessment identified that some 
groups in South Tyneside may find it harder to understand and adapt to the 
proposed changes. However, acute stroke patients will access services in the 
same way (through direct ambulance transfer to acute stroke services in 
Sunderland or presentation to A&E in with onward transfer to acute stroke 
services Sunderland.  

 

Positive inequalities  - The proposed changes will enable more acute stroke 
patients to consistently access high quality stroke care which will reduce 
subsequent diseases such as pneumonia, malnutrition and reduce health 
inequalities.  
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The health and 
health 

inequalities 
impact 

Health 

Positive 

 

Health 

Negative 

Health 
inequalities 

Positive 

Health 
inequalities 

Negative 

 

Explanatory notes 

Negative inequalities - No negative impacts have been identified 

Disability – 
physical, mental, 
learning 

 

 

A=3 

B=3 

C=9

A=3  

B=0  

C=0 

A=3 

B=3 

C=9 

A=2 

B=-2 

C=-4 

Health 

Positive impact - Stroke is a leading cause of morbidity in England. There is 
strong research evidence to show that access to high quality acute stroke 
services can improve stroke outcomes such as physical disability.   The 
proposed changes promote wider and more consistent access to high quality 
stroke services and should reduce levels of physical disability post stroke. 

Negative impact - No negative impacts have been identified 

Health inequalities - The equality impact assessment identified that some 
groups in South Tyneside may find it harder to understand and adapt to the 
proposed changes. However, acute stroke patients will access services in the 
same way (through direct ambulance transfer to acute stroke services in 
Sunderland or presentation to A&E in with onward transfer to acute stroke 
services Sunderland.  

Positive The proposed changes will enable more acute stroke patients to 
consistently access high quality stroke care which will reduce subsequent 
physical disability and thus reduce health inequalities.  

Negative – Theoretically, transfer delays may increase risk of delayed access 
to thrombolysis and opportunities to reduce disability arising from acute 
stroke and this might increase health inequalities experienced by the 
population in South Tyneside  

 

Emotional 
wellbeing  

A=3 

B=3 

A= -2 A=3 

B=3 

A= 2 Health  

Evidence shows that stroke survivors and their carers suffer significant mood 
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The health and 
health 

inequalities 
impact 

Health 

Positive 

 

Health 

Negative 

Health 
inequalities 

Positive 

Health 
inequalities 

Negative 

 

Explanatory notes 

 C=9 B=-2 

C=-4 

C=9 B=-2 

C=-4 

disorders.  

Positive impact - The proposed changes promote wider and more consistent 
access to high quality stroke services which should improve outcomes and 
reduce the risk of emotional complications for survivors and carers. 

Negative impact – South Tyneside residents who are relatives and friends of 
those affected by stroke could face additional stresses generated by the 
burden associated with increased travel. This additional burden could 
generate further emotional suffering and related ill health.  

Health inequalities  

Positive The proposed changes promote wider and more consistent access to 
high quality stroke services which should improve outcomes and reduce the 
risk of emotional complications for survivors and carers thus reducing health 
inequalities. 

Negative impact – The quality impact assessment showed that the additional 
ravel burden would disproportionately affect some equality groups in South 
Tyneside. This additional burden could generate further emotional suffering 
and related ill health and deepen health inequalities. 

Sensory 
Impairment 

 

 

A=3 

B=3 

C=9 

A=3  

B=0  

C=0 

A=3 

B=3 

C=9 

A=2 

B=-2 

C=-4 

Positive impact - Stroke is a leading cause of sensory impairment in 
England. There is strong research evidence to show that access to high 
quality acute stroke services can reduce the incidence and severity of sensory 
impairment post stroke.   The proposed changes promote wider and more 
consistent access to high quality stroke services and should reduce levels of 
sensory impairment. 

Negative impact - No negative impacts have been identified 

Health inequalities - The equality impact assessment identified that some 
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Health 

Positive 

 

Health 

Negative 

Health 
inequalities 

Positive 

Health 
inequalities 

Negative 

 

Explanatory notes 

groups in South Tyneside may find it harder to understand and adapt to the 
proposed changes. However, acute stroke patients will access services in the 
same way (through direct ambulance transfer to acute stroke services in 
Sunderland or presentation to A&E in with onward transfer to acute stroke 
services Sunderland.    

Negative – Theoretically, transfer delays may increase risk of delayed access 
to thrombolysis and opportunities to reduce disability arising from acute 
stroke and this might increase health inequalities experienced by the 
population in South Tyneside  

Positive The proposed changes will enable more acute stroke patients to 
consistently access high quality stroke care which will reduce subsequent 
sensory impairment and thus reduce health inequalities.  

Cognitive 
impairment and 
disability 

 

A=3 

B=3 

C=9 

A=3 

B=0 

C=0 

A=3 

B=3 

C=9 

A=2 

B=-2 

C=-4 

 

Positive impact - Stroke is a leading cause of cognitive problems in England. 
There is strong research evidence to show that access to high quality acute 
stroke services can reduce the incidence and severity of cognitive problems 
post stroke.   The proposed changes promote wider and more consistent 
access to high quality stroke services and should reduce the burden of ill 
health relating to cognitive problems.  

Negative impact - No negative impacts have been identified 

Health inequalities - The equality impact assessment identified that some 
groups in South Tyneside may find it harder to understand and adapt to the 
proposed changes. However, acute stroke patients will access services in the 
same way (through direct ambulance transfer to acute stroke services in 
Sunderland or presentation to A&E in with onward transfer to acute stroke 
services Sunderland.    

Positive The proposed changes will enable more acute stroke patients to 
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Positive 

 

Health 

Negative 

Health 
inequalities 

Positive 

Health 
inequalities 

Negative 

 

Explanatory notes 

consistently access high quality stroke care which will reduce subsequent 
cognitive impairment and thus reduce health inequalities.  

Negative – Theoretically, transfer delays may increase risk of delayed access 
to thrombolysis and opportunities to reduce cognitive disability arising from 
acute stroke and this might increase health inequalities experienced by the 
population in South Tyneside  

Social 
Dependency 

 

 

A=3 

B=3 

C=9 

A=3 

B=0 

C=0 

A=3 

B=3 

C=9 

A=2 

B=-2 

C=-4 

 

 

Health 

Positive impact - Stroke is a leading cause of social dependency in England. 
There is strong research evidence to show that access to high quality acute 
stroke services can improve stroke outcomes such as social dependency.   
The proposed changes promote wider and more consistent access to high 
quality stroke services and should reduce levels of dependency post stroke. 

Negative impact - No negative impacts have been identified 

Health inequalities - The equality impact assessment identified that some 
groups in South Tyneside may find it harder to understand and adapt to the 
proposed changes. However, acute stroke patients will access services in the 
same way (through direct ambulance transfer to acute stroke services in 
Sunderland or presentation to A&E in with onward transfer to acute stroke 
services Sunderland.  

Positive The proposed changes will enable more acute stroke patients to 
consistently access high quality stroke care which will reduce subsequent 
dependency and thus reduce health inequalities.  

Negative – Theoretically, transfer delays may increase risk of delayed access 
to thrombolysis and opportunities to reduce dependency arising from acute 
stroke and this might increase health inequalities experienced by the 
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Health 

Negative 

Health 
inequalities 

Positive 

Health 
inequalities 

Negative 

 

Explanatory notes 

population in South Tyneside.   

 

Health related 
quality of life 

 

A=3 

B=3 

C=9

A=3 

B=0 

C=0 

A=3 

B=3 

C=9 

A=2 

B=-2 

C=-4 

 

Health 

Positive impact - Stroke is a leading cause of disability and distress in 
England leading to significantly reduced quality of life. There is strong 
research evidence to show that access to high quality acute stroke services 
can improve stroke outcomes such as quality of life.   The proposed changes 
promote wider and more consistent access to high quality stroke services 
and should improve quality of life  post stroke. 

Negative impact - No negative impacts have been identified 

Health inequalities - The equality impact assessment identified that some 
groups in South Tyneside may find it harder to understand and adapt to the 
proposed changes. However, acute stroke patients will access services in the 
same way (through direct ambulance transfer to acute stroke services in 
Sunderland or presentation to A&E in with onward transfer to acute stroke 
services Sunderland.  

Positive The proposed changes will enable more acute stroke patients to 
consistently access high quality stroke care which will improve quality of life  
post stroke and thus reduce health inequalities.  

Negative – Theoretically, transfer delays may increase risk of delayed access 
to thrombolysis and opportunities to improve quality of life  post acute 
stroke and this might increase health inequalities experienced by the 
population in South Tyneside.   
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Health related 
biological risk 
factors eg, atrial 
fibrillation 

 

 

 

A=3 

B=3 

C=9

A=3 

B=0 

C=0 

A=3 

B=3 

C=9 

A=2 

B=-2 

C=-4 

 

 

Health - High quality health stroke care includes biological risk reduction in 
the short and longer term.  

Positive health- The proposed changes promote wider and more consistent 
access to high quality stroke services and should reduce stroke related 
biological risk factors and reduce the risk of stroke recurrence . 

Negative health - No negative impacts have been identified 

Health inequalities  - Biological risk factors are more prevalent in some 
equality groups identified in the equality impact assessment. Long term risk 
reduction of biological risk factors hinges on high quality primary care.  
Issues of continuity e.g. prescribing handovers between hospital and primary 
care services  might disproportionately affect residents of South Tyneside 
where relationships between primary and Sunderland secondary care are 
weaker.   

Positive inequalities  - the proposed changes will enable more acute stroke 
patients to consistently access high quality stroke care which should reduce 
stroke related biological risk factors and reduce the risk of stroke recurrence 
and thus reduce health inequalities 

Negative inequalities – there is a small theoretical risk that, without 
effective joint working between primary care services in South Tyneside and 
acute services in Sunderland, biological risk factors will not be consistently 
managed over time and this might deepen health inequalities in South 
Tyneside.   

 

Lifestyle  related 
risk factors for 

A=3 A=3 A=3 A=2 Health - High quality health stroke care includes action on lifestyle factors in 
the short and longer term.  
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stroke eg 
smoking, exercise 

 

 

B=3 

C=9

B=0 

C=0 

B=3 

C=9 

B=-2 

C=-4 

 

 

Positive health- The proposed changes promote wider and more consistent 
access to high quality stroke services and should reduce lifestyle related 
stroke risk factors and reduce the risk of stroke recurrence . 

Negative health - No negative impacts have been identified 

Health inequalities  -  lifestyle related stroke risk factors are more prevalent 
in some equality groups identified in the equality impact assessment. Long 
term risk reduction of lifestyle risk factors hinges on high quality integrated 
care.  Issues of care continuity and integration between Sunderland acute 
services and South Tyneside community and primary care services might 
disproportionately affect residents of South Tyneside.  

Positive inequalities  - the proposed changes will enable more acute stroke 
patients to consistently access high quality stroke care which should reduce 
lifestyle related stroke risk factors and reduce the risk of stroke recurrence 
and thus reduce health inequalities 

Negative inequalities – there is a small theoretical risk that, without 
effective integration  between community and primary care services in South 
Tyneside and acute services in Sunderland, lifestyle related stroke risk 
factors will not be consistently managed over time and this might deepen 
health inequalities in South Tyneside.   

 

Health 
inequalities – not 
scored as 
addressed 

    The equality assessment and the health and health inequalities assessments 
have explored this issue with relevance to specific priority groups and health 
outcomes.  
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throughout 

Access to high 
quality health 
care 

     

Effective health 
care 
 

 

A=3 

B=3 

C=9 

 

 



A=3 

B=3 

C=9 

A=2 

B=-2 

C=-4 

 

 

Health 

Positive impact – The national evidence base and recommendations provide 
strong evidence to indicate that the proposed model for reconfiguration of 
stroke services will create a more effective service. The proposals will 
promote wider and more consistent access to high quality stroke services 
and should improve stroke outcomes. 

Negative health - No negative impacts have been identified 

Health inequalities The equality impact assessment identified that some 
groups in South Tyneside may find it harder to understand and adapt to the 
proposed changes. However, acute stroke patients will access services in the 
same way (through direct ambulance transfer to acute stroke services in 
Sunderland or presentation to A&E in with onward transfer to acute stroke 
services Sunderland.  The key change will be a further transfer between S 
Tyneside and Sunderland.   

Positive inequalities  - The proposed changes will enable more acute stroke 
patients to consistently access high quality stroke care which will reduce 
associated mortality and thus reduce health inequalities 

Negative inequalities  - In theory, this extra step in the patient pathway may 
lead to delays which disproportionately affect patients in South Tyneside.   
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Health 

Negative 

Health 
inequalities 

Positive 

Health 
inequalities 

Negative 

 

Explanatory notes 

Delays may increase risk of mortality from acute stroke and increase health 
inequalities experienced by the population in South Tyneside 

Safe health care  
 
 

A=3 

B=3 

C=9 

A=1 

B=-2 

C=-2

A=3 

B=3 

C=9 

A=1 

B=-2 

C=-2 

Health 

Positive impact – The national evidence base and recommendations provide 
strong evidence to indicate that the proposed model for reconfiguration of 
stroke services will create a safer service. The proposals will promote wider 
and more consistent access to safer stroke services and reduce lengths of 
stay.  This should reduce the incidence of unintended negative consequences 
of health care. 

Negative health - In the patient safety literature, communication and 
handovers between teams are recognised as key risk factors. This suggests 
that – in theory - the extra step in the patient pathway for South Tyneside 
residents may lead them experiencing a a greater risk to patient safety 
arising from greater demands for effective communication and handovers 
between teams 

Health inequalities The equality impact assessment identified that some 
groups in South Tyneside may find it harder to understand and adapt to the 
proposed changes. However, acute stroke patients will access services in the 
same way (through direct ambulance transfer to acute stroke services in 
Sunderland or presentation to A&E in with onward transfer to acute stroke 
services Sunderland.  The key change will be a further transfer between 
South Tyneside and Sunderland.   

Positive inequalities  - the proposed changes will enable more acute stroke 
patients to consistently access high quality stroke care which will reduce the 
incidence of unintended negative consequences of health care and thus 
reduce health inequalities 

 

South 

Tyneside 

Sunderland 



South 

Tyneside 
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Negative inequalities  - In the patient safety literature, communication and 
handovers between teams are recognised as key risk factors. This suggests 
that – in theory - the extra step in the patient pathway for South Tyneside 
residents may lead them experiencing a greater risk to patient safety arising 
from greater demands for effective communication and handovers between 
teams.  This might deepen health inequalities in South Tyneside.  

Cost - Efficient 
health care 
 

 
 

A=3 

B=3 

C=9 

 

 

 



A=3 

B=3 

C=9 

A=1 

B=-2 

C=-2 

 

 

 

Health 

Positive impact – The national evidence base and recommendations provide 
strong evidence to indicate that the proposed model for reconfiguration of 
stroke services will create a more cost-efficient service. The proposals will 
promote wider and more consistent access to high quality stroke services 
and should improve stroke outcomes. 

Negative health - No negative impacts have been identified 

Health inequalities The equality impact assessment identified that some 
groups in South Tyneside may find it harder to understand and adapt to the 
proposed changes. However, acute stroke patients will access services in the 
same way (through direct ambulance transfer to acute stroke services in 
Sunderland or presentation to A&E in with onward transfer to acute stroke 
services Sunderland.  The key change will be a further transfer between 
South Tyneside and Sunderland.   

Positive inequalities  - However, the proposed changes will enable more 
acute stroke patients to consistently access high quality stroke care which 
will reduce associated mortality and thus reduce health inequalities 

Negative inequalities  - In theory, this extra step in the patient pathway may 
lead to delays  which disproportionately affect patients in South Tyneside.   



 

 64 

The health and 
health 

inequalities 
impact 

Health 

Positive 

 

Health 

Negative 

Health 
inequalities 

Positive 

Health 
inequalities 

Negative 

 

Explanatory notes 

Delays may increase risk of mortality from acute stroke and increase  

Health care 
relevant to 
population need 
 
 
 

A=2 

B=2 

C=4 

A=1 

B=-2 

C=-2

A=2 

B=2 

C=4 

 

 

A=1 

B=-2 

C=-2 

The ageing population is at greater risk of stroke and death from stroke.  All 
population projections indicate that the population is ageing and this will 
generate increased need for acute stroke services.  The current stroke 
business case gives reassuring evidence that the reconfiguration has capacity 
for current levels of need but does not address future need based on 
demographic modelling.  

Positive impact –The proposals will promote wider and more consistent 
access to high quality stroke services and reduced lengths of stay for current 
levels of need. 

Negative health - No negative impacts have been identified however there is 
insufficient evidence to assess relevance to future projected need.  This is 
relevant to both acute hospital services and ambulance services.  There is a 
theoretical possibility of negative impact for both population groups 

Health inequalities.   

Positive inequalities  - the proposed changes will enable the needs of more 
acute stroke patients to be more effectively met and will therefore reduce 
health inequalities.  

Negative inequalities - No negative impacts have been identified however 
there is insufficient evidence to assess relevance to future projected need 
especially of the ageing population.  It is not clear whether the ambulance 
service has the capacity to meet the needs of the service reconfiguration 

Acceptable health 
care (patient and 

A=1 

B=-2 

A=1 

B=-2 

A=1 

B=2 

A=1 

B=-2 

From the perspective of service users and carers, the proposed changes will 
generate increased need for inpatient care and hospital amenities in 
Sunderland.  This might affect acceptability to Sunderland and South 
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carer experience) 
 
 

C=2 C=-2 C=2 C=-2 Tyneside populations. For South Tyneside residents, there will be greater 
need for satisfactory continuity of care and communication between  a wide 
range of services across areas (ambulance, primary care, social care, 
community care, secondary care) and there will be an increased social and 
economic burden associated with travel to Sunderland.  

Health 

Positive impact – There is strong evidence that the proposed model for 
reconfiguration of stroke services will promote wider and more consistent 
access to high quality stroke services and should improve stroke outcomes.  
The business case gives reassuring evidence that there is capacity to deal 
with the higher throughput of patients.  User groups should benefit from the 
improved quality.   

Negative health - No negative impacts have been identified however there is 
insufficient evidence to assess whether increased throughput will affect 
patient and carer experience in relation to inpatient care, hospital parking 
and other facilities, and the ambulance service.   There is a theoretical 
possibility of negative impact for both population groups but especially South 
Tyneside residents..  

Health inequalities The equality impact assessment identified that some 
groups in South Tyneside will be more affected by the changes.   

Positive  - The improved quality of service provision could improve patient 
experience and reduce inequalities.    

Negative inequalities  - There is a theoretical basis to suggest that the 
changes will affect patient experience for all parties with a greater impact on 
South Tyneside residents and equality groups in  South Tyneside which could 
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deepen inequalities.  

Equitable health 
care – not scored 
as addressed 
throughout 

    The equality assessment and the health inequalities assessments have 
explored this issue with relevance to specific priority groups and health 
outcomes.  

Environment      

Transport  
 

 

 

A=1  

B=0 

 C=0 

A=1 

B=-1 

C=-1

A=1  

B=0 

 C=0 

A=1 

B=-1 

C=-1 

 

A detailed transport analysis is underway.  The proposals will increase 
commuting traffic between South Tyneside and Sunderland.  The travel 
implications for service users and carers have been discussed elsewhere  

Health 

Positive impact – no clear evidence of positive health impacts relating to 
increased traffic / transport activity 

Negative impact – The small increased risk in RTAs disproportionately 
affect residents in South Tyneside and Sunderland living close to commuter 
routes and the hospitals. 

Health inequalities 

Positive impact - no clear evidence of positive health inequalities impacts 
relating to increased traffic / transport activity 

Negative impacts The small increased risk in RTAs disproportionately affect 
residents in South Tyneside and Sunderland living close to commuter routes 
and the hospitals.  This is likely to affect socio-economically deprived 
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communities more commonly and contribute to health inequalities.  

 

Natural and built 
environment 
 

 

A=1  

B=0  

C=0 

A=1  

B=0  

C=0

A=1  

B=0  

C=0 

A=1  

B=0  

C=0 

Health  & Health inequalities   - no clear evidence of any health or health 
inequalities impacts relating to the natural  / built environment i.e. NEUTRAL 

 

Pollution 
 

 

A=1 

B=0 

C=0 

A=1 

B=-1 

C=-1

A=1 

B=0 

C=0 

A=1 

B=-1 

C=-1 

Health – the increased traffic may make a small contribution to noise and air 
pollution 

Positive impact – no clear evidence of positive health impacts relating to 
increased traffic / transport activity 

Negative impact –Those residents near commuter routes in South Tyneside 
and Sunderland and Sunderland hospitals could suffer from increased noise 
and air pollution.  

Health inequalities 

Positive impact - no clear evidence of positive health inequalities impacts 
relating to increased traffic / transport activity 

Negative impacts The negative pollution impacts have the potential to 
disproportionately affect residents  in South Tyneside and Sunderland living 
close to commuter routes and the hospitals.  This is likely to affect socio-
economically deprived communities more commonly and impact  negatively 
to health inequalities 

Housing A=1  A=1  A=1  A=1  Health  & Health inequalities   - no clear evidence of any health or health 
inequalities impacts relating to housing 
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 B=0  

C=0 

B=0  

C=0

B=0  

C=0 

B=0  

C=0 

Economy      

Education, 
skills, learning 
 

 

A=1 

B=1 

C=1 

A=1 

B=-1 

C=-1 

 

 

A=1 

B=1 

C=1 

 

A=1 

B=-1 

C=-1 

 

The proposal entails a ward closure in South Tyneside with associated shifts 
of skilled staff from the borough to Sunderland. Public sector skills will be 
lost from South Tyneside .     

Health 

Positive impact – the numbers are very small but there is a net benefit to the 
health impact for people in Sunderland arising from the expansion of public 
sector skills there.  

Negative impact - the numbers are very small but there is a net negative 
health impact for people in South Tyneside arising from the loss of public 
sector skills there 

 

Health inequalities 

Health 

Positive impact – the numbers are very small but there is a net benefit to the 
health impact for people in Sunderland arising from the expansion of public 
sector skills there.   This could positive reduce health inequalities in 
Sunderland – on a very small scale  

Negative impact - the numbers are very small but there is a net negative 
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health impact for people in South Tyneside arising from the loss of public 
sector skills there – this could negatively impact on health inequalities in 
South Tyneside – on a  very small scale  

 

Employment 
 
 

A=1 

B=1 

C=1 

A=1 

B=-1 

C=-1 



A=1 

B=1 

C=1 

A=1 

B=-1 

C=-1 

 

The proposal entails a ward closure in South Tyneside with associated shifts 
of skilled staff from the borough to Sunderland. Public sector skills will be 
lost from South Tyneside.     

Health 

Positive impact – the numbers are very small but there is a net benefit to the 
health impact for people in Sunderland arising from the small expansion of 
public sector job opportunities there.  

Negative impact - the numbers are very small but there is a net negative 
health impact for people in South Tyneside arising from the loss of public 
sector jobs there. 

 

Health inequalities 

Health 

Positive impact – the numbers are very small but there is a net benefit to the 
health impact for people in Sunderland arising from the small expansion of 
public sector job opportunities there .  This could positive reduce health 
inequalities n Sunderland – on a very small scale  

Negative impact - the numbers are very small but there is a net negative 
health impact for people in South Tyneside arising from the loss of public 
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sector jobs there – this could negatively impact on health inequalities there. 

 

Business 
development and 
investment 
 

A=1 

B=1 

C=1 

A=1

B=-1 

C=-1 

 

A=1 

B=1 

C=1 

A=1 

B=-1 

C=-1 

The proposal entails expansion of the specialist stroke service in Sunderland 
with a related ward closure in South Tyneside.   The public sector is a key 
source of business development and investment in South Tyneside and 
Sunderland.  

Health 

Positive impact – the numbers are very small but there is a net benefit to the 
health impact for people in Sunderland arising from the public sector 
investment there.  

Negative impact - the numbers are very small but there is a net negative 
health impact for people in South Tyneside arising from the loss of public 
sector investment there. 

 

Health inequalities 

Health 

Positive impact – the numbers are very small but there is a net benefit to the 
health impact for people in Sunderland arising from the small expansion of 
public sector investment there .  This could positive reduce health 
inequalities n Sunderland – on a very small scale  

Negative impact - the numbers are very small but there is a net negative 
health impact for people in South Tyneside arising from the loss of public 
sector investment there – this could negatively impact on health inequalities 
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there. 

 

Financial 
inclusion 

 

A=1  

B=0  

C=0 

A=1  

B=0  

C=0 

A=1  

B=0  

C=0 

A=1  

B=0  

C=0 

Health  & Health inequalities   - no clear evidence of any health or health 
inequalities impacts relating to financial inclusion i.e. NEUTRAL 
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Table 5: Details of the health and health inequalities assessment of options 2 and 3 (for further details regarding sources and statistics, please refer to the evidence base 
summarised in Appendix 3) 

A score  = level of evidence B score  = scale of impact  C score  = AXB 

 
Solution 2: 

All acute strokes being directed to SRH with the repatriation of South 
Tyneside patients back to STDH after 7 days. 

  

Solution3 

All acute strokes being directed to SRH with the repatriation of South 
Tyneside patients back to STDH after 72 hours  

 Positive Negative Positive Negative 

Impact relating to outcomes of health care 

Death/premature 
death:  

Impact on health 

This Option achieves better levels of 
medical staff for emergency assessment 
and treatments such as thrombolysis.  
This could have a small positive effect 
on mortality rates.  

Unlike Option 1, this Option achieves 
neither the recommended levels of 
specialist stroke allied health 
professionals nor the recommended 
levels of throughput.  This means that 
stroke outcomes in the short and 
medium terms may not be improved.  

This Option achieves better levels of medical 
staff for emergency assessment and 
treatments such as thrombolysis.  This could 
have a small positive effect on mortality 
rates.  

Unlike Option 1, this Option does not 
achieve the recommended levels of 
specialist stroke allied health 
professionals nor the recommended 
levels of throughput.  This means that 
stroke outcomes in the short and 
medium terms may not be improved.  

Death/premature 
death:  

Impact on health 
inequalities  

The small impact on premature 
mortality from stroke could have a 
small impact on health inequalities 
relating to stroke.  

Improved services which meet 
nationally recommended quality 
standards are essential to achieve 
improved outcomes from stroke and 
reduce health inequalities.  This 
option does not achieve those 
standards   

The small impact on premature mortality 
from stroke could have a small impact on 
health inequalities relating to stroke.  

Improved services which meet 
nationally recommended quality 
standards are essential to achieve 
improved outcomes from stroke and 
reduce health inequalities.  This 
option does not achieve those 
standards   

HEALTH Impact Score 
A=3 B=2 C=6 A=3 B=-2 C=-6 A=3 B=2 C=6 A=3 B=-2 C=-6 

 HEALTH INEQUALITIES  
Impact Score 

A=3 B=2 C=6 A=3 B=-2 C=-6 A=3 B=2 C=6 A=3 B=-2 C=-6 

Total HIIA score – 
(Mortality) 

12 -12 12 -12 
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Disease:  

Impact on health 

More medical staff on the Sunderland 
site could lead to more timely 
assessment and management by 
specialist stroke teams this could 
reduce risks for subsequent diseases 
arising post stroke .  

Most of the disease related benefits 
arise from improved levels of 
assessment and input from specialist 
stroke allied health practitioners.  
This option does not achieve requisite 
levels of these specialists.  The option 
achieves only a small improvement on 
current service provision.   

More medical staff on the Sunderland site 
could lead to more timely assessment and 
management by specialist stroke teams this 
could reduce risks for subsequent diseases 
arising post stroke.  

Most of the disease related benefits 
arise from improved levels of 
assessment and input from specialist 
stroke allied health practitioners.  
This option does not achieve requisite 
levels of these specialists.  The option 
achieves only a small improvement on 
current service provision.   

Disease:  

Impact on health 
inequalities  

Reduced risks of disease could help to 
reduce premature mortality and 
improve health inequalities  

This option does not maximise the 
opportunity to reduce risks of disease 
and thus reduce premature mortality 
and improve health inequalities 

Reduced risks of disease could help to 
reduce premature mortality and improve 
health inequalities  

This option does not maximise the 
opportunity to reduce risks of disease 
and thus reduce premature mortality 
and improve health inequalities 

HEALTH Impact Score 
A=3 B=2 C=6 A=3 B=-1 C=-3 A=3 B=2 C=6 A=3 B=-1 C=-3 

 HEALTH INEQUALITIES  
Impact Score 

A=3 B=2 C=6 A=3 B=-1 C=-3 A=3 B=2 C=6 A=3 B=-1 C=-3 

Total HIIA Scores 
(Disease)  

12 -6 12 -6 

Disability – physical, 
mental, learning 

Impact on health 

More medical staff on the Sunderland 
site could lead to more timely 
assessment and management by 
specialist stroke teams this could 
reduce risks for subsequent disability 
post stroke 

Many of the disability related benefits 
arise from improved levels of 
assessment and input from specialist 
stroke allied health practitioners.  
This option does not achieve requisite 
levels of these specialists.  The option 
achieves only a small improvement on 
current service provision.   

More medical staff on the Sunderland site 
could lead to more timely assessment and 
management by specialist stroke teams this 
could reduce risks for subsequent disability 
post stroke 

Many of the disability related benefits 
arise from improved levels of 
assessment and input from specialist 
stroke allied health practitioners.  
This option does not achieve requisite 
levels of these specialists.  The option 
achieves only a small improvement on 
current service provision.   

Disability – physical, 
mental, learning 

Impact on health 
inequalities  

Reduced risks of disability could help to 
reduce associated socio-economic 
suffering and improve health 
inequalities 

This option does not maximise the 
opportunity to reduce risks of, and 
outcomes relating to,  disability and 
thus reduce associated socio-
economic suffering and improve 
health inequalities 

Reduced risks of disability could help to 
reduce associated socio-economic suffering 
and improve health inequalities 

This option does not maximise the 
opportunity to reduce risks of, and 
outcomes relating to,  disability and 
thus reduce associated socio-
economic suffering and improve 
health inequalities 

HEALTH Impact Score 
A=3 B=2 C=6 A=3 B=-2 C=-6 A=3 B=2 C=6 A=3 B=-2 C=-6 

 HEALTH INEQUALITIES  
Impact Score 

A=3 B=2 C=6 A=3 B=-2 C=-6 A=3 B=2 C=6 A=3 B=-2 C=-6 

Total HIIA Impact 
score (Disability)  

12 -12 12 -12 
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Emotional wellbeing 

Impact on health 

Stroke survivors and their carers suffer 
significant mood disorders. Improved 
outcomes due to improved levels of 
specialist medical staff could reduce the 
scale of emotional complications facing 
those affected.    

Care closer to home could have an 
added benefit for stroke survivors.  

Maximal stroke outcomes and related 
emotional wellbeing cannot be 
achieved without adequate levels of 
specialist stroke allied health 
professionals.   

Stroke survivors and their carers suffer 
significant mood disorders. Improved 
outcomes due to improved levels of 
specialist medical staff could reduce the 
scale of emotional complications facing 
those affected.    

Care closer to home could have an added 
benefit for stroke survivors. 

Maximal stroke outcomes and related 
emotional wellbeing cannot be 
achieved without adequate levels of 
specialist stroke allied health 
professionals.   

Emotional wellbeing 

Impact on health 
inequalities  

Smaller scale emotional complications 
could improve health & socio-economic 
outcomes for stroke survivors and their 
families with an associated impact on 
health inequalities  

 

The inadequate levels of  specialist 
stroke allied health professionals 
cannot realise the potential to reduce 
health inequalities  

Smaller scale emotional complications could 
improve health & socio-economic outcomes 
for stroke survivors and their families with 
an associated impact on health inequalities  

The inadequate levels of  specialist 
stroke allied health professionals 
cannot realise the potential to reduce 
health inequalities  

HEALTH Impact Score  
A=3 B=1 C=3  A=3 B=-1 C=-3 A=3 B=1 C=3  A=3 B=-1 C=-3 

 HEALTH INEQUALITIES  
Impact Score 

A=3 B=1 C=3 A=3 B=-1 C=-3 A=3 B=1 C=3 A=3 B=-1 C=-3 

Total HIIA Impact 
score (Emotional 

wellbeing ) 

6 -6 6 -6 

Sensory impairment 

Impact on health 

More medical staff on the Sunderland 
site could lead to more timely 
assessment and management by 
specialist stroke teams this could 
reduce risks for subsequent sensory 
impairment post stroke 

Many of the sensory impairment 
related benefits arise from improved 
levels of assessment and input from 
specialist stroke allied health 
practitioners.  This option does not 
achieve requisite levels of these 
specialists.  The option achieves only 
a small improvement on current 
service provision.   

More medical staff on the Sunderland site 
could lead to more timely assessment and 
management by specialist stroke teams this 
could reduce risks for subsequent sensory 
impairment post stroke 

Many of the sensory impairment 
related benefits arise from improved 
levels of assessment and input from 
specialist stroke allied health 
practitioners.  This option does not 
achieve requisite levels of these 
specialists.  The option achieves only 
a small improvement on current 
service provision.   

Sensory impairment 

Impact on health 
inequalities  

Reduced risks of sensory impairment 
could help to reduce associated socio-
economic suffering and improve health 
inequalities 

This option does not maximise the 
opportunity to reduce risks of, and 
outcomes relating to sensory 
impairment and thus reduce 
associated socio-economic suffering 
and improve health inequalities 

Reduced risks of sensory impairment could 
help to reduce associated socio-economic 
suffering and improve health inequalities 

This option does not maximise the 
opportunity to reduce risks of, and 
outcomes relating to sensory 
impairment and thus reduce 
associated socio-economic suffering 
and improve health inequalities 

HEALTH Impact Score 
A=3 B=2 C=6 A=3 B=-2 C=-6 A=3 B=2 C=6 A=3 B=-2 C=-6 
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 HEALTH INEQUALITIES  
Impact Score 

A=3 B=2 C=6 A=3 B=-2 C=-6 A=3 B=2 C=6 A=3 B=-2 C=-6 

Total HIIA impact 
score (sensory 
impairment) 

12 -12 12 -12 

Cognitive impairment 
and disability 

Impact on health 

More medical staff on the Sunderland 
site could lead to more timely 
assessment and management by 
specialist stroke teams this could 
reduce risks for subsequent cognitive 
impairment post stroke 
 
Care closer to home cold be less 
distressing for those survivors and their 
relatives affected by cognitive problems 

Many of the cognitive impairment 
related benefits arise from improved 
levels of assessment and input from 
specialist stroke allied health 
practitioners.  This option does not 
achieve requisite levels of these 
specialists.  The option achieves only 
a small improvement on current 
service provision.   

More medical staff on the Sunderland site 
could lead to more timely assessment and 
management by specialist stroke teams this 
could reduce risks for subsequent cognitive 
impairment post stroke 
 
Care closer to home could be less 
distressing for those survivors and their 
relatives affected by cognitive problems 

Many of the cognitive impairment 
related benefits arise from improved 
levels of assessment and input from 
specialist stroke allied health 
practitioners.  This option does not 
achieve requisite levels of these 
specialists.  The option achieves only 
a small improvement on current 
service provision.   

Cognitive impairment 
and disability 

Impact on health 
inequalities  

Reduced risks of cognitive impairment 
could help to reduce associated socio-
economic suffering and improve health 
inequalities 

This option does not maximise the 
opportunity to reduce risks of, and 
outcomes relating to cognitive 
impairment and thus reduce 
associated socio-economic suffering 
and improve health inequalities 

Reduced risks of cognitive impairment could 
help to reduce associated socio-economic 
suffering and improve health inequalities 

This option does not maximise the 
opportunity to reduce risks of, and 
outcomes relating to cognitive 
impairment and thus reduce 
associated socio-economic suffering 
and improve health inequalities 

HEALTH Impact Score 
A=3 B=2 C=6 A=3 B=-2 C=-6 A=3 B=2 C=6 A=3 B=-2 C=-6 

 HEALTH INEQUALITIES  
Impact Score 

A=3 B=2 C=6 A=3 B=-2 C=-6 A=3 B=2 C=6 A=3 B=-2 C=-6 

Total HIIA impact 
score 

12 -12 12 -12 

Social dependency 

Impact on health 

More medical staff on the Sunderland 
site could lead to more timely 
assessment and management by 
specialist stroke teams this could 
improve outcomes and reduce risks for 
subsequent social dependency post 
stroke 

Many of the improved outcomes 
related benefits arise from improved 
levels of assessment and input from 
specialist stroke allied health 
practitioners.  This option does not 
achieve requisite levels of these 
specialists.  The option achieves only 
a small improvement on current 
service provision.   

More medical staff on the Sunderland site 
could lead to more timely assessment and 
management by specialist stroke teams this 
could improve outcomes and reduce risks 
for subsequent social dependency post 
stroke 

Many of the improved outcomes 
related benefits arise from improved 
levels of assessment and input from 
specialist stroke allied health 
practitioners.  This option does not 
achieve requisite levels of these 
specialists.  The option achieves only 
a small improvement on current 
service provision.   

Social dependency 

Impact on health 

Reduced risks of social dependency 
could help to reduce associated socio-
economic suffering and improve health 

This option does not maximise the 
opportunity to reduce risks of, and 
outcomes relating to stroke and thus 

Reduced risks of social dependency could 
help to reduce associated socio-economic 
suffering and improve health inequalities 

This option does not maximise the 
opportunity to reduce risks of, and 
outcomes relating to stroke and thus 
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inequalities  inequalities reduce associated social dependency 
and improve health inequalities 

reduce associated social dependency 
and improve health inequalities 

HEALTH Impact Score 
A=3 B=2 C=6 A=3 B=-2 C=-6 A=3 B=2 C=6 A=3 B=-2 C=-6 

 HEALTH INEQUALITIES  
Impact Score 

A=3 B=2 C=6 A=3 B=-2 C=-6 A=3 B=2 C=6 A=3 B=-2 C=-6 

Total HIIA Impact 
score (social 
dependency) 

12 -12 12 -12 

Health related quality of 
life 

Impact on health 

More medical staff on the Sunderland 
site could lead to more timely 
assessment and management by 
specialist stroke teams this could 
improve outcomes including health 
related quality of life  post stroke 

Many of the improved outcomes arise 
from improved levels of assessment 
and input from specialist stroke allied 
health practitioners.  This option does 
not achieve requisite levels of these 
specialists.  The option achieves only 
a small improvement on current 
service provision.   

More medical staff on the Sunderland site 
could lead to more timely assessment and 
management by specialist stroke teams this 
could improve outcomes including health 
related quality of life  post stroke 

Many of the improved outcomes arise 
from improved levels of assessment 
and input from specialist stroke allied 
health practitioners.  This option does 
not achieve requisite levels of these 
specialists.  The option achieves only 
a small improvement on current 
service provision.   

Health related quality of 
life 

Impact on health 
inequalities  

Improved quality of life could help to 
reduce associated socio-economic 
suffering and improve health 
inequalities 

This option does not maximise the 
opportunity to reduce risks of, and 
outcomes relating to stroke and thus 
improve quality of life and related 
health inequalities 

Improved quality of life could help to reduce 
associated socio-economic suffering and 
improve health inequalities 

This option does not maximise the 
opportunity to reduce risks of, and 
outcomes relating to stroke and thus 
improve quality of life and related 
health inequalities 

HEALTH Impact Score 
A=3 B=2 C=6 A=3 B=-2 C=-6 A=3 B=2 C=6 A=3 B=-2 C=-6 

 HEALTH INEQUALITIES  
Impact Score 

A=3 B=2 C=6 A=3 B=-2 C=-6 A=3 B=2 C=6 A=3 B=-2 C=-6 

Total HIIA impact score 
(quality of life)  

12 -12  12 -12  

Health related 
biological risk factors 
eg, atrial fibrillation 

Impact on health 

The improved levels of medical staff in 
Sunderland could provide service 
leadership to maximise the benefits 
associated with secondary prevention..   

Transfers of care could undermine 
medical leadership and focus on 
secondary prevention.  

The improved levels of medical staff in 
Sunderland could provide service 
leadership to maximise the benefits 
associated with secondary prevention..   

Transfers of care could undermine 
medical leadership and focus on 
secondary prevention.  

Health related 
biological risk factors 
eg, atrial fibrillation 

Impact on health 
inequalities  

Secondary prevention for stroke 
survivors could reduce further risk of 
stroke and reduce risk of other 
cardiovascular related co-morbidities 
thus reducing health inequalities  

Weaknesses in secondary prevention 
could contribute to deepening health 
inequalities  

Secondary prevention for stroke survivors 
could reduce further risk of stroke and 
reduce risk of other cardiovascular related 
co-morbidities thus reducing health 
inequalities  

Weaknesses in secondary prevention 
could contribute to deepening health 
inequalities  
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HEALTH Impact Score 
A=3 B=2 C=6 A=3 B=-1 C=-3 A=3 B=2 C=6 A=3 B=-1 C=-3 

 HEALTH INEQUALITIES  
Impact Score 

A=3 B=2 C=6 A=3 B=-1 C=-3 A=3 B=2 C=6 A=3 B=-1 C=-3 

Total HIIA impact score  
12 -6 12 -6 

Lifestyle  related risk 
factors for stroke eg 
smoking, exercise 

Health impact 

The transfers to a local hospital which is 
co-terminous with provision of lifestyle 
services could promote lifestyle related 
prevention activities  for stroke 
survivors  

Inadequate levels of specialist stroke 
AHPS could compromise 
opportunities to address lifestyle 
related secondary prevention.  

The transfers to a local hospital which is co-
terminous with provision of lifestyle 
services could promote lifestyle related 
prevention activities  for stroke survivors  

Inadequate levels of specialist stroke 
AHPS could compromise 
opportunities to address lifestyle 
related secondary prevention.  

Lifestyle  related risk 
factors for stroke eg 
smoking, exercise 

Health inequalities 
impact  

These increased lifestyle prevention 
activities could have an impact on 
health inequalities by reducing risk for 
many related co-morbidities  

Failure to address lifestyle related 
risk factors could compromise the 
opportunities to reduce the many 
lifestyle related health inequalities  

These increased lifestyle prevention 
activities could have an impact on health 
inequalities by reducing risk for many 
related co-morbidities  

Failure to address lifestyle related 
risk factors could compromise the 
opportunities to reduce the many 
lifestyle related health inequalities  

HEALTH Impact Score 
A=3 B=2 C=6 A=3 B=-2 C=-6 A=3 B=2 C=6 A=3 B=-2 C=-6 

 HEALTH INEQUALITIES  
Impact Score 

A=3 B=2 C=6 A=3 B=-2 C=-6 A=3 B=2 C=6 A=3 B=-2 C=-6 

Total HIIA impact score  
12 -12 12 -12 

Health inequalities not scored as addressed throughout 

Outcomes relating to Access to high quality health care 

Effective health care 
Impact on health 

This Option could achieve better levels 
of medical staff to provide more 
consistent assessment and treatment.  
However adequate levels of 
multidisciplinary staff are essential to 
maximise effectiveness of stroke 
services  

There is strong evidence to indicate 
that this Option does not achieve 
nationally recommended standards 
for effective stroke services 

This Option could achieve better levels of 
medical staff to provide more consistent 
assessment and treatment.  However 
adequate levels of multidisciplinary staff are 
essential to maximise effectiveness of stroke 
services  

There is strong evidence to indicate 
that this Option does not achieve 
nationally recommended standards 
for effective stroke services 

Effective health care  

Impact on health 
inequalities  

The improvements in levels of medical 
staff could have a small impact on 
health inequalities  

This Option cannot achieve the stroke 
outcomes which could be achieved by 
more effective services and could 
therefore deepen health inequalities.   

The improvements in levels of medical staff 
could have a small impact on health 
inequalities  

This Option cannot achieve the stroke 
outcomes which could be achieved by 
more effective services and could 
therefore deepen health inequalities.   

HEALTH Impact Score 
A=3 B=1 C=3 A=3 B=-2 C=-6 A=3 B=1 C=3 A=3 B=-2 C=-6 

 HEALTH INEQUALITIES  
A=3 B=1 C=3 A=3 B=-2 C=-6 A=3 B=1 C=3 A=3 B=-2 C=-6 
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Impact Score 
Total HIIA Impact Score  6 -12 6 -12 

Safe health care 

Impact on health 

The options can achieve safer levels of  
medical staff in Sunderland.  

This option introduces more 
handovers and transfers of care which 
are recognised to pose risks to patient 
safety.  
 
Inadequate levels of specialist stroke 
staff may also lead to more stroke 
patients  suffering unintended 
consequences of healthcare 

The options can achieve safer levels of  
medical staff in Sunderland.  

This option introduces more 
handovers and transfers of care which 
are recognised to pose risks to patient 
safety.  
 
Inadequate levels of specialist stroke 
staff may also lead to more stroke 
patients  suffering unintended 
consequences of healthcare 

Safe health care 

Impact on health 
inequalities  

No clear impacts could be identified No clear impacts could be identified  No clear impacts could be identified No clear impacts could be identified  

HEALTH Impact Score 
A=3 B=1 C=3 A=3 B=-1 C=-3 A=3 B=1 C=3 A=3 B=-1 C=-3 

 HEALTH INEQUALITIES  
Impact Score 

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 

Total HIIA Impact score 
(safe care) 

3 -3 3 -3 

Cost-efficient health 
care 

Impact on health 

This Option does not achieve cost 
saving.  There are some savings 
achieved by rationalising specialist 
medical staff in Sunderland.   

This option introduces changes 
without proven cost-efficiencies 

This Option does not achieve cost saving.  
There are some savings achieved by 
rationalising specialist medical staff in 
Sunderland.   

This option introduces changes 
without proven cost-efficiencies 

Cost-efficient health 
care 

Impact on health 
inequalities  

No clear benefits could be identified  The impact on health inequalities is 
likely to be negative but there was 
little evidence to quantify this.  

No clear benefits could be identified  The impact on health inequalities is 
likely to be negative but there was 
little evidence to quantify this.  

HEALTH Impact Score 
A=2 B=1 C=2 A=3 B=-2 C=-6 A=2 B=1 C=2 A=2 B=-2 C=-6 

 HEALTH INEQUALITIES  
Impact Score 

A=1 B=0 C=0 A=1 B=-1 C=-1 A=1 B=0 C=0 A=1 B=-1 C=-1 

Total HIIA Impact 
score (cost efficient 
care) 

2 -7 2 -7 

Healthcare relevant to There was no evidence that this Option As the population ages, the incidence There was no evidence that this Option As the population ages, the incidence 
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population need   

Impact on health 

could  have a positive impact on 
sustainable health care relevant to 
population need 

of stroke will increase, this option 
does not provide a means of meeting 
current or future needs 

could  have a positive impact on sustainable 
health care relevant to population need 

of stroke will increase, this option 
does not provide a means of meeting 
current or future needs 

Healthcare relevant to 
population need   

Impact on health 
inequalities  

No positive impacts were identified  Lack of capacity to meet the needs of 
stroke patients could deepen health 
inequalities  

No positive impacts were identified  Lack of capacity to meet the needs of 
stroke patients could deepen health 
inequalities  

HEALTH Impact Score 
A=1 B=0 C=0 A=2 B=-3 C=-6 A=1 B=0 C=0 A=2 B=-3 C=-6 

 HEALTH INEQUALITIES  
Impact Score 

A=1 B=0 C=0 A=2 B=-3 C=-6 A=1 B=0 C=0 A=2 B=-3 C=-6 

Total HIIA score 
(relevant) 

0 -12 0 -12 

Acceptable healthcare 

Impact on health 

The opportunity to ‘repatriate’ locally 
could by attractive to service users from 
South Tyneside seeking care closer to 
home.   It might appear like the ‘best of 
both worlds’ – specialist care in 
Sunderland with follow up care closer 
to home.  

The increased number of handovers  
and transfers could create challenges 
for user satisfaction relating to 
communication, continuity and 
coordination of care  
 

The opportunity to ‘repatriate’ locally could 
by attractive to service users from South 
Tyneside seeking care closer to home.   It 
might appear like the ‘best of both worlds’ – 
specialist care in Sunderland with follow up 
care closer to home.  

The increased number of handovers  
and transfers could create challenges 
for user satisfaction relating to 
communication, continuity and 
coordination of care  

Acceptable healthcare 

Impact on health 
inequalities  

The reduced travel costs associated 
with this option could have a positive  - 
albeit minimal – impact on health 
inequalities relating to this aspect of 
care  

The negative consequences of 
handovers and transfers could have a 
negative impact on health outcomes 
and related health inequalities   

The reduced travel costs associated with 
this option could have a positive  - albeit 
minimal – impact on health inequalities 
relating to this aspect of care  

The negative consequences of 
handovers and transfers could have a 
negative impact on health outcomes 
and related health inequalities   

HEALTH Impact Score 
A=2 B=2 C=4 A=1 B=-2 C=-2 A=2 B=2 C=4 A=1 B=-2 C=-2 

 HEALTH INEQUALITIES  
Impact Score 

A=1 B=1 C=1 A=1 B-1 C=-1  A=1 B=1 C=1 A=1 B-1 C=-1  

Total HIIA impact score 
(acceptable care) 

5 -3 5 -3 

Equitable health care – not scored as addressed throughout 

Outcomes relating to Environmental determinants of health  

Transport HEALTH 
IMPACT 
 

This option increases inter-hospital 
transfers for patients from South 
Tyneside.  It reduces commuting traffic 
relating to stroke patients’ visitors.  

The net impact on traffic could be 
almost neutral – more transfers but 
less visitors.   Any net increases would 
be greater for this Option than Option 

This option increases inter-hospital 
transfers for patients from South Tyneside.  
It reduces commuting traffic relating to 
stroke patients’ visitors.  There was no 

The net impact on traffic could be 
almost neutral – more transfers but 
less visitors.   Of the 3 proposed 
options, this might have the smallest 
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There was no evidence of any related 
positive benefits on health.  

3.  Negative health impacts could arise 
from the increased traffic causing 
pollution , congestion and increased 
risks of road traffic accidents.   Any 
risks are minimal.  

evidence of any related positive benefits on 
health.  

impact on traffic and related pollution 
, congestion and increased risks of 
road traffic accidents.  

Transport HEALTH 
INEQUALITIES IMPACT 

There was no evidence of any benefit 
for health inequalities  relating to 
transport 

The impact on health inequalities 
relates to the health risks identified 
above which could disproportionately 
affect  those living close to commuting 
routes and hospital sites.  

There was no evidence of any benefit for 
health inequalities  relating to transport 

The impact on health inequalities 
relates to the health risks identified 

above which could disproportionately 
affect  those living close to commuting 

routes and hospital sites. 

Transport HEALTH 
IMPACT score  

A=1 B=0 C=0 A=1 B=-1 C=-1 A=1 B=0 C=0 A=1 B=-1 C=-1 

Transport HEALTH 
INEQUALITIES IMPACT 
score  

A=1 B=0 C=0 A=1 B=-1 C=-1 A=1 B=0 C=0 A=1 B=-1 C=-1

Total HIIA impact 
score (transport) 

0 -2 0 -2 

Natural and built 
environment HEALTH 
IMPACT 
 

no clear evidence of any health or health 
inequalities impacts relating to the 
natural  / built environment i.e. 
NEUTRAL 

no clear evidence of any health or 
health inequalities impacts relating to 
the natural  / built environment i.e. 
NEUTRAL

no clear evidence of any health or health 
inequalities impacts relating to the natural  
/ built environment i.e. NEUTRAL 

no clear evidence of any health or 
health inequalities impacts relating to 
the natural  / built environment i.e. 
NEUTRAL

Natural and built 
environment HEALTH 
INEQUALITIES IMPACT 

no clear evidence of any health or health 
inequalities impacts relating to the 
natural  / built environment i.e. 
NEUTRAL 

no clear evidence of any health or 
health inequalities impacts relating to 
the natural  / built environment i.e. 
NEUTRAL

no clear evidence of any health or health 
inequalities impacts relating to the natural  
/ built environment i.e. NEUTRAL 

no clear evidence of any health or 
health inequalities impacts relating to 
the natural  / built environment i.e. 
NEUTRAL

Natural and built 
environment HEALTH 
IMPACT SCORE 

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0

Natural and built 
environment HEALTH 
INEQUALITIES IMPACT 
SCORE 

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0

Total HIIA impact score  
(natural/built 
environment) 

0 0 0 0 

Pollution HEALTH 
IMPACT 

There was no evidence of any related 
positive benefits on health arising from 
pollution.  

This option increases inter-hospital 
transfers for patients from South 
Tyneside.  But, it reduces commuting 
traffic relating to stroke patients’ 

There was no evidence of any related 
positive benefits on health arising from 
pollution.  

This option increases inter-hospital 
transfers for patients from South 
Tyneside.  But, it minimises 
commuting traffic relating to stroke 
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visitors. The net impact on exposure 
to air or noise pollution would be very 
small. 

patients’ visitors. The net impact on 
exposure to air or noise pollution 
would be very minimal

Pollution HEALTH 
INEQUALITIES IMPACT 

There was no evidence of any benefit 
for health inequalities  relating to 
pollution 

The impact on health inequalities 
arising from exposure to traffic 
related noise and air could 
disproportionately affect  those living 
close to commuting routes and 
hospital sites but would be very small 
indeed .  

There was no evidence of any benefit for 
health inequalities  relating to pollution 

The impact on health inequalities 
arising from exposure to traffic 
related noise and air could 
disproportionately affect those living 
close to commuting routes and 
hospital sites but would be minimal  

Pollution HEALTH 
IMPACT SCORE 

A=1 B=0 C=0 A=1 B=-1 C=-1 A=1 B=0 C=0 A=1 B=0 C=0

Pollution HEALTH 
INEQUALITIES IMPACT 
SCORE 

A=1 B=0 C=0 A=1 B=-1 C=-1 A=1 B=0 C=0 A=1 B=0 C=0

Total HIIA Impact 
scores (pollution) 

0 -2 0 0 

Housing HEALTH 
impact 

no clear evidence of any health or health 
inequalities impacts relating to housing 

no clear evidence of any health or 
health inequalities impacts relating to 
housing

no clear evidence of any health or health 
inequalities impacts relating to housing 

no clear evidence of any health or 
health inequalities impacts relating to 
housing

Housing HEALTH 
INEQUALITIES impact 

no clear evidence of any health or health 
inequalities impacts relating to housing 

no clear evidence of any health or 
health inequalities impacts relating to 
housing

no clear evidence of any health or health 
inequalities impacts relating to housing 

no clear evidence of any health or 
health inequalities impacts relating to 
housing

Housing HEALTH 
impact score 

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0

Housing HEALTH 
INEQUALITIES impact 
score  

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0

Total HIIA Impact 
score (housing) 

0 0 0 0 

Outcomes relating to Economic determinants of health  

Education, skills, 
learning HEALTH 
IMPACT 

 

This option entails minimal changes to 
staffing levels with minimal 
implications for education / skills 
related health gains 

The small shift of specialist medical 
staff from South Tyneside to 
Sunderland could have a small 
negative impact (largely due to wider 
long term consequences) on skills 
related health impacts in South 
Tyneside.  But this would be offset by 
the equivalent gains for Sunderland.  

This option entails minimal changes to 
staffing levels with minimal implications for 
education / skills related health gains 

The small shift of specialist medical 
staff from South Tyneside to 
Sunderland could have a small 
negative impact (largely due to wider 
long term consequences) on skills 
related health impacts in South 
Tyneside.  But this would be offset by 
the equivalent gains for Sunderland.  
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Education, skills, 
learning HEALTH 
INEQUALITIES IMPACT 
 

This option entails minimal changes to 
staffing levels with minimal 
implications for health inequalities  

The same impacts on health can be 
generated for  health inequalities  

This option entails minimal changes to 
staffing levels with minimal implications for 
health inequalities  

The same impacts on health can be 
generated for  health inequalities  

Education, skills, 
learning HEALTH 
IMPACT score 
 

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 

Education, skills, 
learning HEALTH 
INEQUALITIES IMPACT 
score 
 

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 

Total HIIA score 
(education) 

0 0 0 0 

Employment HEALTH 
IMPACT 

The staffing changes are minimal in 
scale and without positive or negative 
implications for health or health 
inequalities   

The staffing changes are minimal in 
scale and without positive or negative 
implications for health or health 
inequalities   

The staffing changes are minimal in scale 
and without positive or negative 
implications for health or health inequalities  

The staffing changes are minimal in 
scale and without positive or negative 
implications for health or health 
inequalities  

Employment HEALTH 
INEQUALITIES IMPACT 

The staffing changes are minimal in 
scale and without positive or negative 
implications for health or health 
inequalities  

The staffing changes are minimal in 
scale and without positive or negative 
implications for health or health 
inequalities  

The staffing changes are minimal in scale 
and without positive or negative 
implications for health or health inequalities  

The staffing changes are minimal in 
scale and without positive or negative 
implications for health or health 
inequalities  

Employment HEALTH 
IMPACT SCORE 

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0

Employment HEALTH 
INEQUALITIES IMPACT 
SCORE  

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0

Total HIIA Impact score 
(employment)  

0 0 0 0 

Business development 
and investment 
HEALTH IMPACT 

 

The transfer of specialist stroke care  
from South Tyneside to Sunderland 
could have a small positive impact 
(largely due to wider longterm 
consequences) on related health 
impacts in Sunderland.    

These benefits for Sunderland are 
offset by the losses in South Tyneside. 

The transfer of specialist stroke care  from 
South Tyneside to Sunderland could have a 
small positive impact (largely due to wider 
longterm consequences) on related health 
impacts in Sunderland.    

These benefits for Sunderland are 
offset by the losses in South Tyneside. 

Business development 
and investment 
HEALTH INEQUALITIES 
IMPACT 

Increased investment in Sunderland 
could have positive impacts on health 
inequalities.  

The benefits for Sunderland are offset 
by the losses in South Tyneside. 

Increased investment in Sunderland could 
have positive impacts on health inequalities.  

The benefits for Sunderland are offset 
by the losses in South Tyneside. 
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Business development 
and investment 
HEALTH IMPACT SCORE 

A=1 B=1 C=1 A=1 B=-1 C=-1 A=1 B=1 C=1 A=1 B=-1 C=-1 

Business development 
and investment 
HEALTH INEQUALITIES 
IMPACT SCORE 

A=1 B=1 C=1 A=1 B=-1 C=-1 A=1 B=1 C=1 A=1 B=-1 C=-1 

Total HIIA impact score 
(business development  

2 -2 2 -2 

Financial inclusion 
HEALTH IMPACT 

 

no clear evidence of any health or health 
inequalities impacts relating to financial 

inclusion 

no clear evidence of any health or 
health inequalities impacts relating to 

financial inclusion 

no clear evidence of any health or health 
inequalities impacts relating to financial 

inclusion 

no clear evidence of any health or 
health inequalities impacts relating to 

financial inclusion 

Financial inclusion 
HEALTH INEQUALITIES 

IMPACT 

 

no clear evidence of any health or health 
inequalities impacts relating to financial 

inclusion 

no clear evidence of any health or 
health inequalities impacts relating to 

financial inclusion 

no clear evidence of any health or health 
inequalities impacts relating to financial 

inclusion 

no clear evidence of any health or 
health inequalities impacts relating to 

financial inclusion 

Financial inclusion 
HEALTH IMPACT SCORE 

 

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 

Financial inclusion 
HEALTH INEQUALITIES  

IMPACT SCORE 

 

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 

Total HIIA Impact score 
(financial inclusion)  

0 0 0 0 
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Table 6: Integrated Health & Health Inequalities Impact scores for all Options   

Colour Key   

Positive Negative  

Major impact 
13-18 

Major impact 
_13-18 

Moderate impact 
7-12 

Moderate impact 
-(7- 12) 

Minor impact 
0-6 

Minor impact 
-(0—6) 

Option 1: All acute strokes being redirected to CHS  

Option 2: All acute strokes being redirected to CHS with the repatriation of South Tyneside patients back to STDGH after 7 days.  

Option 3 All acute strokes being redirected to CHS with the repatriation of South Tyneside patients back to STDGH after 72 hours  

 

  Total POSITIVE integrated 
health and health inequality 

impact score 

Total NEGATIVE integrated health 
and health inequality impact score 

TOTAL INTEGRATED IMPACT SCORE 

 Health and Health 
care outcomes 

Option 
1  

Option 2 Option 2 Option 1 Option 2 Option 3 Option1 Option 2 Option 3 

Impacts 
relating to 
outcomes of 
high quality 
health care 

Death / premature 
death 

18 12 12 -3 -12 -12 
15 0 0 

Disease  18 12 12 0 -6 -6 18 6 6 

Disability – physical, 
mental, learning 

18 12 12 -4 -12 -12 
14 0 0 

Emotional wellbeing  18 6 6 -8 -6 -6 10 0 0 

Sensory impairment 18 12 12 -4 -12 -12 14 0 0 
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  Total POSITIVE integrated 
health and health inequality 

impact score 

Total NEGATIVE integrated health 
and health inequality impact score 

TOTAL INTEGRATED IMPACT SCORE 

 Health and Health 
care outcomes 

Option 
1  

Option 2 Option 2 Option 1 Option 2 Option 3 Option1 Option 2 Option 3 

Cognitive 
impairment / 
disability 

18 12 12 -4 -12 -12 
14 0 0 

 Social dependency   18 12 12 -4 -12 -12 14 0 0 

Health related 
quality of life 

18 12 12 -4 -12 -12 
14 0 0 

Stroke risk factors 
(biological eg BP)  

18 12 12 -4 -6 -6 
14 6 6 

Stroke risk factors 
(Lifestyle eg 
smoking) 

18 12 12 -4 -12 -12 
14 0 0 

Impacts 
relating to 
access to high 
quality health 
care 

Effective health care 18 6 6 -4 -12 -12 14 -6 -6 

Safe health care 18 3 3 -4 -3 -3 14 0 0 

Cost efficient health 
care 

18 2 2 -2 -7 -7 
16 -5 -5 

Relevance to 
healthcare need 

8 0 0 -4 -12 -12 
4 -12 -12 

Acceptable health 
care 

4 5 5 -4 -3 -3 
0 2 2 

Impacts 
Transport 0 0 0 -2 -2 -2 -2 -2 -2 
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  Total POSITIVE integrated 
health and health inequality 

impact score 

Total NEGATIVE integrated health 
and health inequality impact score 

TOTAL INTEGRATED IMPACT SCORE 

 Health and Health 
care outcomes 

Option 
1  

Option 2 Option 2 Option 1 Option 2 Option 3 Option1 Option 2 Option 3 

relating to 
environmental 
determinants 
of health 

Natural and built 
environment 

0 0 0 0 0 0 
0 0 0 

Pollution  0 0 0 -2 -2 0 -2 -2 0 

Housing 0 0 0 0 0 0 0 0 0 

Impacts 
relating to 
Economic 
determinants 
of health 

Education, skills and 
learning  

2 0 0 -2 0 0 
0 0 0 

Employment 2 0 0 -2 0 0 0 0 0 

Business development 2 2 2 -2 -2 -2 0 0 0 

Financial inclusion 0 0 0 0 0 0 0 0 0 

TOTAL ALL  252 132 132 -67 -145 -143 185 -13 -11 
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Appendix 1: The scoring system used for the Equality Impact 
Assessment24 

 

Impact decision =  Score A x Score B 

 
Level of available evidence scoring system  (A) 

Level of available evidence Score  A 

Existing data/research 3 
Anecdotal / awareness data only 2 
No evidence or suggestion 1 
 
Potential Impact scoring system  (B) 
Potential 
Scale of 
Impact 

Definitions Score  
B 

High 
negative 

Evidence indicates:  

 the organisation will/may not meet its statutory 

requirements under equality and human rights legislation 

 there is/may be disproportionate and/or unjustifiable 

adverse impact on staff, service users and/or the 

community. 

-3 

Medium 
negative 

Evidence indicates:  

 the proposal may adversely impact on some elements of 

the equality legislative requirements, but the impact will 

not affect compliance  

 there is potential for some adverse impact which may 

affect groups differently. 

-2 

Low 
negative 

Evidence indicates:  

 there is little or no relevance regarding the equality 

legislative requirements 

 there may be some differential impact, but this does not 

have disproportionate or inequitable outcome and can be 

reasonably justified 

-1 

No impact  
 

0 

Low 
positive 

Evidence indicates:  

 there is little or no relevance regarding the equality 

legislative requirements 

 there is a positive and/or proportionate impact on staff, 

service users and/or the community 

 

+1 

                                                        
24 NHS Centre for Equality and Human Rights.   A toolkit for carrying out Equality 
impact assessment. 
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Medium 
positive 

Evidence indicates:  

the proposal supports the organisation in meeting its 

statutory duties under equality and human rights legislation 

there is a positive and/or proportionate impact on staff, 

service users and/or the community 

 

+2 

High 
positive 

Evidence indicates:  

the proposal  supports the organisation in meeting its 

statutory duties under equality and human rights legislation 

there is a positive and/or proportionate impact on staff, 

service users and/or the community 

+3 
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Appendix 2: Scoring system used for the Health Impact 
Assessment 

Impact decision =  Score A x Score B 

 
Level of available evidence scoring system  (A) 

Level of available evidence Score  
A 

Existing data/research 3 
Anecdotal / awareness data only 2 
No evidence or suggestion 1 
 
Potential Impact scoring system  (B) 
Potential 
Scale of 
Impact 

Definitions Score  
B 

High 
negative 

Evidence indicates:  

A high risk to the health of the community, patients or staff 

 

-3 

Medium 
negative 

Evidence indicates:  

A medium risk to the health of the community, patients or 

staff 

-2 

Low 
negative 

Evidence indicates:  

A low risk to the health of the community, patients or staff 
-1 

No impact  
 

0 

Low 
positive 

Evidence indicates:  

A small benefit to the health of the community, patients or 

staff  

+1 

Medium 
positive 

Evidence indicates:  

A medium benefit to the health of the community, patients 

or staff  

+2 

High 
positive 

Evidence indicates:  

A significantly positive benefit to the health of the 

community, patients  or staff 

+3 
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Appendix 3: Evidence to support the Integrated Impact 
Assessment.  

 

SECTION 1: Supporting Evidence - Research 

Stroke Risk groups and Risk Factors 
Incidence - The incidence of stroke varies across the UK – between 115 per 
100,000 population to 150 per 100,000 populationi.  Approximately 30% of 
stroke survivors will experience a recurrent stroke or TIA.  Most studies state 
that between 25 and 33% of all strokes are recurrenti.  
 
Gender - Men are at a 25% higher risk of having a stroke and at a younger age 
than womeni.  Because women live longer, there are more incidences of stroke 
amongst womeni. 
 
Age - Age is the single most important risk factor for strokei.  The risk of 
suffering a stroke doubles every decade after the age of 55 years ii.  74% of 
strokes in the UK occur in people aged 65 years and overi.  
 
Ethnicity - Black people are twice as likely to have a stroke and at a younger age 
than white people.  This is partly due to a high prevalence of high blood pressure, 
diabetes and sickle cell diseasei.   
 
South Asian people have strokes at a significantly younger age than white people 
and are more likely to have high blood pressure, high cholesterol and diabetesi.   
 
Bangladeshi and Pakistani men are more likely to smoke than the rest of the UK 
populationi.   
 
Social Deprivation - In the UK, people from the most economically deprived 
areas are around twice as likely to have a stroke than those from the least 
deprived areasi. 
 
People from the most economically deprived areas of the UK are three times 
more likely to die from a stroke than those from the least deprivedi.  
 
Maternity and pregnancy  - Pregnancy can raise stroke risk; gestational 
diabetes, high blood pressure and increased bleeding after birth are all factors 
that can make expectant mothers more susceptible to stroke.  Stroke affects 
around 34 in every 100,000 pregnancies.  Among women aged 25-34, pregnant 
or postpartum women are 1.6 times more likely to have a stroke event than non-
pregnant women of the same age. However, among women aged 35-44, stroke 
incidence among pregnant or postpartum women is comparable to that of non-

pregnant women.
iii

 

 
High blood pressure - High blood pressure is a contributing factor to  54% of 
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strokes in Englandi. 
 
Diabetes - Diabetes almost doubles your risk of stroke and contributes to 20% 
of all strokes in Englandi.  
 
Atrial fibrillation (AF) - AF increases the risk of stroke five fold and is a 
contributing factor in 20% of strokes in Englandi.   
 
The incidence of AF increases with age i. Men are at greater risk of developing 
AFi. 
 
AF related strokes in women are more devastating  than AF related strokes in 
meni. 
 
High cholesterol - Reducing cholesterol levels by just 1 mmol/l reduces the risk 
of stroke by more than 21% i.  
 
Sickle cell disease - This predominantly affects people of African, African-
Caribbean, Asian and Mediterranean heritagei.  24% of people with sickle cell 
disease will have a stroke by the age of 45.  Stroke occurs in 7-13% of children 
with sickle cell diseasei.  
 
Smoking - Regular consumption of large amounts of alcohol greatly increases 
your risk of ischaemic stroke.  Smoking doubles the risk of death from strokei.  
 
Obesity - Being overweight increase risk of ischaemic stroke by 22% and being 
obese increases the risk by 64%i.  
 
Exercise - Studies show that regular exercise is as important to stroke 
prevention as medicationi.  
 
Diet - Studies have found a clear dose related association between fruit and 
vegetable consumption and stroke risk meaning that the more you eat the more 
you lower your riski.  
 
 
 
 
 

Stroke Care and Outcomes 
Financial impact on stroke survivors and their families - 63% living in fuel 
poverty i.  
 
Emotional Wellbeing - A third of stroke survivors experience post- stroke 
depressioniv.  55% of stroke survivors are unable to care for their family in the 
same way as beforeiv 
 
Carers and emotional wellbeing - 1 in 5 of dependent stroke survivors in the 
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UK are cared for by family and friendsv.  
 
A survey conducted by the Stroke Association in 2013 discovered two thirds of 
carers experienced difficulties in their relationship with the stroke survivor.  Of 
these 1 in 10 had broken up with their partner,  or considered doing soi.   
 
64% or carers said the emotional impact of stroke is the hardest thing to cope 
with; up to 69% of carers experience stress; 79% experience anxiety; 84% 
experience frustration and over 60% experience anger.iv 
  
Mortality - Stroke is the fourth single leading cause of mortality in the UKi. 
 
Specialist wards - Stroke patients who are cared for on a stroke ward are more 
likely to be alive, independent and living at home after one year than if they are 
cared for on other wardsvi. 
 
Thrombolysis - Thrombolysis is a treatment that can break down a clot that is 
blocking the blood supply to the brain.  It is not suitable for everyone, but it 
should be offered to anyone for whom the treatment is appropriate.  The best 
outcomes (in terms of persisting disability after stroke) are achieved when the 
time from onset of stroke to treatment is as short as possible.   Thrombolysis 
treatment can only be given if patients arrive at hospital within four and a half 
hours of the onset of their stroke. 
Patients treated quickly with thrombolysis have better outcomesvii. 
Around 15% of stroke emergencies in England are eligible for thrombolysis 
treatment on admission to hospital v.  Current evidence indicates that 
thrombolysis provision varies over time – patients arriving overnight and at a 
weekend are less likely to be treated quickly than patients arriving during 
working hoursviii.  
 
CT Brain scanning - A brain scan is essential to make the diagnosis of stroke 
and to identify the cause.  There are two main causes of stroke, the majority  (8 
out of 9) are caused by a blood clot blocking the blood supply to the brain but a 
minority,  (1 in 9) are caused by a bleed in the brain.  Bleeds and clots are treated 
very differently and so the sooner a brain scan is done, the sooner the right 
treatment can commence. Current guidelines recommend scanning within one 
hour or arrival in hospital.  
 
Stroke teams – national guidance recommends that acute stroke patients are 
cared for in units with an annual minimum throughput of 600 patients per year 
 
Assessments by specialist stroke teams The best way to ensure acute stroke 
treatments are given in a timely way is for patients to be seen by the specialist 
stroke teams as quickly as possible.  
 
Around 40% of people with acute stroke cannot swallow safely and need a 
detailed assessment by a skilled speech and language therapist to ensure 
adequate hydration and nourishment.   Recent research indicates that the longer 
it takes for a swallow assessment, the higher the risk is of developing 
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pneumonia(viii,ix).  
 
Early assessment and provision of specialist stroke therapy are known to reduce 
the length of hospital stay and promote recovery.  Specialist assessment pre 
discharge can reduce the risk of key complications such as malnutrition, 
depression and falls, whilst promoting rehabilitation and independence 
 
Disability - Over half of all stroke survivors are left with a disability x. 
 
Social Care - 48% of stroke survivors and their carers reported problems caused 
by either poor or non –existent co working between health and social care 
provider i.  
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SECTION2: Equality Data 

Stroke 
Table 7: Numbers of people affected by stroke (Source PHE CVD profiles - Stroke April 2016) 

 South Tyneside Sunderland 

Total number of people with a stroke 
diagnosis in 2014/15 

3,450 6,117 

Number of admissions recorded on the 
Sentinel Stroke National Audit 
Programme during 2014/15 

277 521 

 
 

Gender 
Table 8: Population gender profile (Source ONS Census Data 2011 KS101EW) 

 

S Tyneside Sunderland 

Count % Count % 

Total 148127 100 275506 100 

Males 71560 48.3 133953 48.6 

Females 76567 51.7 141553 51.4 

 

Age  
Table 9: Population age profile (Source ONS Census Data 2011 KS102EW) 

 

South Tyneside Sunderland 

Count % Count % 

All Usual 
Residents 148127 

 
275506 

 Age 0 to 4 8182 5.5 15378 5.6 

Age 5 to 7 4619 3.1 8599 3.1 

Age 8 to 9 2932 2 5534 2 

Age 10 to 14 8233 5.6 15355 5.6 

Age 15 1961 1.3 3326 1.2 

Age 16 to 17 3735 2.5 6753 2.5 

Age 18 to 19 3797 2.6 7708 2.8 

Age 20 to 24 9447 6.4 19709 7.2 
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Age 25 to 29 8901 6 16945 6.2 

Age 30 to 44 27436 18.5 52854 19.2 

Age 45 to 59 32394 21.9 58541 21.2 

Age 60 to 64 9637 6.5 18011 6.5 

Age 65 to 74 13634 9.2 25031 9.1 

Age 75 to 84 9632 6.5 16600 6 

Age 85 to 89 2503 1.7 3576 1.3 

Age 90 and Over 1084 0.7 1586 0.6 

Population aged 
65 and over  26583 18 46793 17 

 
 

Ethnic Group 
Table 10: Ethnic groups (Source ONS Census Data 2011 KS201EW) 

Ethnic Group  
  

South Tyneside 
 

Sunderland 
 

Count % Count % 

All Usual Residents 148127 100 275506 100 
White; 
English/Welsh/Scottish/Northern 
Irish/British 140821 95.1 261209 94.8 
White; Irish 305 0.2 608 0.2 
White; Gypsy or Irish Traveller 9 0 70 0 
White; Other White 964 0.7 2395 0.9 
Mixed/Multiple Ethnic Groups; 
White and Black Caribbean 324 0.2 539 0.2 
Mixed/Multiple Ethnic Groups; 
White and Black African 229 0.2 239 0.1 
Mixed/Multiple Ethnic Groups; 
White and Asian 

440 0.3 608 0.2 
Mixed/Multiple Ethnic Groups; 
Other Mixed 332 0.2 392 0.1 
Asian/Asian British; Indian 643 0.4 1736 0.6 
Asian/Asian British; Pakistani 434 0.3 669 0.2 
Asian/Asian British; Bangladeshi 1534 1 2075 0.8 
Asian/Asian British; Chinese 235 0.2 1536 0.6 
Asian/Asian British; Other Asian 465 0.3 1320 0.5 
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Black/African/Caribbean/Black 
British; African 316 0.2 1062 0.4 
Black/African/Caribbean/Black 
British; Caribbean 61 0 111 0 
Black/African/Caribbean/Black 
British; Other Black 43 0 100 0 
Other Ethnic Group; Arab 566 0.4 292 0.1 
Other Ethnic Group; Any Other 
Ethnic Group 406 0.3 545 0.2 

 

Religion 
Table 11: Religion profile (Source ONS census data 2011: KS209EW) 

 

S Tyne Sunderland 

Count % Count % 

All Usual 
Residents 148127 100 275506 100 

Christian 104090 70.3 193642 70.3 

Buddhist 223 0.2 550 0.2 

Hindu 254 0.2 607 0.2 

Jewish 57 0 76 0 

Muslim 2854 1.9 3650 1.3 

Sikh 424 0.3 814 0.3 

Other Religion 362 0.2 511 0.2 

No Religion 31247 21.1 60358 21.9 

Religion Not 
Stated 8616 5.8 15298 5.6 

 

Marital status 
Table 12: Marital and Civil partnership profile (Source ONS census data 2011: KS103EW) 

 

S Tyneside Sunderland 

Count % Count % 

All Usual Residents Aged 16 and 
Over 122200 100 227314 100 

Single (Never Married or Never 
Registered a Same-Sex Civil 
Partnership) 41841 34.2 80195 35.3 

Married 
53528 43.8 102531 45.1 

In a Registered Same-Sex Civil 
Partnership 163 0.1 313 0.1 

Separated (but Still Legally 3460 2.8 5530 2.4 
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Married or Still Legally in a 
Same-Sex Civil Partnership) 

Divorced or Formerly in a Same-
Sex Civil Partnership which is 
Now Legally Dissolved 12546 10.3 20823 9.2 

Widowed or Surviving Partner 
from a Same-Sex Civil 
Partnership 10662 8.7 17922 7.9 

 
 

Disability 
 

Table 13: Disability profile (Source ONS Census Data 2011: QS303EW) 

 

S Tyneside Sunderland 

Count % Count % 

All Usual Residents 148127 100 275506 100 

Day-to-Day Activities Limited a Lot 18166 12 34206 12 

Day-to-Day Activities Limited a Little 16315 11 30346 11 

Day-to-Day Activities Not Limited 113646 77 210954 77 
 

Pregnancy and Maternity 
 

Table 14: Total Number of Live births in each area: (source ONS Data 2015) 

 

Total number of live births (2015) 

South Tyneside 1,647 

Sunderland 2,889 

 

 

Socioeconomic Deprivation 
 
Table 15: Socio-economic deprivation of households (source ONS Census data 2011: QS119EW) 

 

S Tyneside Sunderland 

Count % Count % 

All Households 67167 100 119758 100 

Household is Not Deprived in Any 
Dimension 24531 37 42790 36 
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Household is Deprived in 1 
Dimension 21705 32 38223 32 

Household is Deprived in 2 
Dimensions 15947 24 29259 24 

Household is Deprived in 3 
Dimensions 4679 7 8920 7 

Household is Deprived in 4 
Dimensions 305 0 566 0 

 
Description : All households in the area at the time of the 2011 Census with four of 
the selected deprivation dimensions. The dimensions of deprivation are indicators 
based on the four selected household characteristics - Employment (any member of 
a household not a full-time student is either unemployed or long-term sick); 
Education (no person in the household has at least level 2 education, and no person 
aged 16-18 is a full-time student); Health and disability (any person in the household 
has general health 'bad or very bad' or has a long term health problem.); and 
Housing (Household's accommodation is either overcrowded, with an occupancy 
rating -1 or less, or is in a shared dwelling, or has no central heating). 
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Figure 2: Excerpt from PHE adult social care profiles 2015 – People with care and support needs – S 
Tyneside 
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Figure 3: Excerpt from PHE adult social care profiles 2015 – People with care and support needs – 
Sunderland 
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SECTION 3: Stroke related health data 

Overview25,26 
Table 16: Overview of stroke statistics for South Tyneside, Sunderland and England 

 Sunderland South 
Tyneside 

England 

Deprivation score (IMD 
2015)  

29.7 30.6 21.8 

Percentage of population 
living in most deprived 
neighbourhoods in England 

38 46.1 20 

Longterm unemployment 8.4 12.5 4.6 
Life expectancy at 
birth(males) 

77.3 77.1 79.5 

Life expectancy at 
birth(females) 

80.8 81.6 83.2 

Life expectancy gap between  
most and least deprived 
areas  - females (years) 

7.6 8.0   

Life expectancy gap between  
most and least deprived 
areas  – males  (tears) 

9.9 8.6   

Under 75 mortality rate  - 
Cardiovascular disease 

92.8 92.2 75.7 

% Population aged 65 and 
over 

18.4%  19.4%  

Number of people diagnosed 
with a stroke 2014/15 

6,117 3,450  

Number of stroke admissions 
2014/15  

521 277  

Early mortality rates (under 
75) due to stroke  

15.8 per 100,000 15.6 per 
100,000 

13.8 per 100,000 

Later mortality rates (&5 and 
older) from stroke 

705.4 per 
100,000 

687.8 per 
100,000 

616.4 per 100,000 

 
 

                                                        
25 Data extracted from Public Health England Health Profiles 2016  
 
26 Data extracted from Public Health England CVD profile – stroke 2016 
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Risk factors for Stroke 

 
Figure 4: Excerpt from PHE Public Health Profiles for Cardiovascular Disease Risk Factors 2016 
featuring NHS S Tyneside CCG and NHS Sunderland CCG populations. 
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Figure 5: Excerpt from PHE CVD Profiles 2016  - Stroke -  featuring NHS S Tyneside CCG and NHS 
Sunderland populations 
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Stroke Care and Outcomes 
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Figure 6: Excerpt from PHE CVD Stroke profiles 2016 (South Tyneside) - Deaths from Stroke 

 

 
Figure 7: Excerpt from PHE CVD Stroke profiles 2016 (Sunderland) - Deaths from Stroke 
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Figure 8: Excerpt from 2016 PHE CVD profiles - Stroke – Sunderland 
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Figure 9 Excerpt from 2016 PHE CVD profiles – Stroke – South Tyneside 
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Figure 10: Excerpt from PHE CVD - Stroke profiles 2016 – Sunderland 
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North East Ambulance Service Performance Indicators 
Figure 11: Achievement of RED 1 Performance Target.  (Source: NHS Ambulance Quality Indicators, North East Ambulance Service, Association of Ambulance Chief 
Executives accessed February 2017)   
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Figure 12: Achievement of RED 1 Response Time target (Source: NHS Ambulance Quality Indicators, North East Ambulance Service, Association of Ambulance Chief 
Executives accessed February 2017)   
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Figure 13: Figure 1: Achievement of RED 2 Performance Target (Source: NHS Ambulance Quality Indicators, North East Ambulance Service, Association of Ambulance 
Chief Executives accessed February 2017) 
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Figure 14: Achievement of RED 19 Performance Target (Source: NHS Ambulance Quality Indicators, North East Ambulance Service, Association of Ambulance Chief 
Executives accessed February 2017)   
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EXECUTIVE SUMMARY 
 
In fulfilling their management responsibilities, NHS England and Clinical Commissioning 
Groups must comply with legislation to address equality and health inequalities.  Tools such 
as equality, health or health inequalities impact assessments can support planning and 
decision making by clarifying how NHS plans could impact on the populations served.  
 
This report is an addendum to the baseline Independent Integrated Equality, Health and 
Health Inequalities Impact Assessment (IIA)1  which was completed in March 2017 and 
published as part of the suite of on line detailed information to support public consultation 
on the proposals to reconfigure acute stroke services South of Tyne as part of the Path to 
Excellence initiative.  
 
The Addendum describes how the feedback generated by the stakeholder consultation2 has 
been used to update the baseline IIA to reflect concerns identified through the Path to 
Excellence consultation.  This ensures that the IIA is as comprehensive as possible, reflecting 
both expert evidence and the views and experiences of groups with protected 
characteristics, local communities, staff and stakeholders.  
 
The updates were identified by systematically comparing the consultation feedback with the 
content of the baseline IIA to determine its completeness and accuracy.  Full details of this 
analysis are provided in Table 1 and a summary of the findings is presented in Box 2.  
 
The majority of the feedback had already been incorporated into the baseline IIA but 
concerns regarding NEAS response times led to additional evidence about NEAS capacity 
(Appendix 2), updated HIIA assessments (fully described in Appendix 1). The updated HIIA 
scores in Box 3 did not alter the overall conclusions of the IIA and did not identify any 
additional vulnerable groups.  
 

 Option 1 Option 2 Option 3 
Baseline Total 

integrated HIIA 
scores 

 
185 

 
-13 

 
-11 

Amended Total 
integrated HIIA 

scores 
173 -23 -23 

 
 

                                                      
1 Gray J. Independent Integrated Equality, Health and Health Inequalities Impact 
Assessment.  Acute Stroke Services. Strata Nostra Ltd: March 2017. 
2 NHS South Tyneside and Sunderland NHS Partnership.  The Path to Excellence Phase 1 
Consultation Feedback Analysis Report. Final Report January 2018 
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The analysis in Table 1 also revealed stakeholders’ priorities and highlighted valuable 
suggestions to consider as part of mitigating action planning.  
 
The final IIA provides clear evidence that the views, needs and experiences of all those 
affected have been carefully considered and incorporated into the qualitative and 
quantitative impact assessment and associated mitigating actions.   
 
In considering the Path to Excellence proposals to reconfigure acute stroke services, 
commissioners, planners and all stakeholders are encouraged to:  

1) Recognise and Pay due regard to the legal responsibilities around equality and 
health inequalities    

2) Recognise and understand the positive and negative impacts which the proposals 
could have on equality, health and health inequalities as collectively described in 
the baseline IIA and this Addendum.  

3) In addition to the mitigating actions in the baseline IIA, consider the feedback in 
Table 1 regarding :  

• Parking charges and availability (Theme 3) 
• Addressing the special needs of specific vulnerable groups (Theme 6) 
• Transport, travel and transfers (Theme 7) 

4) With respect to mitigating action planning, consider additional suggestions 
around telemedicine and NEAS response times and performance in the face of 
untoward incidents - itemised in Box 4  
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1 Overview 
 

1.1 Introduction 
This report is an addendum to the baseline Independent Integrated Equality, Health and 
Health Inequalities Impact Assessment (IIA)3  which was completed in March 2017 and 
published as part of the suite of on line detailed information to support public consultation 
on the proposals to reconfigure acute stroke services South of Tyne as part of the Path to 
Excellence project.  
 
This addendum describes how the feedback generated by the public consultation has been 
reviewed and used to update the baseline IIA to ensure that it incorporates and reflects 
public and stakeholder concerns gathered during the public consultation process.    
 
Updating the IIA to reflect public feedback followed a two stage process as identified in 
Figure 1:  

a) A systematic comparative analysis  - The information presented in the analysis of 
the consultation feedback4 was systematically compared with the findings of the 
baseline IIA acute stroke services to identify how the IIA should be updated to reflect 
the concerns, experiences and interests of groups with protected characteristics, 
local communities and stakeholders as fully and accurately as possible  

b) Updates and amendments – recommendations arising from the analysis were 
actioned to amend and update the qualitative and quantitative content of the IIA 
enabling it to be finalised as a full and accurate reflection of the evidence and 
stakeholder views and experiences.  
 

 
Figure 1: Process of finalising the IIA to incorporate consultation feedback 

 

 
 

                                                      
3 Gray J. Independent Integrated Equality, Health and Health Inequalities Impact 
Assessment.  Acute Stroke Services. Strata Nostra Ltd: March 2017. 
4 NHS South Tyneside and Sunderland NHS Partnership.  The Path to Excellence Phase 1 
Consultation Feedback Analysis Report. Final Report January 2018 
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reprt 
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1.2 Background 
In March 2017, a baseline Integrated Equality, Health and Health Inequalities Impact 
Assessment (IIA) of proposals to reconfigure acute stroke services was completed by an 
independent public health specialist.  It was conducted as a desktop exercise drawing on 
evidence of the health status and health inequalities of the populations of South Tyneside 
and Sunderland and expert evidence of the potential impacts which the proposals could 
have on equality, health and health inequalities.     
 
It was envisaged that this baseline IIA would be finalised following consultation to 
incorporate the views of the public and wider stakeholders.  

 
The baseline IIA provided a description of the nature and scale of equality, health and health 
inequalities impacts which could arise from the proposals to reconfigure acute stroke 
services South of Tyne.  Where potentially negative impacts were identified, the IIA 
provided ideas and suggestions around interventions which could be considered as part of 
mitigating action planning.    
 
This information enabled the Path to Excellence project team to identify and plan for 
possible impacts and to identify equality groups which could be particularly vulnerable to 
the proposals.   
 
These vulnerable groups, identified by the IIA, were then specifically consulted as part of the 
wider Path to Excellence consultation process.  This process entailed a variety of approaches 
designed to engage the whole population, maximise coverage and actively include 
vulnerable groups5. The consultation period ran for 14 and a half weeks from July 5th to 
October 15th, 2017 and included targeted focus group discussions with protected 
characteristic and other equalities groups.  The feedback was analysed and collated.  
 
The IIA helped to inform the consultation process, enabling stakeholders to understand and 
consider the equality, health outcomes, health inequalities or mitigating actions relating to 
the proposals. 
 
This report draws on the information which has been provided about the consultation 
process and the findings6and the transcripts provided in earlier drafts7.  
                                                      
5 NHS South Tyneside and Sunderland NHS Partnership.  The Path to Excellence Phase 1 
Consultation Feedback Analysis Report. Final Report January 2018 
6 NHS South Tyneside and Sunderland NHS Partnership.  The Path to Excellence Phase 1 
Consultation Feedback Analysis Report. Final Report January 2018 
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1.3 The Legal Context  
As part of any decision making process, CCGs and NHS England have a legal obligation to 
demonstrate how they have paid due regard to their specific legal duties in relation to 
Equality and Health Inequalities8.  Failure to provide clear evidence of the way this has been 
done leaves the organisation open to legal challenge.  
 
1.3.1 Equality  
The key legislation is the Public Sector Equality Duty (PSED) of the Equality Act 2010 9 but 
there are obligations related to equality in other legislation including: 
 

• The Public Services (Social Value) Act 201210  
• The Autism Act 2009 11 
• The Children’s Act 2004 12 

 
To demonstrate compliance, CCGs and NHS England are required to meet specific duties of 
publishing equality information and setting and publishing equality objectives.  This must be 
done prospectively; it is not possible to comply with the PSED retrospectively.   
 
In relation to Path to Excellence, this means that CCGs and NHS England should understand 
the potential impact which the proposed service changes could have on people with 
characteristics that have been given protection under the Equality Act, especially in relation 
to their health outcomes and the experiences of patients, communities and the workforce.   
 
The protected characteristics are those which were explicitly considered in the equality 
impact assessment (EqIA), a key strand of the baseline Integrated Impact Assessment (IIA) 
i.e.:  
 

• Age 
• Disability 
• Gender 
• Gender reassignment 
• Pregnancy and maternity 
• Race 
• Religion or belief 
• Sexual orientation 

                                                                                                                                                                     
7 NHS South Tyneside and Sunderland NHS Partnership.  The Path to Excellence Phase 1 
Consultation Feedback Analysis Report. Final Draft Report 5th December 2017 
8 Guidance for NHS commissioners on equality and health inequalities legal duties.  NHS 
England: 2015. 
9 Equality Act 2010 
10 The Public Services (Social Value) Act 2012 
11 The Autism Act 2009  
12 The Children’s Act 2004 
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• Marriage and civic partnership (but only in regards to eliminating discrimination and 
harassment) 

 
The baseline IIA EqIA used the label ‘disability’ to describe groups with any combination of 
problems relating to: physical disability, sensory impairment, cognitive impairment, mental 
illness.   
 
With respect to these characteristics, the Public Sector Equality Duty (PSED) legally obliges 
CCGs and NHS England to have due regard to the need to:  

1) Eliminate unlawful discrimination, harassment and victimisation and other conduct 
prohibited by the Act 

2) Advance equality of opportunity between people who share a protected 
characteristic and those who do not 

3) Foster good relationships between people who share a protected characteristic and 
those who do not 

 
The term “having due regard” involves considering the aims of the PSED in a way which is 
proportionate to the issue at hand.  Case law has established that simply preparing 
documents is insufficient, and it is essential to undertake proper, informed consideration of 
equality issues at the right time and to keep a record of that consideration. 
 
Equality impact assessments provide one way to demonstrate compliance with the PSED but 
only if this work is shown to have influenced the decision making process.   
 
To demonstrate compliance, CCGs and NHS England are required to meet specific duties of 
publishing equality information and setting and publishing equality objectives.  This must be 
done prospectively, it is not possible to comply with the PSED retrospectively.   
 
1.3.2 Health Inequalities  
It is recognised that a person’s chance of enjoying good health and longer life is determined 
by the social and economic conditions in which they are born, grow, work, live and age. 
Avoidable health inequalities are therefore considered to be unfair and socially unjust. 
 
As part of the amendments to the National Health Service Act13 , The Health and Social Care 
Act 201214 introduced new legal duties to reduce health inequalities with specific duties for 
CCGs and NHS England.   
 
With specific reference to Path to Excellence, these duties (which came into effect in 2013) 
require that CCGs and NHS England:  
 
• Have regard to the need to reduce health inequalities between patients in access to 

health services and the outcomes achieved 
• Exercise their functions with a view to securing that health services are provided in an 

integrated way, and are integrated with health-related and social care services, where 

                                                      
13 National Health Service Act 
14 The Health and Social Care Act 2012  
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they consider that this would improve quality, reduce inequalities in access to those 
services or reduce inequalities in the outcomes achieved 
 

In practice,  
• “have regard to the need to reduce” means health inequalities must be properly and 

seriously taken into account when making decisions or exercising functions, 
including balancing that need against any countervailing factors.   

• “Having regard” includes accurate record keeping of how the need to reduce health 
inequalities has been taken into account when making decisions or exercising 
functions 

• the duty must be exercised with rigour and an open mind and should not materialise 
as an afterthought in the process of reaching a decision 

 
The relevant body or officer must therefore be able to demonstrate that: 

• They are fully aware of the duty 
• The duty was considered during the appropriate stages of the work – from the 

beginning of the decision making process and throughout 
• The appropriate amount of weight has been given to factors which would reduce 

health inequalities in the decision making process  
• They have actively considered whether integration would reduce inequalities and act 

with a view to securing integration where it would do so  
• Accurate records have been kept to show that the need to reduce health inequalities 

was taken into account throughout the decision making process  
 
The Act15 takes a whole population approach and does not define a list of groups impacted 
by the duties, therefore covering any groups experiencing health inequalities.  This means 
that CCGs and NHS England must consider the whole of the population for which they are 
responsible, and identify inequalities within that population group.  
 
There is currently no reported case law for these new legal duties but robust processes and 
documentation of compliance with the duty mitigates the risk of challenge.   In addition, the 
Brown principles, which emerged from a challenge to the PSED, are also relevant to the 
health inequalities duties.  These are set out in BOX 1.  
 

BOX 1: Brown’s principles16 

 
1) Decision maker must be aware of his/her duty to 

have “due regard” 
2) “Due regard” must be fulfilled before and at the 

time a particular decision is considered 
3) The duty must be exercised in substance, with 

rigour and with an open mind 

                                                      
15 The Health and Social Care Act 2012 
16 Guidance for NHS commissioners on equality and health inequalities legal duties.  NHS 
England: 2015 
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4) The duty is non-delegable 
5) The duty is a continuing one 
6) It is good practice to keep an adequate record 

showing the duty had been considered 
 

 
 
 
Tackling health inequalities is also central to the NHS Five Year Forward View17 and The NHS 
Constitution18 which states that the NHS has a duty to “pay particular attention to groups or 
sections of society where improvements in health and life expectancy are not keeping pace 
with the rest of the population”. 

1.4 Document Layout 
The approach and outcomes of the two stages of the IIA update are presented in separate 
sections:   
 
1: -Overview  
2: A systematic comparative analysis of consultation feedback and the IIA of acute stroke 
services   
3: Updates and amendments to the IIA of acute stroke services arising from Section 2.  

 
  

                                                      
17 NHS (2014) Five year forward view 
18 Department of Health (2015) The NHS constitution 
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2 A systematic comparative analysis of the scope and accuracy of the 
baseline Integrated Impact Assessment of acute stroke services based 
on consultation feedback.  

2.1 Approach  
The multi-source feedback presented in the analysis of the consultation feedback19 was 
sorted and mapped so that diverse views on common themes could be more easily 
considered and compared.   
 
This mapping process, generated the following themes.  
 

1. Sustainable Capacity in Sunderland  
2. Loss of services in South Tyneside 
3. Parking 
4. Job losses and changes 
5. Staff recruitment and retention in South Tyneside 
6. Equality, health and wellbeing 
7. Transport, Travel and Transfers 
8. Impact on the wider health and care system 
9. NEAS capacity and staffing 
10. The consultation process 
11. Views on the proposed options (non-specific) 
12. High quality safe services (general and/or service specific) 
13. Understanding and adapting to the proposals 
14. Preferred Options (service specific) 

 
With reference to each theme, the feedback was systematically compared with the findings 
of the baseline IIA.   The purpose of this comparison was to determine whether the 
feedback had identified any new comments or concerns in relation to Equality, Health 
Outcomes, Access to Services and Health Inequalities and Mitigating Actions.  
 
Specifically 

a) In relation to Equality – did the feedback identify any additional impacts, any 
changes in the scale or nature of the impacts which had already been identified or 
any other equality groups which could be vulnerable? 

b) In relation to Health outcomes, access to services and health inequalities -  did the 
feedback identify any additional impacts, any changes in the scale or nature of the 
impacts, or any other groups which could be vulnerable to the changes?  

c) In relation to Mitigating action planning – did the feedback identify any additional 
mitigating actions or changes in the actions which had already been suggested?  

                                                      
19 NHS South Tyneside and Sunderland NHS Partnership.  The Path to Excellence Phase 1 
Consultation Feedback Analysis Report. Final Draft Report 5th December 2017 
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Then, as summarised in Figure 2, the findings of this comparative analysis were 
subsequently considered to determine whether and how the baseline IIA report should be 
updated with specific reference to:  

• equality groups identified as being vulnerable to the changes, 
• equality, health & health inequality outcomes and related impact scores  
• mitigating actions  

 

 
. Figure 2: Overview of the process adopted to review the Baseline Integrated Impact Assessment with reference to the 
consultation feedback 

 

2.2 Findings 
In general, the consultation feedback was more inclined to focus on potential negative 
impacts and health risks which might arise from the proposed changes.  There were only a 
few comments in support of the proposals, and those were often with caveats.  This was in 
contrast to the baseline IIA which systematically and objectively considered and described 
positive and negative impacts.  
 
The feedback included some general criticism of the consultation process and accessibility 
of the documentation but no specific concerns directed at the IIA methods or findings.    
 
Further details of the themes, the feedback, the comparative analysis and the subsequent 
implications for updates to the baseline IIA are presented in Table 1.  The table is colour 
coded as follows: 

• Green – the issues raised in the consultation were comprehensively considered as 
part of the IIA 

• Orange  – the issues raised in the consultation were partially considered as part of 
the IIA and in response to feedback require further exploration 

Comments and concerns presented 
in the PtE Consultation Analysis 

feedback report 

Feedback systematically compared 
with Baseline IIA contents to explore 
differences and omissions in 
relation to: 
Equality Impact 
Health and Health Inequalities 
Impact  
Mitigating Action  
 

Recommendations for updates to 
outcomes, impact scores and 

mitigating actions to ensure final IIA 
reflects feedback as fully and 

accurately as possible 
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• Red  - the issues raised in the consultation were not considered as part of the IIA and 
require new and detailed assessment 

 
A summary of the findings is presented in Box 2 below:  
 
BOX 2: A summary of the findings in Table 1 

Theme Conclusions of the systematic comparative analysis in Table 1 

THEME 1 : Sustainable 
Capacity in Sunderland   
 

No specific amendments or additions required in relation to  
• Equality Impact Assessment 
• Health & Inequalities Impact Assessment  
• Mitigating actions  

THEME 2: LOSS OF 
SERVICES IN SOUTH 
TYNESIDE 
. 

No specific amendments or additions required in relation to  
• Equality Impact Assessment 
• Health & Inequalities Impact Assessment  
• Mitigating actions  

THEME 3: Parking – 
increased demand, lack 
of capacity and costs 
 

 

No specific amendments or additions required in relation to  
• Equality Impact Assessment 
• Health & Inequalities Impact Assessment  
Mitigating actions  
The consultation feedback generated additional suggestions 
relating to:  

• Parking charges and passes for staff, patients, regular 
visitors, duration of treatment  

• Separate provision for staff parking 
The decision makers and travel working group may wish to 
consider these additional suggestions for mitigating actions to 
address parking concerns 

THEME 4: Job losses and 
changes 
 

 

No specific amendments or additions required in relation to  
• Equality Impact Assessment 
• Health & Inequalities Impact Assessment  
• Mitigating actions  

THEME 5: Staff 
recruitment and 
retention in South 
Tyneside 

No specific amendments or additions required in relation to  
• Equality Impact Assessment 
• Health & Inequalities Impact Assessment  
• Mitigating actions  

THEME 6: Equality, 
Health and Wellbeing  
 
 

No specific amendments or additions required in relation to  
• Equality Impact Assessment 
• Health & Inequalities Impact Assessment  
Mitigating actions 
No additional actions have been suggested however, the 
consultation feedback further emphasises the importance of 
specifically considering the additional needs of those groups in 
South Tyneside for whom the changes and travel would generate 
additional problems i.e. those with: 
• Sensory impairment 
• Learning disability or cognitive impairments 
• Mental health problems 
• Physical disabilities 
• English language or other communication difficulties 
• Low incomes 
• Carers  
• Cultural differences 
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• Specific age related needs i.e. young  and older people 
• Childcare responsibilities (especially single parents)  
All working groups should consider the needs of these vulnerable 
groups alongside the suggestions made in the IIA.  

THEME 7: Transport, 
Travel, and Transfers 
 

No specific amendments or additions required in relation to  
• Equality Impact Assessment 
• Health & Inequalities Impact Assessment  
Mitigating Actions 
The feedback included other suggestions or specific concerns in 
relation to: 

• Long stay parking 
• Improved (direct) bus services)  
• Access for prams and wheelchairs  
• Support for adults and children with special needs 
• Transport Out of hours  - returning home 
• Impact on families, carers and children 
• Using technology to overcome travel challenges eg 

telemedicine 
• Appointing hospital Travel coordinators  

The decision makers and travel working group should  consider 
these additional suggestions for mitigating actions to address 
concerns relating to transport, travel and transfers. 

THEME 8: Impact on the 
wider health and care 
system  

No specific amendments or additions required in relation to  
• Equality Impact Assessment 
• Health & Inequalities Impact Assessment  
• Mitigating actions  
 

THEME 9: NEAS Capacity 
and staffing 
 

The concerns indicate that  
the IIA should be further developed to  
a) provide more evidence about North East Ambulance Services 

capacity to support the proposals 
b) use that evidence to review the impact on Health and 

Inequalities in terms of nature and scale 
c) review those impacts and, if appropriate, develop further 

suggestions to mitigate against any new impacts  
 

THEME 10: The 
consultation process 

All stakeholders should consider this addendum in combination 
with the baseline IIA. 

THEME 11: Views on the 
Proposed Options 
(general ) 
 

No specific amendments or additions required in relation to  
• Equality Impact Assessment 
• Health & Inequalities Impact Assessment  
• Mitigating actions  

THEME12 : High Quality 
Safe Services (Acute 
Stroke) 
 

No specific amendments or additions required in relation to  
• Equality Impact Assessment 
• Health & Inequalities Impact Assessment  
• Mitigating actions  

THEME 13: 
Understanding and 
adapting to the 
proposals  

No specific amendments or additions required in relation to  
• Equality Impact Assessment 
• Health & Inequalities Impact Assessment  
• Mitigating actions 

THEME 14: Preferred 
Options (Stroke Services 
) 

No specific amendments or additions required in relation to  
• Equality Impact Assessment 
• Health & Inequalities Impact Assessment  
• Mitigating actions  
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2.2.1 Review of the consultation feedback with reference to possible impact of the proposals 
on equality groups 
The systematic analysis in Table 1 shows that, when compared with the conclusions and 
findings of the Baseline IIA, the consultation feedback:  

• Did not identify any additional impacts on equality groups with protected 
characteristics 

• Did not identify any differences in the scale or nature of the impacts on equality  
• Did not identify any other equality groups protected characteristics which would be 

vulnerable to the proposed changes in service provision 
 
These findings indicate that there is no requirement for any additions or amendments to the 
Baseline Integrated Assessment with reference to Equality.   
 
2.2.2 Review of the consultation feedback with reference to possible impact of the proposals 
on health outcomes, access to services and health inequalities  
The systematic analysis in Table 1 shows that the almost all of the consultation feedback 
had already been fully explored in the IIA.  There were no completely new issues and the 
analysis did not identify any other groups which would be vulnerable to the proposed 
changes in service provision. 
 
However, the comparative analysis identified strong concerns relating to the capacity of the 
ambulance service to meet the needs of the new service configuration. The baseline IIA was 
undertaken with limited information about ambulance service capacity and under the 
assumption that such evidence would be forthcoming.  
 
This review therefore recommended that the IIA should be further developed to  

a) provide more evidence about North East Ambulance Services capacity to support the 
proposals 

b) use that evidence to review the impact on Health and Inequalities in terms of nature 
and scale 

c) review those impacts and, if appropriate, develop further suggestions to mitigate 
against any new impacts  

 
2.2.3 Review of the consultation feedback with reference to mitigating actions suggested in 
the Baseline Integrated Impact Assessment 
The systematic comparative analysis in Table 1 identified consultation feedback relating to 
suggestions and concerns which could be used to generate additional mitigating actions.  
 
These additional mitigating actions related to  

• Parking charges and availability (Theme 3) 
• Addressing the special needs of specific vulnerable groups (Theme 6) 
• Transport, travel and transfers (Theme 7) 
• NEAS responsiveness (Theme 9) 
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2.3 Conclusions and recommendations for amendments or updates to the IIA  
 
The IIA published in March 2017 provided a qualitative and quantitative assessment of a 
wide range of possible impacts – positive and negative - which the Path to Excellence 
proposals for acute stroke services could have in relation to Equality, Health and Health 
Inequalities.     
 
The consultation process specifically provided the means by which people with 
characteristics that have been given protection under the Equality Act, communities, 
workforce and other stakeholders were enabled to comment on the Path to Excellence 
proposals and the findings and recommendations of the IIA.  
 
This review demonstrates how the views of vulnerable groups, communities, workforce and 
other stakeholders were systematically considered to ensure that their concerns, needs and 
experiences would be fully reflected in the IIA.    
 
The analysis showed that most of the feedback relating to the impact on equality health and 
health inequalities had already been considered although there was scope to more fully 
explore the concerns around NEAS response times.  
 
The review therefore recommended that the IIA should be further developed to  

a) provide more evidence about North East Ambulance Services capacity to support the 
proposals 

b) review the Health and Inequalities Impact Scores which consider the role of 
ambulance services with reference to the additional evidence  

c) consider further suggestions to mitigate against any new impacts generated by the 
actions outlined in a) and b) above   

 
Further details of these actions are provided in Section 3.   
 
The review also identified additional feedback to expand and support mitigating action 
planning.  The consultation feedback included further suggestions and details which could 
be considered in relation to mitigating against the challenges faced by South Tyneside 
residents and particularly for vulnerable groups in the borough with respect to: 

• Parking charges and availability (Theme 3) 
• Addressing the special needs of specific vulnerable groups (Theme 6) 
• Transport, travel and transfers (Theme 7) 
• NEAS responsiveness (Theme 9) 

 

3  Actions and updates in response to the recommendations of the 
systematic comparative analysis  
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3.1 Introduction  
The systematic comparative analysis of the consultation feedback and the baseline IIA 
recommended that the baseline IIA should be further developed to  

a) provide more evidence about North East Ambulance Services capacity to support the 
proposals 

b) review the Health and Inequalities Impact Scores which consider the role of 
ambulance services with reference to the additional evidence  

c) consider further suggestions to mitigate against any new impacts generated by the 
actions outlined in a) and b) above   

 

3.2 Providing additional evidence: NEAS capacity  
 
3.2.1 Baseline IIA evidence base 
The baseline IIA considered published evidence about ambulance transfer times and used 
this information to assess the impact of the proposals on equitable access to effective, safe, 
acceptable and cost-efficient services.   
 
This published evidence base,  

• did include some information about current NEAS response times but less 
information about historical trends. 

• included modelling data which was based on health services research pre 2014 at a 
time when ambulance performance was markedly stronger in relation to response 
times for Red 2 and Red 19 calls 

 
Given the strong ambulance service performance at that time, this research may have 
focussed simply on transfer times and without considering response time and therefore 
total time taken to access treatment  i.e. time taken for an ambulance to respond and then 
transfer  as summarised in Figure 3.  
 

Figure 3: Journey times for patients with stroke / suspected stroke calling an ambulance 
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Sunderland) 

Call for 
ambulance 

Ambulance 
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response 
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hospital - 
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Patient 
receives 
specialist 
treatment 

Total journey time to access treatment (door to needle time) – minimal systematic differences in 
access between different populations based on evidence for transfer times and new evidence for 

response times  



 

Page | 20 
 

3.2.2 Additional evidence base to be used in the Addendum (Appendix 2) 
The additional evidence presented in Appendix 2 explores response times in more detail.  It 
provides additional insights into the current and future capacity of NEAS to respond to Red 
2 calls i.e. calls specifically relevant to the stroke proposals.    
 
This new information shows that since 2014 in parallel with its peers nationally, and in 
relation to Red 2 and Red 19 response times, NEAS performance has weakened over time.  
 
In drawing on the recent CQC assessment of NEAS, the additional information also provides 
some qualitative assessment of NEAS capacity.  The recent CQC inspection found many 
strengths but does highlight the importance of operational contingency planning in the face 
of untoward incidents.    
 

3.3 Reviewing the Health and Inequalities Impact Scores which consider the role of 
ambulance services with reference to the additional evidence  
 
3.3.1 Interpreting the evidence 
The interdependency of Path to Excellence proposals and NEAS performance emphasises 
the importance of providing services in an integrated way to address health inequalities.   
 
The additional evidence shows that response times for patients with a stroke or a suspected 
stroke who directly call an ambulance will be similar regardless of whether they live in South 
Tyneside or Sunderland.  Moreover these times will be similar to those experienced by 
patients elsewhere in the Region and England.  Although response times are fundamental to 
health outcomes, for the scenario outlined in Figure 4, any concerns around ambulance 
service capacity to respond will not significantly impact on health inequalities within the 
boroughs, between the boroughs and in comparison with the rest of England.    
 

Figure 4: Journey times for patients with stroke / suspected stroke calling an ambulance 

 

 
 

 
However, for the small number of patients presenting directly to their local hospital, then 
the timelines are very different for Sunderland and South Tyneside residents and show that 
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access between different populations based on evidence for transfer times and new evidence for 
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there are systematic differences in journey time.  This is visually demonstrated in Figure 5 
and Figure 6.  For South Tyneside patients, delays in NEAS response times for self presenting 
patients could have a detrimental impact on health outcomes, access to care and with 
implications for health inequalities between South Tyneside and elsewhere in the region 
and nationally.      
 
According to data provided by South Tyneside Foundation Trust (1/4/2017- 03/1/2018 via 
NHS England) the number of direct non ambulance attendances with (a stroke, TIA, or 
myocardial infarction) was 47 which relate to an average of 5 such cases per month.  
 
Such delays could be significantly compromised if NEAS experiences an untoward incident 
or faces a major incident without adequate contingency provision for inter-hospital 
transfers.    
 
  
Figure 5: Journey times for South Tyneside patients with stroke / suspected stroke presenting to local hospital 

 

 

 
 
 
 
 

Figure 6: Journey times for Sunderland patients with stroke / suspected stroke presenting to local hospital 
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3.3.2 Applying the additional evidence to calculate impact scores  
Having considered the evidence more fully, the HIIA impact scores were reviewed.  These 
scores reflect the level of evidence and the scale of positive and negative impact on 
population health and population health inequalities.   
 
Initially, the lack of evidence resulted in an evidence score of 1 but the consultation 
feedback and additional evidence provided sufficient information to increase the score to 2 
for relevant outcomes i.e.:  

o Outcomes of care - Mortality 
o Equitable access to safe health care 
o Equitable access to cost-efficient health care 
o Equitable access to healthcare relevant to population need  
o Equitable access to acceptable health care 
o Environmental determinants of health - Transport 
o Environmental determinants of health - Pollution 

 
This update, with reference to the business cases and consultation feedback, also led to 
revisions in the scores relating to the level of evidence for: 

o Economic determinants of health  - education, skills and learning 
o Economic determinants of health  employment 
o Economic determinants of health  business development  

 
The amendments are presented in Appendix 1 which includes updates to Tables 4, 5 and 6 
in the baseline IIA. 
 
These amendments altered the overall HIIA scores as summarised below.  
 
BOX 3: Revised total HIIA scores 

  TOTAL INTEGRATED IMPACT SCORE 

 Health and Health 
care outcomes 

Option1 Option 2 Option 3 

Impacts relating to 
outcomes of high 
quality health care 

Death / premature 
death20 14 0 0 

Disease  18 6 6 

Disability – physical, 
mental, learning 14 0 0 

Emotional wellbeing  10 0 0 

Sensory impairment 14 0 0 

Cognitive 
impairment / 
disability 

14 0 0 

 Social dependency   14 0 0 

                                                      
20 Amended total impact scores 
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  TOTAL INTEGRATED IMPACT SCORE 

 Health and Health 
care outcomes 

Option1 Option 2 Option 3 

Health related 
quality of life 14 0 0 

Stroke risk factors 
(biological eg BP)  14 6 6 

Stroke risk factors 
(Lifestyle eg 
smoking) 

14 0 0 

Impacts relating to 
access to high quality 
health care 

Effective health care 14 -6 -6 

Safe health care21 10 -3 -3 

Cost efficient health 
care22 14 -6 -6 

Relevance to 
healthcare need 0 -12 -12 

Acceptable health 
care23 0 0 0 

Impacts relating to 
environmental 
determinants of health 

Transport24 -4 -4 -4 

Natural and built 
environment 0 0 0 

Pollution25  -2 -4 -4 

Housing 0 0 0 

Impacts relating to 
Economic 
determinants of health 

Education, skills and 
learning  0 0 0 

Employment 0 0 0 

Business 
development 0 0 0 

Financial inclusion 0 0 0 

TOTAL ALL  173 -23 -23 
 
 
Despite the amendments, the conclusions of the baseline IIA remain unchanged.  

                                                      
21 Amended total impact scores  
22 amended total impact scores 
23 amended total impact scores 
24 amended total impact scores 
25 Amended total impact scores 
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3.4 Additional suggestions for mitigating actions to reduce health inequalities relating 
to Ambulance transfer times 
The analytical review recommended that, if the additional evidence identified any new 
concerns around health or health inequalities, further mitigating actions should be 
developed.   
 
The review illustrated how outcomes could be affected by response time and the capacity of 
NEAS to provide a timely response, especially in the face of an untoward incident or major 
incident.  Nevertheless, the time window would need to extend beyond 4.5 hours (the 
evidence based window for thrombolysis for eligible patients) to present significant concern 
with respect to timely thrombolysis.  
 
The suggestions for mitigating actions in the baseline IIA, Sections 5.1.1 and 5.1.3 could be 
expanded to include amendments and additions as listed in BOX 2 
 

BOX 4: Updated suggested mitigating actions 

5.1.1  Helping everyone to understand and adapt to 
the changes in service provision  
o Patient and public information campaigns could 

promote understanding and enable service users to 
get the maximum benefits from the service 
reconfiguration  

o Population health education promoting the FAST test 
could improve timely access, promote better 
outcomes and reduce health inequalities 

o Stroke prevention programmes targeting at risk 
groups (could reduce their stroke risk and further 
reduce health inequalities ) 

o A cross area stroke user group could be supported to 
champion the needs of patients, their carers, friends 
and relatives. 

o The new service specification could specify 
responsibilities for monitoring and evaluation of 
service outcomes  

o Oversight arrangements could ensure scrutiny of 
surveys and timely solutions to emerging problems.  

 

5.1.3 Emergency transfers between South Tyneside and 
Sunderland hospitals  

o The service specification could include provision 
to identify and minimise delays in A&E 
assessment and inter-hospital transfer for all 
stroke patients - including on arrival at 
Sunderland hospital 

o Relevant A&E and NEAS performance data could 
be collected, monitored and evaluated in a 
timely manner  

o Oversight arrangements could scrutinise data 
and hold the system to account to ensure timely 
solutions to emerging problems 

o The NEAS SLA could be reviewed to ensure it 
specifies how NEAS will ensure adequate 
support for inter hospital transfers from South 
Tyneside in the face of a major incident or an 
untoward incident 

o The NEAS SLA could be reviewed to maximise 
performance around response times for 
interhospital transfers from South Tyneside 

o The use of Telemedicine could be explored to 
expedite clinical pathways for patients self 
presenting to South Tyneside.  

 
 

 

3.5 Conclusions 
The process of updating the IIA to reflect concerns through consultation ensures that the IIA 
is as full and as accurate as possible.  
 
It also ensures that the nature and scale of impacts arising from each of the proposals for 
stroke services reflects expert and research evidence combined with the views and 
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experiences of groups with protected characteristics, local communities, staff and 
stakeholders.   
 
The consultation feedback did not lead to any changes in the baseline IIA with respect to the 
Equality Impact Assessment.   
 
The additional concerns and information about NEAS response times led to minor 
amendments to the baseline HIIA scores and also some additional mitigating actions. These 
updates and amendments did not change the overall conclusions of the IIA.  
 

 Option 1 Option 2 Option 3 
Baseline Total 

integrated HIIA 
scores 

 
185 

 
-13 

 
-11 

Amended Total 
integrated HIIA 

scores 
173 -23 -23 

 
The feedback identified a number of suggestions and concerns to be addressed in relation 
to mitigating action planning.  Although much of this was included in the baseline IIA, 
further suggestions and concerns were identified in Table 1 in relation to the following 
themes:  
 

• Parking charges and availability (Theme 3) 
• Addressing the special needs of specific vulnerable groups (Theme 6) 
• Transport, travel and transfers (Theme 7 

 
Additional suggestions were also proposed in relation to telemedicine and NEAS response 
times as illustrated in Box 2.  
This addendum to the baseline IIA provides clear evidence that the views, needs and 
experiences of all those affected have been carefully considered and incorporated into the 
qualitative and quantitative impact assessment and associated mitigating actions .   
 

3.6 Recommendations 
In considering the Path to Excellence proposals to reconfigure Acute Stroke Services, 
commissioners, planners and all stakeholders are encouraged to:  

1) Recognise and Pay due regard to the legal responsibilities around equality and health 
inequalities    

2) Recognise and understand the positive and negative impacts which the proposals 
could have on equality, health and health inequalities as collectively described in the 
baseline IIA and this Addendum.  

3) Understand that this Addendum combines evidence from the baseline IIA with 
consultation feedback leading to  
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1) Equality Impacts and scores which are the same as those presented in the 
baseline IIA 

2) Health and Health Inequalities impacts which are the same in scope as those 
in the baseline IIA but with amended impact scores to reflect concerns and 
new evidence about NEAS response times.  The amended scores are:   

 Option 1 Option 2 Option 3 
Baseline Total 

integrated HIIA 
scores 

 
185 

 
-13 

 
-11 

Amended Total 
integrated HIIA 

scores 
173 -23 -23 

 
5) In addition to the mitigating actions in the baseline IIA, consider the feedback in 

Table 1 regarding :  
• Parking charges and availability (Theme 3) 
• Addressing the special needs of specific vulnerable groups (Theme 6) 
• Transport, travel and transfers (Theme 7) 

6) Consider additional suggestions around mitigating actions regarding 
telemedicine and NEAS response times and performance in the face of untoward 
incidents  - itemised in Box 2  

 
 



Table 1: systematic review of feedback in relation to impacts on equality, health and health inequalities 
considered in the baseline IIA of proposals to reconfigure acute stroke services.  
 
Consultation Feedback (excerpts from Consultation feedback Analysis report 5th 

Dec 2017) 
Comparing feedback with 
EqIA and HIIA scope and 

scores in the baseline IIA26 

Implications for 
updating the EqIA and 

HIIA and related 
Mitigating actions 

THEME 1 : Sustainable Capacity in Sunderland   
 
Discussion events ALL PROPOSALS: Ability to Cope (Estates and facilities) : The extent to which the options 
will have a detrimental impact on the fabric of Sunderland Royal Hospital (SRH) was a commonly occurring 
theme across all three service areas, in the case of this quote in relation to maternity and gynaecology 
department facilities.  

“Sunderland will see increased demand – will quality be maintained?” 

“Have we got room in Sunderland?” 

Discussion events ALL PROPOSALS: Staffing The most important question asked around staffing related to the 
confidence that the capacity to deal with the increased demand existed or will be able to be put in place in 
Sunderland to deal with the proposed service change options. 

“Sunderland numbers are at capacity and to deliver to South Tyneside services as well?”  

Discussion events ALL PROPOSALS: Staffing  
The feeling was also that waiting times are likely to increase with a detrimental impact on both patients and 
staff. 

 

Focus Groups: ALL PROPOSALS: Why the enhanced focus on Sunderland Royal Hospital; where’s the 
evidence, can it cope? 
There is a continuous theme in the groups’ dialogue which questions: 
• The ability of estates and facilities (car parking, general hospital estates/roads and hotel services) at 

Sunderland Royal Hospital (SRH) to cope with the cumulative increase in demand implicit in all the 
options; 

EqIA 
The positive and negative impacts on 
staff and vulnerable groups were 
systematically considered in the 
baseline IIA.    
 
These concerns do not identify any 
additional equality impacts, any 
changes in the scale or nature of the 
equality impacts which have already 
been identified or any other equality 
groups which could be vulnerable 
 
 
HIIA 
The impact on health and health 
inequalities was systematically 
considered in the baseline IIA.  
 
These concerns were addressed in the 
HIIA  

o Table 4 and 5: Health care 
relevant to population need  

o Table 4 and 5: Acceptable 
Healthcare  

This feedback does not identify any 

Mitigating Actions  
These concerns were 
addressed by suggestions in  
Section 5.1.5: Sustainable 
capacity to meet the needs of 
an ageing population  
 
No additional actions have 
been suggested 
 
 
No specific amendments or 
additions required in relation 
to  
• Equality Impact 

Assessment 
• Health & Inequalities 

Impact Assessment  
• Mitigating actions  
 

                                                      
26 with references to the baseline IIA of proposals to reconfigure Acute Stroke Services March 2017 



 

Page | 28 
 

• The impact on clinical and other staff at SRH coping with increased demand from the proposed service 
rearrangements, with specific concerns over stress and morale, along with concerns for Paramedics and 
other North-East Ambulance Service (NEAS) ambulance staff, described as ‘valuable and scarce 
resources’.  

Health Scrutiny (interim) 

Responses from the scrutiny function of the local authorities gave support for the consultation process, with 
specific concerns around: 
• The ability of SRH to cope with increased demand is considered 

Trade unions and staff group representatives 
In summary all trade union and staff group representatives oppose the changes on: 
• Capacity issues at Sunderland; 

Discussion events: Stroke Services: Capacity at Sunderland 
 The transfer of hyper acute and acute stroke services to Sunderland led to discussions in all groups of the 
issues around the fabric and facilities of Sunderland Royal Hospital to cope with the consequential increase in 
capacity: 

“Does size of stroke ward need to increase?” 

This also prompted discussion of the staffing levels in Sunderland.  
“Will the level of staffing need to increase?” 

“Will there be a transfer of current staff from South Tyneside to Sunderland?” 

“Is there a recruitment need for staff to meet the demand?” 

Discussion events: Stroke Services: Mental wellbeing of patients 
There was a widespread recognition in the groups of the need to consider the mental health impact for 
patients: 
• In the case of increased patient numbers, and associated staff, etc: 

“…could affect Sunderland patients if numbers went up...” 

Staff Q&A (Stroke services) 
There was a concern over the overall capacity of the facilities and staff at Sunderland to cope with the 
increased demand. 
 

changes in the scope, scale or nature of 
the impacts on health and health 
inequalities identified in the IIA or any 
other vulnerable groups. 
 
 

THEME 2: LOSS OF SERVICES IN SOUTH TYNESIDE 
Discussion events: ALL PROPOSALS Criticism of the options There were many comments about why it 
appears that South Tyneside District Hospital was being downgraded, and concerns over the apparent lack of 

EqIA 
The positive and negative impacts on 
staff and vulnerable groups were 

Mitigating actions 
 
These concerns were 
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supporting evidence presented in the meetings: 
“…services are all moving to Sunderland, why not South Tyneside?” 

 “…will anything be moving from Sunderland to South Tyneside?” 
 
Discussion events ALL PROPOSALS: Staffing  
“Why are staff and services moving to Sunderland, and not the other way around? 
 
Focus Groups: ALL PROPOSALS: Why the enhanced focus on Sunderland Royal Hospital; where’s the 
evidence, can it cope? 
 
• The proposed options were all felt to focus on a downgrading of services at South Tyneside District 

Hospital (STDH).  The general feeling across the groups was that this – irrespective of service under 
consideration –was likely to foster health inequalities. The common rationale for this opinion was: 

‘most people will put off going to Sunderland until it becomes a major issue… more health 
problems’  

The feeling was that the case for Sunderland Royal Hospital had not been successfully made and there was 
equal justification for some or all of the services to be centred on South Tyneside District Hospital.  
 
HealthWatch 
There is concern STDH is being downgraded which causes concerns for the future. 
 

Health Scrutiny (interim)  

Responses from the scrutiny function of the local authorities gave support for the consultation process, with 
specific concerns around: 
• The future of STDH is considered in this consultation and beyond, including MLU viability 

Public  Detailed Technical Responses (all proposals)  
Submissions included very detailed and comprehensive analysis of the proposals, supported by petitions 
opposing the options proposed for service reorganisation on the grounds they represent a fundamental 
downgrading of South Tyneside District Hospital and the local community. 
The petition supporting this response attracted 30,692 signatures. 
 
Public  Detailed Technical Responses (all proposals)  
A small number focused on the suggestion that instead of moving services to Sunderland, instead they should 
move to South Tyneside 
 
Trade unions and staff group representatives 

systematically considered in the 
baseline IIA.    
 
These concerns do not identify any 
additional equality impacts, any 
changes in the scale or nature of the 
equality impacts which have already 
been identified or any other equality 
groups which could be vulnerable 
 
HIIA 
The impact on health and health 
inequalities was systematically 
considered in the baseline IIA.  
 
These nature and scale of these 
concerns were considered in 

o Table 4 and 5: Health care 
relevant to population need  

o Table 4 and 5: Acceptable 
Healthcare  

o Table 4 and 5 Education, skills 
and learning 

o Table 4 and 5 Employment 
o Table 4 and 5 Business 

development and investment 
o Table 4 and 5 Financial 

inclusion  
o Table 4 and 5 Transport 
o Table 4 and 5 Housing 
o Table 4 and 5 Natural and 

built environment 
o Table 4 and 5 Pollution 

These concerns do not identify 
additional health or health inequalities 
risks or benefits 

addressed by suggestions in 
Section:  
 
5.1.6 Public sector skills, jobs 
and investment in South 
Tyneside 
 
No additional actions have 
been suggested 
 
No specific amendments or 
additions required in relation 
to  
• Equality Impact 

Assessment 
• Health & Inequalities 

Impact Assessment  
• Mitigating actions  
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In summary all trade union and staff group representatives oppose the changes on: 
The long-term impact on South Tyneside. 

THEME 3: Parking – increased demand, lack of capacity and costs 
 
Discussion events ALL PROPOSALS: Travel and Transport Parking was highlighted as a concern at the 
Sunderland hospital site with a strong message that “…additional needed at Sunderland…” to cope with an 
increase in patient numbers resulting from the proposed service reorganisation.  The cost of the parking was 
also 

“…can you put something like a temporary parking pass for the duration of treatment…like Q?” 

Travel and Transport Discussion Group: All proposals: Parking 
The first and most common comment made around parking was the cost, seen as a major barrier to access for 
patients, family, and visitors.   

“Car parking fees should be abolished or there should be a system to get a free slot if you are a 
regular visitor.” 

“Stop parking charges for all staff and patients.” 

This was also supported by several suggestions of practical solutions to the issue, mostly focused on aiding 
staff parking to help families and visitors.  

Staff to use multi-story car park which is separate to patients – also safer as they will leave 
through a separate entrance…free up space for patient parking. 

 

EqIA 
The positive and negative impacts on 
staff and vulnerable groups were 
systematically considered in the 
baseline IIA.    
 
These concerns do not identify any 
additional equality impacts, any 
changes in the scale or nature of the 
equality impacts which have already 
been identified or any other equality 
groups which could be vulnerable 
 
HIIA 
The impact on health and health 
inequalities was systematically 
considered in the baseline IIA.  
 
These nature and scale of these 
concerns were considered in 
 
These concerns were addressed in the 
HIIA  

o Table 4 and 5: Health care 
relevant to population need  

o Table 4 and 5: Acceptable 
Healthcare  

This feedback does not identify any 
changes in the scope, scale or nature of 
the impacts on health and health 
inequalities identified in the IIA or any 
other vulnerable groups. 
 

Mitigating actions  
These concerns were 
addressed by suggestion in:  
Section 5.1.5: Sustainable 
capacity to meet the needs of 
an ageing population  
 
The consultation feedback 
generated additional 
suggestions relating to:  

• Parking charges and 
passes for staff, 
patients, regular 
visitors, duration of 
treatment  

• Separate provision 
for staff parking 

 
No specific amendments or 
additions required in relation 
to  
• Equality Impact 

Assessment 
• Health & Inequalities 

Impact Assessment  
 
The decision makers and 
travel working group may 
wish to consider these 
additional suggestions for 
mitigating actions to address 
parking concerns 
 
 

THEME 4: Job losses and changes EqIA 
The positive and negative impacts on 

Mitigating Actions 
These concerns were 
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Discussion events ALL PROPOSALS: Staffing What will happen to existing staff under the proposed changes: 

“Will all jobs be open to all staff, Sunderland and South Tyneside; or will just Sunderland staff be 
safe” 

“What happens to non-medical staff; porters, admin, and ward clerks?” 

Staff Q&A events (general): A real uncertainty over the security of jobs and anxiety over an unknown, not fully 
described, new job role with undetermined risk and protections.  

Health Scrutiny (interim) 

Responses from the scrutiny function of the local authorities gave support for the consultation process, with 
specific concerns around: 
• Consideration of the availability of specialist paediatric nurses out of hours at STDH 
• Staffing issues and delivery models are fully developed 

Trade unions and staff group representatives 
In summary all trade union and staff group representatives oppose the changes on: 
• Workforce issues 

 

staff and vulnerable groups were 
systematically considered in the 
baseline IIA.    
 
Equality issues relating to these 
concerns were considered in the 
equality impact assessment 

o Tables 1 &2 – Gender 
o Tables 1 &2 – Pregnancy 

and maternity 
o Tables 1 &2 – Age 
o Tables 1 and 2 – 

Socioeconomic 
disadvantage 

 
These concerns do not identify any 
additional equality impacts, any 
changes in the scale or nature of the 
equality impacts which have already 
been identified or any other equality 
groups which could be vulnerable 
 
HIIA 
The impact on health and health 
inequalities was systematically 
considered in the baseline IIA.  
These nature and scale of these 
concerns were considered in 
• Table 4 and 5 – Effective health 

care 
• Table 4 and 5 cost-efficient health 

care 
• Table 4 and 5: Health care 

relevant to population need  
• Table 4 and 5: Acceptable 

Healthcare  
• Table 4 and 5: Education, skills and 

learning 
• Table 4 and 5: Employment 
• Table 4 and 5: Business 

addressed by suggestions in  
 
5.1.6 Public sector skills, jobs 
and investment in South 
Tyneside 
 
No additional actions have 
been suggested 
 
No specific amendments or 
additions required in relation 
to  
• Equality Impact 

Assessment 
• Health & Inequalities 

Impact Assessment  
• Mitigating actions  
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development and investment 

 
This feedback does not identify any 
changes in the scope, scale or nature of 
the impacts on health and health 
inequalities identified in the IIA or any 
other vulnerable  groups. 

 

THEME 5: Staff recruitment and retention in South Tyneside 
 
Discussion events ALL PROPOSALS:   
 
Staffing The groups recognised the struggle to recruit staff and the low numbers in South Tyneside, making 
staff skill development and service quality an issue, and a consequent concern at the perceptions that the 
plans are “…a comment on South Tyneside staff care and performance.” 
The feeling was also that waiting times are likely to increase with a detrimental impact on both patients and 
staff. 
 
Public technical responses 
A small number of submissions focussed on a lack of trust in the services provided by South Tyneside District 
Hospital, offering support for the move to Sunderland Royal Hospital.  
 

EqIA 
The positive and negative impacts on 
staff and vulnerable groups were 
systematically considered in the 
baseline IIA.    
 
These concerns do not identify any 
additional equality impacts, any 
changes in the scale or nature of the 
equality impacts which have already 
been identified or any other equality 
groups which could be vulnerable 
 
HIIA 
The impact on health and health 
inequalities was systematically 
considered in the baseline IIA.  
 
These nature and scale of these 
concerns were considered in 
• Table 4 and 5 – Effective health 

care 
• Table 4 and 5 cost-efficient health 

care 
• Table 4 and 5: Health care 

relevant to population need  
• Table 4 and 5: Acceptable 

Healthcare  
• Table 4 and 5: Education, skills and 

learning 
• Table 4 and 5: Employment 
• Table 4 and 5: Business 

Mitigating Actions 
These concerns were 
addressed by suggestions in  
 
5.1.6 Public sector skills, jobs 
and investment in South 
Tyneside 
 
No additional actions have 
been suggested 
 
No specific amendments or 
additions required in relation 
to  
• Equality Impact 

Assessment 
• Health & Inequalities 

Impact Assessment  
• Mitigating actions  
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development and investment 

 
This feedback does not identify any 
changes in the scope, scale or nature of 
the impacts on health and health 
inequalities identified in the IIA or any 
other vulnerable  groups. 
 

THEME 6: Equality, Health and Wellbeing  
 
Discussion events ALL PROPOSALS: Additional Costs (Deprivation) The group discussions identified the well 
understood local issues of low car ownership and high levels of poverty in South Tyneside and felt that this 
would increase the potential for detrimental impact of moving services from South Tyneside to Sunderland. 

“…this could cause health problems.  It’s difficult if you have no resources and are in some hospital 
miles away from your family…” 

The cost of parking, fuel, and the physical trauma of travel was raised with a special reference on the people 
who live in the most deprived areas of South Tyneside who will have to access services in Sunderland. A high 
percentage of those without a car said this was worse for them when considering the costs and availability of 
public transport when there are no direct buses to Sunderland Royal Hospital, and taxis are too expensive for 
lower income families facing multiple disadvantages.  
 
There is of course the overarching concern amongst this group, and others, of coping with travel demands in 
an urgent situation. 

“Public transport; when emergency happens, it is unpredictable…” 

Focus groups : ALL PROPOSALS: health and wellbeing 
Each group, considering each of the service areas, to a greater or lesser extent highlighted the potential 
negative impact on the overall health and wellbeing of patients, service users, family, friends, and staff. These 
involved: 
• The pressure of additional travel, impacting on mental health 
• Isolation of patients whose friends and family find it difficult to make the journey from South Tyneside to 

Sunderland on a regular basis  
• The burden on physical and mental health of friends, family and carers resulting from the increased 

travelling required to visit Sunderland from South Tyneside  
• The pressure on staff delivering these service changes, which the groups feared would lead to resourcing 

crises  
 
I have long term health problems and anxiety and travelling to Sunderland would make this worse.  
 

EqIA 
The positive and negative impacts on 
staff and vulnerable groups were 
systematically considered in the 
baseline IIA.    
 
Equality issues relating to these 
concerns were addressed in  

 
• Tables 1 and 2 – Gender 
• Tables 1 and 2 – Race (BME) 
• Tables 1 and 2  - Pregnancy and 

maternity 
• Tables 1 and 2 - Disability 
• Tables 1 and 2 – Socio-economic 

disadvantage  
• Tables 1 and 2 – Age 
 
These concerns do not identify any 
additional equality impacts, any 
changes in the scale or nature of the 
equality impacts which have already 
been identified or any other equality 
groups which could be vulnerable 
 
HIIA 
These concerns were addressed in the 
HIIA  

o Table 4 and 5: Emotional 
wellbeing 

o Table 4 and 5: Acceptable 

Mitigating actions 
These concerns were 
addressed by suggestions in 
Sections 
 
5.1.1  Helping everyone to 
understand and adapt to the 
changes in service provision 
5.1.2 Addressing travel and 
transport costs  
5.1.4 Promoting continuity of 
health & social care for stroke 
survivors and their carers 
 
No additional actions have 
been suggested however, the 
consultation feedback further 
emphasises the importance of 
specifically considering the 
additional needs of those 
groups in South Tyneside for 
whom the changes and travel 
would generate additional 
problems i.e. those with: 
• Sensory impairment 
• Learning disability or 

cognitive impairments 
• Mental health problems 
• Physical disabilities 
• English language or other 

communication 
difficulties 
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Impacts on the family, for single parents caused by moving service from South Tyneside to Sunderland:  
As a single parent if I had to stay overnight in Sunderland it would be impossible regarding childcare/visits.  I 
would not see my daughter and if it was a prolonged stay this would be awful. 
 
Focus groups All proposals Equality issues: Travel and transport 
• If everything goes to Sunderland it will make getting my children to hospital harder (one is disabled, I 

always have to take both children along) 
• Lack of funds and transport. 
• Transport 
• Travelling would create anxiety as I'm nervous about medical appointments anyway. 
• Unable to drive.  Restricted walking.  
• Distance to travel and lack of transport (affordable).  

 
Focus Groups: Future and present needs  
Reponses show a real concern for the ability of the proposed service changes on their specific needs, now and 
in the future: 

At any time, I could have a stroke and require gynaecology services. 

Because I am pregnant, and nobody can predict what labour will look like but in case of any 
emergency the women and baby are at risk. 

  I am a carer of a stroke patient. 

As recently had to use emergency services. 

I am a single parent with 3 children on a low income. 

 I have young children who may be affected to the changes 

 
Focus Groups: Trust and Respect  
For many of the equalities groups one of the biggest barriers is gaining trust in the service. The changes were 
felt to have a disproportionate effect on those with sensory or learning disabilities, cognitive impairment and 
people from BME backgrounds who find it difficult to establish this trust in new services and particularly 
difficult to navigate a new environment with confidence. The common issue being communication and 
understanding. 
 

Need to be more ‘deaf aware’ and be more flexible to the deaf community.   We are human beings 

Developing trust in the new services and demonstrating respect for the specific needs of the community with 

healthcare 
 
The HIIA recognised the importance of 
specialist rehabilitation and re-
enablement for stroke survivors. 
Related concerns were addressed in  
 
Tables 4 and 5: Disease 
Tables 4 and 5: Emotional wellbeing 
Tables 4 and 5: Sensory impairment 
Tables 4 and 5: Cognitive impairment 
and disability 
Tables 4 and 5: Social dependency 
Tables 4 and 5: Health related quality 
of life 
Tables 4 and 5: Health related 
biological risk factors  
Tables 4 and 5: Lifestyle related risk 
factors   
Tables 4 and 5: Effective health care 
Tables 4 and 5: Acceptable health care 
 
This feedback does not identify any 
changes in the scope, scale or nature of 
the impacts on health and health 
inequalities identified in the IIA or any 
other vulnerable groups. 
 
 
 

• Low incomes 
• Carers  
• Cultural differences 
• Specific age related needs 

i.e. young  and older 
people 

• Childcare responsibilities 
(especially single parents)  

 
All working groups should 
consider the needs of these 
vulnerable groups alongside 
the suggestions made in the 
IIA.  
 
No specific amendments or 
additions required in relation 
to  
• Equality Impact 

Assessment 
• Health & Inequalities 

Impact Assessment  
• Mitigating actions  
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additional needs; 

Travel and Transport discussion group: ALL PROPOSALS  - Cost 
The most notable concern in this area was the affordability of transport for those on low incomes, particularly 
those living in areas of deprivation. 

“…high unemployment/poverty in South Tyneside – people can’t afford to get taxis…” 

Furthermore, the proposed move to Sunderland of services from South Tyneside was felt to add worries about 
the cost of transport in already difficult time. A specific example was given in relation to Stroke services.  

“…how does someone get to hospital to visit their loved ones when they are dying in the middle of 
the night?  There is no public transport and taxis are expensive…” 

This issue was also discussed in relation to Maternity services.  
“…women can’t afford to go home currently from maternity at South Tyneside…” 

This is linked to the discussions around support for transport needs and the need to overcome any attached 
stigma to ensure those who need it most are able to access help with transport. 

“…parents don’t apply for free school meals so how will they apply for transport help...” 

This was extended to cover all patient travel needs.  
Patient transport should not be means tested, but be available to those who genuinely need it. 

Public Technical responses  
The majority of submissions focused on the transport difficulties in making the journey from South Tyneside to 
Sunderland. The two main issues were cost for those who could least afford it and the lack of any direct 
connection by public transport. 
These submissions contained various suggestions for improving this situation from reinstating bus services to 
an NHS shuttle bus between the two sites.   
 
Appendix 3: Equalities Groups, Key issues Loss of independence  
Being deaf strips away independence of individuals when dealing with NHS, which has a domino effects on 
other areas of life 
Difficulties faced by the Deaf Community in accessing and being appropriately supported in accessing NHS 
services be they emergency, elected procedures, or routine appointments   
   
Appendix 3: Equalities Groups, Key issues: Specific support needs (Physical, Sensory and learning disabilities 
and cognitive impairment)  
Lack of signers and other interpretation is a very complex area and there are many  different systems and 
technologies available that allow a more inclusive experience for a deaf person. However, the participants 
were concerned that these technologies would not be available, nor had they been considered in the costings. 
  
Specific Support Needs (Cognitive Impairment – Stroke Victims)  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The change to a new and unfamiliar environment without any navigation support is a  major fear   
 
Appendix 3: Equalities Groups, Key issues: Isolation 
There are some very specific issues (e.g. isolation, mental health, travelling, trust and appropriate interaction) 
that need to be addressed   
All groups based in South Tyneside reported a real concern that being in hospital in Sunderland would isolate 
them from friends and family, removing an important support network leading to a fear of isolation and the 
impact that would have on their health   
 
Appendix 3: Equalities Groups, Key issues: Travelling distance  
A significant concern for all participants from South Tyneside was the difficulties anticipated in travelling to 
Sunderland, particularly for those reliant on public transport.   
Amongst these concerns was that of communication and understanding when people face significant 
difficulties in this area  
Appendix 3: Equalities Groups, Key issues: Age (Goldilocks) 
Young people feel they are overlooked and older people feel they are forgotten, the concern is that only those 
in the ‘Goldilocks’ age group, not too old and not too young are heard and consequently, they feel a potential 
for their needs not to be considered. This was a source of concern and felt to have a detrimental impact.   
Appendix 3: Equalities Groups, Key issues: over consulted, under heard 
There was a feeling that NHS bodies and local authorities only consult with equalities groups as a ‘tick box’ 
exercise. The concern was that irrespective of the opinion shared their views would not be considered, leading 
to concerns over inequalities of access to the new service provision discussed in the options.  
Appendix 3: Equalities Groups, Key issues: women from a BME background 
The concern was of disproportionate impact on women of a BME background from South Tyneside, due to:  

• A lack of confidence to attend services in Sunderland and to engage with the hospital when things go 
wrong   

• Language barriers in accessing changed and unfamiliar services   
• Travel issues at night when partners work evenings/nights   

Appendix 3: Equalities Groups, Key issues: single parents travelling with children 
Concern was also expressed over a feeling of disproportionate impact on single parents living in South 
Tyneside and reliant on public transport. The relocation of women’s services and paediatric A&E was viewed 
as very difficult for parents dealing with more than one child, one of whom could be ill or if a mother, unwell 
themselves. This is of course tied in with wider concerns over childcare.   
 
Discussion events (Stroke services) 
There was a widespread recognition in the groups of the need to consider the mental health impact for 
patients: 
• In the case of increased patient numbers, and associated staff, etc. 
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“…could affect Sunderland patients if numbers went up...” 

• Where patients who have had a Stroke, know family/friends can’t visit so often due to the distance from 
their home, and the effect this could have on their mental wellbeing: 

“…older people who end up on a Stroke unit at Sunderland…how do elderly relatives visit patients 
further away?” 

Focus Groups (Stroke) 
The main issues around service inequalities associated with all the options for stroke services reorganisation, 
South Tyneside would only have rehab services provided locally. This was viewed by many participants as 
being inadequate and was therefore considered to result in inequalities in service provision for South Tyneside 
residents. 
 

THEME 7: Transport, Travel, and Transfers 
 
Discussion events ALL PROPOSALS: Travel and Transport The groups identified a general and significant 
concern over distance between Sunderland and South Tyneside and the time it will take to travel.  
All of which undermined faith in the process, again aggravated by the real difficulties faced by public transport 
users in the journey between South Tyneside and Sunderland, particularly the issues faced in making 
connecting buses, with no direct route available.  

“You can’t get a direct bus from South Tyneside to Sunderland Royal Hospital” 

There were also requests that this issue was addressed as part of the service reorganisation by provision of 
regular transport, provided by the NHS, between the two sites.  

“Will transfers be put on?” 

Another area of concern in the public meetings was the extent to which the safety of patients, family and 
other visitors was considered in the formulation of the options and the in the potential implementation. This 
was felt to be particularly important for vulnerable groups.  

“…late night travel… not safe for children…if...discharge late night/early morning…” 

“…issue for lone mothers with siblings, how will they get there through the night with no 
transport?” 

One very major concern around the issues associated with travel and transport is the view that this 
consultation cannot influence transport providers and patients and relatives will be faced with service change 
with no real public transport options.  

“…new bus services are under review (Stagecoach)…this link service is being removed!” 

 

EqIA 
The positive and negative impacts on 
staff and vulnerable groups were 
systematically considered in the 
baseline IIA.    
 
These concerns do not identify any 
additional equality impacts, any 
changes in the scale or nature of the 
equality impacts which have already 
been identified or any other equality 
groups which could be vulnerable 
 
The impact on carers (young and old) 
and young families were considered in:  
Tables 1 and 2: 
• Pregnancy and maternity 
• Disability 
• Socio-economic disadvantage 
• Age 
 
 
HIIA 
The impact on health and health 
inequalities was systematically 
considered in the baseline IIA.  
 

Mitigating Actions 
These concerns were 
addressed by suggestions in: 
 
5.1.2 Addressing travel and 
transport costs  
5.1.3 Emergency transfers 
between South Tyneside and 
Sunderland hospitals  
5.1.7 Increased traffic 
commuting between South 
Tyneside and Sunderland 
 
 
The feedback included other 
suggestions or specific 
concerns in relation to: 
 

• Long stay parking 
• Improved (direct) bus 

services)  
• Access for prams and 

wheelchairs  
• Support for adults 

and children with 
special needs 

• Transport Out of 
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Focus groups: ALL PROPOSALS : (Travel and access specific needs) 
Participants in the groups with specific needs highlighted the specific issues around transport and accessibility, 
summarised as: 
• The extra travel demands put on patients and family friends of travelling from South Tyneside to 

Sunderland (with recognised poor public transport links) present significant if not surmountable 
difficulties for those with additional needs. The view was that for any of the current options to be 
provided without extra transport support leads to inequalities in service provision. 

• Transport is difficult for stroke survivors at any time and this will be much worse for those from South 
Tyneside who may have to access services in Sunderland; 

• Accessibility of new services and unfamiliar surroundings are particularly challenging for those with 
sensory/cognitive impairment, again without additional support in place they are inequitable.  

These concerns cover the opinion expressed by groups representing:  
• Physical disability; 

 

Focus Groups ALL PROPOSALS: Travel and transport: the financial and time burden placed on those who can 
least afford it  

Again, irrespective of service the proposals require extra travel time for all, of concern amongst the 
representatives of the equalities groups were: 

• The lack of direct public transport links to Sunderland from South Tyneside; 
• The prohibitive cost of public transport for those on low incomes; 
• The impact of having to use public transport for single parents with children; 
• Difficulties for people who do not speak English as their first language in using public transport; 
• Difficulties in travelling to Sunderland from South Tyneside at night, particularly in the case of BME 

groups with a high prevalence of evening/night workers. 

The issue of travel and transport related to the options came up in all groups, irrespective of their interest 
area, highlighting the problems and an overall lack of additional transport. support in the options presented. 
The major concerns were: 
• The cost of additional public transport for those on low incomes; 
• The burden placed on people from the additional travel requirements and potential for consequential 

impacts on physical and mental health; and  
• The difficulties associated with public transport for those with additional needs, summarised in one group 

as: 

“Extra and complex humanitarian demands on people with additional needs travelling from South 

The HIIA was based on evidence of 
proposals for improvements to stroke 
services which would meet the needs 
of all patients regardless of age.  
 
These nature and scale of these 
concerns were considered in 

o Table 4 and 5: Death 
o Table 4 and 5: Disability 
o Table 4 and 5: Emotional 

wellbeing 
o Table4 and 5: Sensory 

Impairment 
o Table 4 and 5: Cognitive 

impairment and disability 
o Table 4 and 5 Social 

Dependency 
o Table4 and 5: Health 

related quality of life  
o Table4 and 5:  Effective 

health care 
o Table4 and5 : Safe health 

care 
o Table4 and5: Cost-efficient 

health care 
o Table 4 and 5: Acceptable 

health care  
o Table 4 and5: Transport 
o Table 4 and 5: Pollution 

 
 
This feedback does not identify any 
changes in the scope, scale or nature of 
the impacts on health and health 
inequalities identified in the IIA or any 
other vulnerable groups. 
 

hours  - returning 
home 

• Impact on families, 
carers and children 

• Using technology to 
overcome travel 
challenges eg 
telemedicine 

• Appointing hospital 
Travel coordinators  

 
No specific amendments or 
additions required in relation 
to  
• Equality Impact 

Assessment 
• Health & Inequalities 

Impact Assessment  
 
 
 
The decision makers and 
travel working group should 
consider these additional 
suggestions for mitigating 
actions to address concerns 
relating to transport, travel 
and transfers. 
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Tyneside to Sunderland” 

Specific issues included: 
• Single parents travelling on public transport with young children, in terms of cost and managing them 

over a long journey; 
• Navigating a more complex street system in Sunderland for drivers from South Tyneside; 
• The increased costs for drivers from South Tyneside, in fuel, wear and tear and parking charges in 

travelling to Sunderland. 
 

Focus Groups – Equality issues – Travel and Transport 
The perceived impact of the extended travel and transport requirements place upon the representatives of 
the equalities groups of the move of services from South Tyneside to Sunderland 
• If everything goes to Sunderland it will make getting my children to hospital harder (one is disabled, I 

always have to take both children along) 
• Lack of funds and transport. 
• Transport 
• Travelling would create anxiety, as I'm nervous about medical appointments anyway. 
• Unable to drive.  Restricted walking.  
• Distance to travel and lack of transport (affordable).  

 
Travel and transport Discussion Group – all proposals 
The broad themes were: 
Accessibility 
Discussion focused around the issues faced by people with physical disabilities using public transport to get to 
hospital for appointments and treatment. 

“…lady in a wheelchair…took…4 hours to travel by bus from Whitburn to Sunderland.  Not all the 
busses were wheelchair accessible and those who did had no space…either being used by another 
person or by someone with a pram...”   

“… how is a wheelchair user expected to get to hospital in the middle of the night – there are no 
wheelchair friendly taxis and the metro is not wheelchair friendly.  She has a family and is 
concerned that if her daughter is rushed to hospital in an ambulance she is unable to travel with 
her, as the wheelchair won’t fit. 

There were also concerns raised around the provision of ambulance transfers for people with additional 
needs.  

“… (he) needed 2 people to take him to hospital for an appointment.  He rang NEAS and was told 
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there would be two people to take him but not to bring him back and because of this he missed his 
appointment…” 

Existing and extra bus and metro provision 
There was a major issue identified in the lack of direct bus services from STDH to SRH, which will have a  

“…need a direct bus service, the direct service needs to be reinstated. The bus service from South 
Tyneside to Sunderland goes all through the borough and is not currently going to Park Lane. A bus 
operator needs to provide the service…”  

“…Want to go direct without changing; we need several buses on a borough wide basis – not just 
one bus service that will take too long…” 

 “…need a direct bus service from Sunderland to South Tyneside hospital…” 

There were also concerns around using the Metro system to get to hospital.  
“Metro system is very unreliable – how will sick people cope?” 

“…concern about Metro safety at stations…” 

There was a genuine desire to understand the role of the operator providing public transport and the extent 
to which they had been involved in the process so far.   

“We want to know what the bus companies have to say…” 

Tempered with a healthy level of scepticism around the issue of the same operators being ‘for profit’ 
organisations: 

“…public transport operators will be richer but residents poorer.” 

Parents also felt there was an issue for them in terms of Paediatric services moving to Sunderland and the 
likelihood of high volumes travelling at the same time on public transport without the capacity to deal with 
them.  

“…only 2 prams on a bus at one time… wheelchair priority over prams…access to buses?” 

 
Private Transport (Taxis) 
It was acknowledged that taxis offered the most flexible means of getting to hospital for those without 
their own car or access to other means of transport. It was also acknowledged that the  

“…people can’t afford to get taxis...” 

“Taxi fares are £11 a day and £16 after 10pm...” 

This was particularly difficult for people with low incomes.  

People who are unemployed won’t use them for transfers. 
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It was also commented on that while there is existing support for people who need to used taxis this is a 
limited facility which could be useful if more widely available.  

The taxi card facility is not for everyone. 

 
Out of hours 
The relocation of services from South Tyneside to Sunderland was particularly troubling when considering the 
need to travel at night for those lacking their own transport.  
This centred around general concern about night time discharge or completion of treatment and being unable 
to return to their own home, again coupled to concerns over cost of other forms of transport.  

“Overnight we need a 24-hour patient mini bus service to take people back to their home…” 

This was particularly troubling for those with children who have additional needs requiring care in the night.  
“…how do you get a child who is disabled from one place to another overnight?” 

Additional burden on relatives and friends 
The most significant issue was in relation to immediate family, partners and the additional pressure travelling 
from South Tyneside to Sunderland will put on them.  

“…neighbour’s husband…suffered a stroke and had been taken to Sunderland hospital – where he 
later died.  She spent all day travelling back and forward to Sunderland from South Shields to visit 
her husband and then come back to see to her dog.  This took her all day and cost her a fortune.  
She would have had a much better quality of life if her husband had been in South Tyneside and 
someone could have looked after her dog, taking the pressure off her...” 

This was also extended to include the wider family, the need to visit and the potential isolation of patients 
if this is not possible. 

“…how will anyone without a car (family/visitors) get back to South Shields from Sunderland…” 

This burden was recognised by the group to include both time and money, resources in very short supply for 
many people.  

“…Cleadon Park to Sunderland bus station £3 and takes 78 minutes…” 

 

Alternative solutions 

The group did offer several practical suggestions to address the travel issues, which were: 
Provision of travel advice at both hospitals to support travellers  

“…travel plan coordinators at SRH and STDH…” 

The adoption of more community focused, not-for-profit solutions to transport issues.  
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“…community transport/subsidised shuttle bus…” 

The use of technology as an alternative to travelling such as telemedicine: 
“Stroke consultants do video inks in SRH so why can’t we do that in STDH?” 

HealthWatch 
There are concerns over the impact of the travel times and availability of public transport 
 

Health Scrutiny (interim) 

Responses from the scrutiny function of the local authorities gave support for the consultation process, with 
specific concerns around: 
• Transport and travel issues being addressed 

.Third sector /Voluntary / Community organisations (All proposals) 
Observations and requests: Travel and transport impacts in both cost and time in all service proposals 

The impact on young carers  
The impact on young people and families  

Public Technical responses  
The majority of submissions focused on the transport difficulties in making the journey from South Tyneside to 
Sunderland. The two main issues were cost for those who could least afford it and the lack of any direct 
connection by public transport. 
These submissions contained various suggestions for improving this situation from reinstating bus services to 
an NHS shuttle bus between the two sites.   
 
NHS Governors and staff  
The main concern of this group was the impact of changes to travel and transport in the proposals which will 
have a very negative impact on services and safety if no mitigation is taken 
 
Discussion events (stroke services)  
There were very specific concerns around the ability of the proposed service rearrangement to meet stroke 
victim’s need for treatment in the so-called golden hour.  

“…the first hour, the ‘Golden hour’ is important…” 

“In Stroke, the first 30 minutes is really important…” 

Focus Groups (Stroke services) 

Public transport from South Tyneside to Sunderland is a major issue described as ‘geographical 
nightmare’, overall the view was that adding extra travel distance without focussed support is 
unacceptable. However, participants in the Sunderland coalfields area stated they were used to 
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travelling some distance to SRH anyway, and “…failed to see why additional travel should or 
would be an issue…” (Stoke Survivors) 

 

THEME 8: Impact on the wider health and care system  
Discussion events: ALL PROPOSALS: additional costs (deprivation)  
This led to speculation that moving services to Sunderland would lead to an increase in calls to the Ambulance 
Service from deprived areas due to the simple economics of the situation.   

“…they can’t afford a taxi, so the only other option is to call an ambulance…” 

Discussion events ALL PROPOSALS Travel and Transport There was also an opinion that the travel difficulties 
between South Tyneside and Sunderland would result in the transfer of demand to other areas, specifically 
Gateshead and Newcastle.  

“…from Hebburn you would go to Gateshead not Sunderland…” 

“…the public want the best on their doorstep…people want to go where they have always gone…” 

Focus Groups: ALL PROPOSALS: Shifting service to other areas 
The groups indicated they felt the intention of changes in service options was to redirect patients to 
Sunderland from South Tyneside. However, it was identified that this ignored the local geography, preferences 
(“we don’t mix well with Mackems”), and road networks and, perhaps, introduced an unintended or 
unconsidered consequence of the changes resulting in patient flow to other areas. Respondents from South 
Tyneside cited the difficulties with traffic on the A19 and the availability of services closer to home: 

“QE and RVI are easier to get to than SRH –I wouldn’t even think of going to Sunderland” 

Health Scrutiny (interim) - Responses from the scrutiny function of the local authorities gave support for the 
consultation process, with specific concerns around: 
• The impact on local authority social care budgets through frequent NHS changes 
• Assurances that dialogue is happening between the other STP footprints in the region 

Public and technical responses  

Community and Social Care: There was some criticism of the consideration of hospital care without 
considering changes in community care and rehabilitation along with the availability and cost of social care. 

Shifting Services to other Areas: A feeling was expressed that for communities in South Tyneside, 
that moving service to Sunderland would instead see people seeking care at Gateshead or 
Newcastle, which have better transport links. 

The scope of the IIA was restricted to 
exploring the impact on populations 
immediately affected by the proposals 
and did not extend to the wider 
healthcare system.  
 
The feedback did not identify any 
changes in the scope, scale or nature of 
the impacts on equality, health and 
health inequalities identified in the IIA 
or any other vulnerable groups. 

 

Mitigating actions  
These concerns were 
addressed in Section 5.1.5 
Sustainable capacity to meet 
the needs of an ageing 
population. 
 
 
No additional actions have 
been suggested 
 
No specific amendments or 
additions required in relation 
to  
• Equality Impact 

Assessment 
• Health & Inequalities 

Impact Assessment  
• Mitigating actions  
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THEME 9: NEAS Capacity and staffing 
 
Discussion events ALL PROPOSALS: Staffing Ambulance staff were also considered in the discussions. 

“…huge impact on NEAS – how will they manage both staff and facilities?” 

Discussion Events: ALL PROPOSALS Ambulance Services 
A large strand of discussion was around the provision of ambulances by the North-East Ambulance Service 
(NEAS) and the perceived uncertainty of their support for the options, sparked by the lack of published 
information at the events. The key issue was: 

“…can NEAS cope…have the got the capacity for the transfers implied in the options?”  

“… NEAS are not guaranteeing transfer times…will they be able to guarantee adequate coverage?” 

Focus Groups: ALL PROPOSALS: Ambulance response times 
The groups expressed specific concern over the ability of the ambulance service to respond to emergency 
situations, specifically the ‘blue light’ travel time to Sunderland from South Tyneside, citing; 
• Concerns from stroke survivors on the likely impact of delivering hyper acute care within the so-called 

‘golden hour’ in which the extent of recovery of the individual is largely determined;  
• For maternity services the issues around labour, this can go wrong quickly and at any time and the 

capacity of the transfer from South Tyneside quickly enough to ensure the safety of mother and child.  
• For children and young people’s urgent and emergency services there are specific concerns from South 

Tyneside residents about emergency transfers to Sunderland in cases outside the 8-to-8 window or 
where the 24-hour nurse led service can’t deal with the emergency.  

This is coupled with a further concern over the additional pressure this puts on ambulance services and their 
crews dealing with these service changes.  
 
Travel and transport discussion group: All Proposals - Ambulance response 
The overall comments around the Ambulance Service focused on the perceived lack of concrete 
information around their responses to the proposals and the difficulty in making any informed input into 
the consultation.  

“…there is not clear evidence re NEAS to consult properly…” 

 “Discussions with NEAS have been taking place for over a year and we are still no further 
forward.” 

It was also noted that the Path to Excellence is a phased process, with concern raised over the effect of 
additional change on NEAS services. The worry was that this had not been accounted to in planning or cost 
saving calculations.  

“…this is just the first phase – what will happen when more trusts come together – what will the 

EqIA 
The positive and negative impacts on 
staff and vulnerable groups were 
systematically considered in the 
baseline IIA.    
 
Equality issues relating to these 
concerns were considered in the 
equality impact assessment 

 
o Tables 1 and 2 – Race 
o Tables 1 and 2 - 

Disability 
o Tables 1 and 2 – Socio-

economic disadvantage  
o Tables 1 and 2 – Age 

 
These concerns do not identify any 
additional equality impacts, any 
changes in the scale or nature of the 
equality impacts which have already 
been identified or any other equality 
groups which could be vulnerable 
 
HIIA 
The impact on health and health 
inequalities was systematically 
considered in the baseline IIA.  
 
These nature and scale of these 
concerns were considered in 
• Table 4 and 5 – Health care 

relevant to population need 
• Table 4 and 5 – Death 
• Table 4 and 5 Disability 
• Table 4 and 5 Sensory Impairment 
• Table 4 and 5 Cognitive 

impairment 
• Table 4 and 5 Social Dependency  
• Table 4 and 5 Health related 

Mitigating actions 
These concerns were 
addressed by suggestions in 
Section  
5.1.3 Emergency transfers 
between South Tyneside and 
Sunderland hospitals  
 
The concerns indicate that  
the IIA should be further 
developed to  
d) provide more evidence 

about North East 
Ambulance Services 
capacity to support the 
proposals 

e) use that evidence to 
review the impact on 
Health and Inequalities in 
terms of nature and scale 

f) review those impacts 
and, if appropriate, 
develop further 
suggestions to mitigate 
against any new impacts  
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overall impact on NEAS be across the region…” 

Service specific issues were also raised, in particular the ability of ambulances to respond to Strokes and 
ensure the patient is treated within the ‘golden hour’.  

“Stroke: does the 12-minute transfer time include the time you wait for a blue light ambulance?”  

Passenger Transport Service (PTS) ambulances were also seen as an issue, particularly for those reliant on 
them and needing to attend appointments at short notice.  

“…booking PTS ambulance - need 5 days’ notice…” 

Staff Q&A events:  
• There is a reliance on a responsive ambulance service, staff feel this has not been confirmed which makes 

meaningful discussion difficult, if not impossible.  

recent experience of a request for an 8-minute ambulance transfer which took 45 minutes. 

NEAS response and risk assessment hasn’t been shared – asking for comment with the full facts 

HealthWatch (all proposals) 
There are also concerns over the ability of NEAS to support the proposed options. 
 

Health Scrutiny (interim – all proposals) 
Responses from the scrutiny function of the local authorities gave support for the consultation process, with 
specific concerns around: 
• Assurances from NEAS on their capacity to support these changes 

NHS Organisations (all proposals) 
All NHS organisations recognise the clinical and workforce issues driving the changes and support the 
principles and recognise the safety of the options, with specific concerns around: 
Ambulance Response Times; and  
The sustainability of MLUs and a need to learn from elsewhere.  
 
Public technical responses 
Concerns were raised over the increased ambulance transfer times to Sunderland for South Tyneside residents 
and the worry over a detrimental impact this will have on care. 
 
NEAS  and NNeTs 
Both NEAS and NNeTS have provided detailed submissions on their capacity and capability to meet the 
changes in the Options being consulted on.  
 
Discussion events (Stroke Services) 

quality of life 
• Table 4 and 5 effective health care 
• Table 4 and 5 Safe health care 
• Table 4 and 5 Cost efficient health 

care 
• Table 4 and 5 Acceptable health 

care 
• Evidence base – NEAS 

performance indicators Figures 11 
- 14 

 
The baseline HIIA was conducted in the 
absence of evidence relating to NEAS 
capacity and under the assumption 
that such evidence would be 
forthcoming.    
 
Further information, combined with 
concerns raised in the consultation 
indicates that further work is required 
to reassess the HIIA impact scores.  
 
 
 



 

Page | 46 
 

Additionally, there were comments on the apparent lack of NEAS involvement in the assessment and the fact 
that they had not published their assessment of the travel times, and implications of the various options. 
 
Focus groups (Stroke Services) 
The move to Sunderland of the hyper acute and acute services is likely to cause extra pressure on the 
Ambulance Service and Paramedics, which could have serious consequences for staff if this is additional 
pressure is not supported; 
 

THEME 10: The consultation process 
 
Discussion events ALL PROPOSALS The Consultation Process There was widespread criticism of the Path to 
Excellence consultation exercise, much of it directed towards Government policies outside South Tyneside and 
Sunderland that are viewed as driving these changes.  
There were also strongly voiced concerns that staff had not been involved in developing the options and being 
consulted 
This was coupled with very strong concerns that third options put forward by staff for maternity and 
paediatric services were not in final cut, leading to staff feeling their opinions were not listened to or valued.  
 
Discussion events ALL PROPOSALS: criticism of the options  
There were also concerns raised over the financial modelling of the options: 

“Where does the extra funding come from?” 

“…why does Option 1 cost more but Options 2 generates savings?” 

 “Option 1 costs are misleading…don’t make sense; how can it close at night, save money and still 
run at a loss?” (Paediatric Services)  

 
Discussion events ALL PROPOSALS: Travel and Transport  
The groups identified a general and significant concern over distance between Sunderland and South Tyneside 
and the time it will take to travel. This was heightened by concerns expressed over the travel times used in the 
impact assessment, with the belief being that these were not based in reality; unless as a ‘blue light’ journey, 
and even then, there was scepticism.  

“…the consultation document says 12 minutes from South Tyneside to SRH…not realistic…” 

“…e.g. page 94, 6 minutes, is this a misprint?” 

EqIA and HIIA 
The baseline IIA systematically 
considered Equality, Health and Health 
inequalities impacts in relation to 
specific vulnerable groups and on the 
basis of expert evidence.  
 
This assessment was based on 
published research and expert 
evidence - full details are provided in 
the baseline IIA.  
 
The baseline IIA was published as part 
of the detailed information available to 
inform the consultation.  
 
The IIA identified and described 
vulnerable groups that might 
experience greater challenges 
contributing to the consultation 
process.   The process therefore sought 
to actively engage with representatives 
of these groups so that their views and 
experiences could be considered.  
 
This Addendum to the baseline IIA 
systematically seeks to consider and 
incorporate consultation feedback – 
especially the views of vulnerable 
groups  

Mitigating actions  
This Table specifically 
highlights the feedback which 
duplicates or complements the 
concerns raised by the 
baseline IIA.   
 
All stakeholders should 
consider this addendum in 
combination with the baseline 
IIA. 
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Concerns were also raised in the groups over the public transport figures being used.  
“…the stats on metro stations being within 800m of the hospital are incorrect – it’s more than a 
mile and a half…” 

 
Focus Groups: ALL PROPOSALS : The consultation process and evidence base 
There was widespread discussion of the consultation processes themselves, the presentation of the options 
and the language used to describe them, as: 
• The option descriptions are all the same or very similar, the favourite in all of them is Sunderland, with 

South Tyneside facing service reduction in all of them. Equally the options are presented in such a way 
that it is clear the way the groups feel they are expected to express a preference. From one of the groups 
it is described as ‘loading the dice’ 

• The overall format of the consultation is too complex in its language and the number of services and 
options being considered. This was particularly true for the groups where English is not their first 
language, those with learning disability or cognitive impairment and the time pressured parents 
specifically.  

• There were observations, particularly from stroke survivors, that: 

“…the options had been loaded to make you have to choose the best of a bunch of unacceptable 
options and that there was no evidence to show that these options were necessary for 
consideration.”  

Concluding that the case presented to the groups offered no supporting evidence that options were an 
improvement in the “duty of care the NHS has to the residents of South Tyneside.” 

• What’s the point: While some groups were welcoming of the opportunity of being consulted on the 
options there were many specific and heated opinions on this matter, notably: 
• Young people who feel their opinions are overlooked; 
• Disability groups who feel they are a ‘tick box’ consultee for the local authority and NHS 

organisations whenever there is an issue; 
• Single mothers who feel they have been consulted in the past on different issues only to have their 

views ignored. 

Overall, while continuing to support consultation the view is increasingly ‘what’s the point’. 
 
Travel and Transport Discussion Group: ALL PROPOSALS: Process criticisms 
There was an overall scepticism of the validity of the field testing used in the transport impact assessment 
and the assumptions contained around travel times. 

Is the field testing late at night/overnight?  

 
These concerns do not identify any 
additional equality impacts, any 
changes in the scale or nature of the 
equality impacts which have already 
been identified or any other equality 
groups which could be vulnerable 
 
These concerns do not identify any 
additional impacts in the scope or scale 
of the impacts on Health or Health 
Inequalities which were identified in 
the IIA.   
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“(I) dispute 20-minute time to SRH from South Shields.  There are lots of bus changes and this is 
particularly difficult for mums with kids. Whiteleas takes 3 buses, Hebburn 2/3 buses – therefore, 
not 20 minutes with lots of bus connections…” 

There was also a more fundamental challenge to the process, in that evidence was not available on the 
travel and transport issues during the consultation period, which some felt meant decisions were being 
made without having the facts available.  

You mentioned 20-25 minutes increase in travel time is average and field testing is ongoing so why 
are we here tonight – you should have gotten the evidence first.  Evidence will appear later, and 
public won’t get a chance to have a say – will the consultation be extended 

 

Staff Q&A events: Concern/disapproval that as a group they had not been involved in the pre-consultation 
stages of this exercise. The feeling was their expertise and experience had been overlooked and where they 
had 

HealthWatch 
The level of involvement by the programme team and the appointment of an independent assessor (the 
Consultation Institute) was welcomed, but there were criticisms of the process, namely: 
• Easy Read versions being available late 
• Low uptake at consultation events despite proactive publicity 
• Late involvement of minority groups, and a request for a detailed breakdown of representation and 

attendance; 

Health Scrutiny (interim) 

Responses from the scrutiny function of the local authorities gave support for the consultation process, with 
specific concerns around: 
• A review of the consultation process and logistics is conducted 

Trade unions and staff group representatives 
In summary all trade union and staff group representatives oppose the changes on: 
• Lack of meaningful engagement of staff in the consultation process; 

Discussion events (Stroke Services) 
There was general confusion about what the options will mean in practice and how the benefits and costs had 
been generated. 

“…not sure where the additional investment would come from for Options 2/3 or where savings in 
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Option 1 would be invested…” 

Additionally, there were comments on the apparent lack of NEAS involvement in the assessment and the fact 
that they had not published their assessment of the travel times, and implications of the various options.  
 
Staff Q&A (Stroke services) 
There was a general concern that the documentation and wording of the options were heavily leading the 
decisions. 

All the documentation seems to support Option1 – are staff being told this is the only option 
While there was a positive recognition of the fact that other realities than individual fault are drivers for these 
changes, including long term recruitment difficulties. However, there were concerns that the options seemed 
to have been developed in isolation, without staff consultation and involvement in the early stages.  

None of the senior therapy staff were involved in the early stages of preparing the consultation 

Can staff put forward their own options? 

 
It is not clear where the financial models come from, and until costs are understood it is difficult to become 
fully engaged.  
 

THEME 11: Views on the Proposed Options (general ) 
 
Discussion events: ALL PROPOSALS Criticism of the options  
The overall impact of all the service changes together were felt to be detrimental to South Tyneside: 

“If Option 2 is chosen for both Maternity and Children and Young people’s services it would be 
worse effect on South Tyneside…” 

Focus groups: ALL PROPOSALS Status Quo and financial pressures 
The overarching view is that the only fair and equitable service provision is to leave it the same and there was 
strong opposition in the groups to all the implementation of all the options. Equally, there is a balancing view 
that the cuts in NHS funding are the driver for these changes and the best care that can be provided is the 
most important, if not ideal, factor.  
 
Health watch  
There was support for the options, with the caveat that travel, and accesses were major issues in all.  
 
Health scrutiny - interim 
Responses from the scrutiny function of the local authorities gave support for the consultation process, with 
specific concerns around: 
• The impact on local authority social care budgets through frequent NHS changes 
• Assurances that dialogue is happening between the other STP footprints in the region 

EqIA 
The positive and negative impacts on 
staff and vulnerable groups were 
systematically considered in the 
baseline IIA.    
 
Additional EqIA concerns have been 
summarised in this table under 
relevant and specific thematic 
headings.  
 
HIIA 
The impact on health and health 
inequalities was systematically 
considered in the baseline IIA.  
 
Additional HIIA concerns have been 
summarised in this table under 
relevant and specific thematic 
headings.  
 

Mitigating actions 
The IIA proposes suggestions 
in the following sections:  
 
5.1.1  Helping everyone to 
understand and adapt to the 
changes in service provision 
5.1.2 Addressing travel and 
transport costs  
5.1.3 Emergency transfers 
between South Tyneside and 
Sunderland hospitals  
5.1.4 Promoting continuity of 
health & social care for stroke 
survivors and their carers 
5.1.5  Sustainable capacity 
to meet the needs of an ageing 
population. 
5.1.6 Public sector skills, jobs 
and investment in South 
Tyneside 
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• Consideration of the need to retain a SCBU at South Tyneside 
• Enhancement of rehabilitation services 
• Assurances from NEAS on their capacity to support these changes 
• Consideration of the availability of specialist paediatric nurses out of hours at STDH 
• Transport and travel issues being addressed 
• Service safety is paramount 
• The ability of SRH to cope with increased demand is considered 
• The future of STDH is considered in this consultation and beyond, including MLU viability 
• Staffing issues and delivery models are fully developed 
• A review of the consultation process and logistics is conducted 

3rd Sector  / voluntary organisations – all services  

Ensuring safety and safeguarding in the proposed changes 

Trade unions and staff group representatives 
In summary all trade union and staff group representatives oppose the changes on: 
• Workforce issues; 
• Safety grounds; 
• Lack of meaningful engagement of staff in the consultation process; 
• Capacity issues at Sunderland; 
• The long-term impact on South Tyneside. 

Elected representatives, Members of parliament and political parties.  
Overall the proposals were opposed by MPs who cited the interests of their constituents as being seriously 
disadvantaged by these proposals, as both patients and staff. 
 
The constituency parties also expressed strong opposition but were supportive of the work of local trade 
unions and community activists to represent their view 

NHS Organisations 
All NHS organisations recognise the clinical and workforce issues driving the changes and support the 
principles and recognise the safety of the options, with specific concerns around: 
• Ambulance Response Times; and  

The sustainability of MLUs and a need to learn from elsewhere 

5.1.7  Increased traffic 
commuting between South 
Tyneside and Sunderland 
 
 
No additional actions have 
been suggested 
 
No specific amendments or 
additions required in relation 
to  
• Equality Impact 

Assessment 
• Health & Inequalities 

Impact Assessment  
• Mitigating actions  
 

THEME12 : High Quality Safe Services (Acute Stroke) 
 

EqIA 
The positive and negative impacts on 
staff and vulnerable groups were 

Mitigating Actions 
These concerns were 
addressed by suggestions in 
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Health Scrutiny (interim) 
Responses from the scrutiny function of the local authorities gave support for the consultation process, with 
specific concerns around: 
• Service safety is paramount 

Trade unions and staff group representatives 
In summary all trade union and staff group representatives oppose the changes on: 
• Safety grounds; 

Voluntary and Community Sector 

Ensuring safety and safeguarding in the proposed changes 

Discussion events (Stroke services) 
The importance of providing stroke patients with specialist care was recognised and viewed as being a very 
positive element of the options for rearranged services. 

“…specialist care is crucial and overrides travel issues as it impacts on recovery…” 

Focus groups (Stroke services) 
The groups were generally favoured the idea of a concentration of hyper acute and acute services in one area, 
recognising this provided a concentration of excellence in terms of skills, personnel, and equipment. 

“…we agree with the clinical people...we’ve already moved stroke care from South Tyneside to 
Newcastle and Sunderland…that can cover everything at the same time…” (BME group, South 
Shields) 

“…the centralisations of services is far better than having a few mediocre services…” (Stroke 
Survivor’s Carer, Sunderland)  

 

systematically considered in the 
baseline IIA.    
 
These concerns do not identify any 
additional equality impacts, any 
changes in the scale or nature of the 
equality impacts which have already 
been identified or any other equality 
groups which could be vulnerable 
 
HIIA 
The impact on health and health 
inequalities was systematically 
considered in the baseline IIA.  
The HIIA recognised the importance of 
specialist rehabilitation and re-
enablement for stroke survivors.  
 
These nature and scale of these 
concerns was considered in 
Tables 4 and 5: Disease 
Tables 4 and 5: Emotional wellbeing 
Tables 4 and 5: Sensory impairment 
Tables 4 and 5: Cognitive impairment 
and disability 
Tables 4 and 5: Social dependency 
Tables 4 and 5: Health related quality 
of life 
Tables 4 and 5: Health related 
biological risk factors  
Tables 4 and 5: Lifestyle related risk 
factors   
Tables 4 and 5: Effective health care 
Table 4 an 4: Safe care 
Tables 4 and 5: Acceptable health care 
 
These concerns do not identify 
additional health or health inequalities 
risks or benefits 
 

Section 
5.1.4 Promoting continuity of 
health & social care for stroke 
survivors and their carers 
 
No additional actions have 
been suggested 
 
 
No specific amendments or 
additions required in relation 
to  
• Equality Impact 

Assessment 
• Health & Inequalities 

Impact Assessment  
• Mitigating actions  
 
 



 

Page | 52 
 

This feedback does not identify any 
changes in the scope, scale or nature of 
the impacts on health and health 
inequalities identified in the IIA or any 
other vulnerable groups. 
 

THEME 13: Understanding and adapting to the proposals  
 
Focus groups ALL PROPOSALS (Trust) 
For many of the equalities groups one of the biggest barriers is gaining trust in the service. The changes were 
felt to have a disproportionate effect on those with sensory or learning disabilities, cognitive impairment and 
people from BME backgrounds who find it difficult to establish this trust in new services and particularly 
difficult to navigate a new environment with confidence. The common issue being communication and 
understanding. 
 
Health Scrutiny (interim) 
Responses from the scrutiny function of the local authorities gave support for the consultation process, with 
specific concerns around: Staffing issues and delivery models are fully developed 
 
Discussion events (Stroke Services) 
A general query was raised in the groups around the way in which people having a transient ischaemic attack 
(TIA) or ‘mini-strokes’, which though felt to be less serious are still serious and it is not apparent how they are 
dealt with in the options presented. 

“…what will be the position for people having TIAs… what is the treatment pathway?” 

 
This was also queried in terms of services for younger stroke patients, which while recognised as being rarer 
than in older people is perhaps more distressing because of that. 

“…what services are offered to younger stroke survivors?” 

“…how can the relevant discharge services and care plans be co-ordinated?” 

Staff Q&A (stroke services) 
Staff felt that while the service would benefit from the proposals, the major omission was consideration of the 
discharge support and service offers. 

“Care packages are influencing length of stay, dependent on borough…” 

Once the changes are implemented and the temporary measures lifted will the need to meet NICE safe 
staffing levels have a negative impact on savings or has this been considered? 

 

EqIA 
The positive and negative impacts on 
staff and vulnerable groups were 
considered in the baseline IIA.    
 
These concerns do not identify any 
additional equality impacts, any 
changes in the scale or nature of the 
equality impacts which have already 
been identified or any other equality 
groups which could be vulnerable 
 
HIIA 
The impact on health and health 
inequalities was systematically 
considered.  
 
The HIIA assumed that services for TIAs 
would be addressed as part of the 
suspected stroke pathway. 
 
These nature and scale of these 
concerns were considered in 
 
Table 4 and 5  - Effective health care 
Table 4 and 5 – Safe health care 
Table 4 and 5  - Acceptable health care 
Table 4 and 5 – Cost efficient health 
care 
Table 4 and 5. – Health care relevant to 
population need 
Table 4 and 5  - Education skills and 
learning 
Table 4 and 5  - Employment 

Mitigating actions 
These concerns were 
addressed by suggestions in 
 
5.1.1  Helping everyone to 
understand and adapt to the 
changes in service provision 
5.1.4 Promoting continuity of 
health & social care for stroke 
survivors and their carers 
5.1.5 Sustainable capacity to 
meet the needs of an ageing 
population. 
 
The comments emphasise 
stakeholders’ interest in 
accessing further details of 
the proposals and further 
understanding 
implementation plans.  
 
No additional actions have 
been suggested 
 
No specific amendments or 
additions required in relation 
to  
• Equality Impact 

Assessment 
• Health & Inequalities 

Impact Assessment  
• Mitigating actions  
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There were a number of practical issues not fully explained or explored in the options such as: 
“if we get a suspected stroke via ambulance in ED but the diagnosis is not stroke would the patient 
be repatriated back to South Tyneside?” 

“Would patients from South Tyneside have to move to STDH even if they chose not to? 

 

Table 4 and 5 – Business development 
& investment 
 
 
 

THEME 14: Preferred Options (Stroke Services ) 
 

Health Scrutiny (interim) 
Responses from the scrutiny function of the local authorities gave support for the consultation process, with 
specific concerns around: 
• Consideration of the need to retain a SCBU at South Tyneside 
• Consideration of the availability of specialist paediatric nurses out of hours at STDH 
• Transport and travel issues being addressed 
• Service safety is paramount 
• Staffing issues and delivery models are fully developed 

Voluntary and Community Sector  

• The incorporation of dementia assessment in new Stroke care services 
• Concerns over the proposed Stroke services 

o Transport for carers (public transport between sites is poor). 
o Access to carer support services in South Tyneside (i.e. mechanism put in place to 

familiarise Sunderland staff with South Tyneside services). 
o Ensuring effective discharge planning is in place to support people going back home in 

South Tyneside. 
o Need to ensure good communication between South Tyneside and Sunderland Community 

Stroke Team services. 
• Ensuring safety and safeguarding in the proposed changes 

Discussion events (Stroke services) 

The importance of providing stroke patients with specialist care was recognised and viewed as being a very 
positive element of the options for rearranged services.  

“…specialist care is crucial and overrides travel issues as it impacts on recovery…” 

However, there was a contrary concern that the travel burdens, if too repetitious could actually have a 
negative impact on stroke patients.  

EqIA 
The positive and negative impacts on 
staff and vulnerable groups were 
systematically considered in the 
baseline IIA.    
 
These concerns do not identify any 
additional equality impacts, any 
changes in the scale or nature of the 
equality impacts which have already 
been identified or any other equality 
groups which could be vulnerable 
 
HIIA 
The impact on health and health 
inequalities was systematically 
considered in the baseline IIA.  
 
These nature and scale of these 
concerns were considered in 
: 
 

o Tables 4 and 5 – Death 
o Tables 4 and 5 – Disease 
o Tables 4 and 5 – Disability 
o Tables 4 and 5 – Emotional 

wellbeing 
o Tables 4 and 5 – Sensory 

impairment 
o Tables 4 and 5 – Cognitive 

impairment  
o Tables 4 and 5 – Social 

dependency 
o Tables 4 and 5  - Health 

Mitigating actions 
No additional suggestions 
were made.  
 
No specific amendments or 
additions required in relation 
to  
• Equality Impact 

Assessment 
• Health & Inequalities 

Impact Assessment  
• Mitigating actions  
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“…need to avoid…unnecessary transfer for specialist care…” 

“Transferring patients back and forth after three or five days would be bad treatment…” 

The issue of the length of stay before transferring out of Sunderland for South Tyneside patients was 
welcomed. There were, however, specific concerns over the options which cited specific three or seven-day 
time windows, as being arbitrary and not taking account of individual care needs 

“…the days should be specific to the patient and decided by a consultant…” 

There was a real concern that stroke patients are offered Rehab and re-enablement closer to their home, 
irrespective of the hospital in which they received care.  

 “…how can the relevant discharge services and care plans be co-ordinated?” 

Focus Groups (Stroke services) 
Overall the groups recognised that financial pressure and the need for modern services led to the need for a 
concentration of hyper acute and acute stroke services in one place, with 24-hour, seven days a week access 
to specialist skills, care and equipment. Stroke survivors were delighted to be consulted on this issue. Despite 
this, it was also clear that this acceptance comes with several qualifications, namely: 
• The move to Sunderland of the hyper acute and acute services is likely to cause extra pressure on the 

Ambulance Service and Paramedics, which could have serious consequences for staff if this is additional 
pressure is not supported; 

• The perceived lack of hyper acute and acute stroke care at South Tyneside in a time sensitive 
intervention, would disadvantage residents in receiving care to minimise long term damage in the so-call 
golden hour; and  

Underpinning this was the recognition that the benefits of centralising the acute and hyper acute services in 
one area outweigh other issues. However, the overall savings were felt to be relatively small. 

“Savings of £510,00 does not seem significant for such a change.” 

The groups were generally favoured the idea of a concentration of hyper acute and acute services in one area, 
recognising this provided a concentration of excellence in terms of skills, personnel, and equipment. 
Option 1 was the preferred option for stroke services in the minority of cases where the groups were able to 
agree, mainly based on the cost saving element. But, those that did agree did so with the caveat that “dice 
heavily loaded” in favour of Option 1. 
All groups defended the current situation and felt that provision of hyper acute and acute services at SRH and 
STDH were the only equitable options. Perhaps better defined as status quo plus.  

 

related quality of life 
o Tables 4 and 5 – Effective 

health care 
o Tables 4 and 5  - Safe health 

care 
o Tables 4 and 5 – Cost efficient 

health care 
o Tables 4 and 5  - Acceptable 

health care  
 
It is important to recognise that 
assessments of cost-efficient care are 
based on economic concepts of costs 
and benefits which extend beyond 
finances and address the deployment 
of scarce resources across a health 
care system.  
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Appendix 1: Detailed of the amendments to the Health and Health Inequalities Impact Assessment of all 
options – updates to baseline findings  
 

Revisions to Table 4 in the baseline IIA.  Details of the Health and Health Inequalities Impact Assessment of Option 1 for acute stroke 
services (scores which were changed are highlighted in yellow with additional text highlighted in red) 
 (for further details regarding sources and statistics, please refer to the evidence base summarised in Appendix 3 of the Baseline IIA report and 
the additional evidence about NEAS performance provided in this Addendum Appendix 2 )  
 
A score  = level of evidence B score  = scale of impact   C score  = AXB  Total negative impact score  = sum of C scores relating to negative health and 
health inequalities impacts 

 

The health and 
health inequalities 

impact 

Health 

Positive 

 

Health 

Negative 

Health 
inequalities 

Positive 

Health 
inequalities 

Negative 

 

Explanatory notes 

Impacts relating to 
outcomes of high 
quality health care 

     

Death/Premature 
Death 

 

A= 3 

B= 3 

C=9  

A=3 

B=0 

C=0 

A=3 

B=3 

C=9 

A=2 

B=-2 

C=-4 

Health 

Positive impact - Stroke is a leading cause of mortality in England. There is strong 
research evidence to show that access to high quality acute stroke services can 
reduce mortality.   The proposed changes promote wider and more consistent 
access to high quality stroke services and should reduce stroke related mortality 
rates. 

Negative health - No negative impacts have been identified 
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The health and 
health inequalities 

impact 

Health 

Positive 

 

Health 

Negative 

Health 
inequalities 

Positive 

Health 
inequalities 

Negative 

 

Explanatory notes 

Health inequalities The equality impact assessment identified that some groups 
in S Tyneside may find it harder to understand and adapt to the proposed 
changes. However, acute stroke patients will access services in the same way 
(through direct ambulance transfer to acute stroke services in Sunderland or 
presentation to A&E in with onward transfer to acute stroke services Sunderland.  
The key change will be a further transfer between S Tyneside and Sunderland.   

Positive inequalities  - However, the proposed changes will enable more acute 
stroke patients to consistently access high quality stroke care which will reduce 
associated mortality and thus reduce health inequalities 

Negative inequalities - In theory, this extra step in the patient pathway may lead 
to delays which disproportionately affect patients in S Tyneside.   Delays may 
increase risk of mortality from acute stroke and increase health inequalities 
experienced by the population in S Tyneside.  

Disease 

 

 

A=3 

B=3 

C=9 

A=3 

B=0 

C=0 

A=3 

B=3 

C=9 

A=3 

B=0 

C=0 

Health - In the medium to longer term, stroke can increase the risk of other 
illnesses eg pneumonia or malnutrition.  Evidence shows that specialist stroke 
teams reduce the incidence of such problems.  

Positive impact - Stroke is a leading cause of morbidity in England. There is 
strong research evidence to show that access to high quality acute stroke 
services can reduce morbidity.   The proposed changes promote wider and more 
consistent access to high quality stroke services. 

Negative impact - No negative impacts have been identified 

Health inequalities - The equality impact assessment identified that some groups 
in S Tyneside may find it harder to understand and adapt to the proposed 
changes. However, acute stroke patients will access services in the same way 
(through direct ambulance transfer to acute stroke services in Sunderland or 
presentation to A&E in with onward transfer to acute stroke services Sunderland.  
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The health and 
health inequalities 

impact 

Health 

Positive 

 

Health 

Negative 

Health 
inequalities 

Positive 

Health 
inequalities 

Negative 

 

Explanatory notes 

 

Positive inequalities  - The proposed changes will enable more acute stroke 
patients to consistently access high quality stroke care which will reduce 
subsequent diseases such as pneumonia, malnutrition and reduce health 
inequalities.  

Negative inequalities - No negative impacts have been identified 

Disability – 
physical, mental, 
learning 

 
 

A=3 

B=3 

C=9 

A=3  

B=0  

C=0 

A=3 

B=3 

C=9 

A=2 

B=-2 

C=-4 

Health 

Positive impact - Stroke is a leading cause of morbidity in England. There is 
strong research evidence to show that access to high quality acute stroke 
services can improve stroke outcomes such as physical disability.   The proposed 
changes promote wider and more consistent access to high quality stroke 
services and should reduce levels of physical disability post stroke. 

Negative impact - No negative impacts have been identified 

Health inequalities - The equality impact assessment identified that some groups 
in S Tyneside may find it harder to understand and adapt to the proposed 
changes. However, acute stroke patients will access services in the same way 
(through direct ambulance transfer to acute stroke services in Sunderland or 
presentation to A&E in with onward transfer to acute stroke services Sunderland.  

Positive The proposed changes will enable more acute stroke patients to 
consistently access high quality stroke care which will reduce subsequent 
physical disability and thus reduce health inequalities.  

Negative – Theoretically, transfer delays may increase risk of delayed access to 
thrombolysis and opportunities to reduce disability arising from acute stroke and 
this might increase health inequalities experienced by the population in S 
Tyneside  
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The health and 
health inequalities 

impact 

Health 

Positive 

 

Health 

Negative 

Health 
inequalities 

Positive 

Health 
inequalities 

Negative 

 

Explanatory notes 

 

Emotional 
wellbeing  

 

A=3 

B=3 

C=9 

A= -2 

B=-2 

C=-4 

A=3 

B=3 

C=9 

A= 2 

B=-2 

C=-4 

Health  

Evidence shows that stroke survivors and their carers suffer significant mood 
disorders.  

Positive impact - The proposed changes promote wider and more consistent 
access to high quality stroke services which should improve outcomes and 
reduce the risk of emotional complications for survivors and carers. 

Negative impact – S Tyneside residents who are relatives and friends of those 
affected by stroke could face additional stresses generated by the burden 
associated with increased travel. This additional burden could generate further 
emotional suffering and related ill health.  

Health inequalities  

Positive The proposed changes promote wider and more consistent access to 
high quality stroke services which should improve outcomes and reduce the risk 
of emotional complications for survivors and carers thus reducing health 
inequalities. 

Negative impact – The quality impact assessment showed that the additional 
ravel burden would disproportionately affect some equality groups in S Tyneside. 
This additional burden could generate further emotional suffering and related ill 
health and deepen health inequalities. 

Sensory 
Impairment 

 

 

A=3 

B=3 

C=9 

A=3  

B=0  

C=0 

A=3 

B=3 

C=9 

A=2 

B=-2 

C=-4 

Positive impact - Stroke is a leading cause of sensory impairment in England. 
There is strong research evidence to show that access to high quality acute 
stroke services can reduce the incidence and severity of sensory impairment post 
stroke.   The proposed changes promote wider and more consistent access to 
high quality stroke services and should reduce levels of sensory impairment. 
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The health and 
health inequalities 

impact 

Health 

Positive 

 

Health 

Negative 

Health 
inequalities 

Positive 

Health 
inequalities 

Negative 

 

Explanatory notes 

Negative impact - No negative impacts have been identified 

Health inequalities - The equality impact assessment identified that some groups 
in S Tyneside may find it harder to understand and adapt to the proposed 
changes. However, acute stroke patients will access services in the same way 
(through direct ambulance transfer to acute stroke services in Sunderland or 
presentation to A&E in with onward transfer to acute stroke services Sunderland.    

Negative – Theoretically, transfer delays may increase risk of delayed access to 
thrombolysis and opportunities to reduce disability arising from acute stroke and 
this might increase health inequalities experienced by the population in S 
Tyneside  

Positive The proposed changes will enable more acute stroke patients to 
consistently access high quality stroke care which will reduce subsequent sensory 
impairment and thus reduce health inequalities.  

Cognitive 
impairment and 
disability 

 

A=3 

B=3 

C=9 

A=3 

B=0 

C=0 

A=3 

B=3 

C=9 

A=2 

B=-2 

C=-4 

 

Positive impact - Stroke is a leading cause of cognitive problems in England. 
There is strong research evidence to show that access to high quality acute 
stroke services can reduce the incidence and severity of cognitive problems post 
stroke.   The proposed changes promote wider and more consistent access to 
high quality stroke services and should reduce the burden of ill health relating to 
cognitive problems.  

Negative impact - No negative impacts have been identified 

Health inequalities - The equality impact assessment identified that some groups 
in S Tyneside may find it harder to understand and adapt to the proposed 
changes. However, acute stroke patients will access services in the same way 
(through direct ambulance transfer to acute stroke services in Sunderland or 
presentation to A&E in with onward transfer to acute stroke services Sunderland.    

Positive The proposed changes will enable more acute stroke patients to 
consistently access high quality stroke care which will reduce subsequent 
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The health and 
health inequalities 

impact 

Health 

Positive 

 

Health 

Negative 

Health 
inequalities 

Positive 

Health 
inequalities 

Negative 

 

Explanatory notes 

cognitive impairment and thus reduce health inequalities.  

Negative – Theoretically, transfer delays may increase risk of delayed access to 
thrombolysis and opportunities to reduce cognitive disability arising from acute 
stroke and this might increase health inequalities experienced by the population 
in S Tyneside  

Social Dependency 

 

 

A=3 

B=3 

C=9 

A=3 

B=0 

C=0 

A=3 

B=3 

C=9 

A=2 

B=-2 

C=-4 

 

 

Health 

Positive impact - Stroke is a leading cause of social dependency in England. There 
is strong research evidence to show that access to high quality acute stroke 
services can improve stroke outcomes such as social dependency.   The proposed 
changes promote wider and more consistent access to high quality stroke 
services and should reduce levels of dependency post stroke. 

Negative impact - No negative impacts have been identified 

Health inequalities - The equality impact assessment identified that some groups 
in S Tyneside may find it harder to understand and adapt to the proposed 
changes. However, acute stroke patients will access services in the same way 
(through direct ambulance transfer to acute stroke services in Sunderland or 
presentation to A&E in with onward transfer to acute stroke services Sunderland.  

Positive The proposed changes will enable more acute stroke patients to 
consistently access high quality stroke care which will reduce subsequent 
dependency and thus reduce health inequalities.  

Negative – Theoretically, transfer delays may increase risk of delayed access to 
thrombolysis and opportunities to reduce dependency arising from acute stroke 
and this might increase health inequalities experienced by the population in S 
Tyneside.   
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The health and 
health inequalities 

impact 

Health 

Positive 

 

Health 

Negative 

Health 
inequalities 

Positive 

Health 
inequalities 

Negative 

 

Explanatory notes 

Health related 
quality of life 

 

A=3 

B=3 

C=9 

A=3 

B=0 

C=0 

A=3 

B=3 

C=9 

A=2 

B=-2 

C=-4 

 

Health 

Positive impact - Stroke is a leading cause of disability and distress in England 
leading to significantly reduced quality of life. There is strong research evidence 
to show that access to high quality acute stroke services can improve stroke 
outcomes such as quality of life.   The proposed changes promote wider and 
more consistent access to high quality stroke services and should improve quality 
of life  post stroke. 

Negative impact - No negative impacts have been identified 

Health inequalities - The equality impact assessment identified that some groups 
in S Tyneside may find it harder to understand and adapt to the proposed 
changes. However, acute stroke patients will access services in the same way 
(through direct ambulance transfer to acute stroke services in Sunderland or 
presentation to A&E in with onward transfer to acute stroke services Sunderland.  

Positive The proposed changes will enable more acute stroke patients to 
consistently access high quality stroke care which will improve quality of life  post 
stroke and thus reduce health inequalities.  

Negative – Theoretically, transfer delays may increase risk of delayed access to 
thrombolysis and opportunities to improve quality of life  post acute stroke and 
this might increase health inequalities experienced by the population in S 
Tyneside.   

 

Health related 
biological risk 
factors eg, atrial 
fibrillation 

A=3 

B=3 

C=9 

A=3 

B=0 

C=0 

A=3 

B=3 

C=9 

A=2 

B=-2 

C=-4 

 

Health - High quality health stroke care includes biological risk reduction in the 
short and longer term.  

Positive health- The proposed changes promote wider and more consistent 
access to high quality stroke services and should reduce stroke related biological 
risk factors and reduce the risk of stroke recurrence. 
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The health and 
health inequalities 

impact 

Health 

Positive 

 

Health 

Negative 

Health 
inequalities 

Positive 

Health 
inequalities 

Negative 

 

Explanatory notes 

 

 

 

 Negative health - No negative impacts have been identified 

Health inequalities - Biological risk factors are more prevalent in some equality 
groups identified in the equality impact assessment. Long term risk reduction of 
biological risk factors hinges on high quality primary care.  Issues of continuity 
e.g. prescribing handovers between hospital and primary care services might 
disproportionately affect residents of South Tyneside where relationships 
between primary and Sunderland secondary care are weaker.   

Positive inequalities  - the proposed changes will enable more acute stroke 
patients to consistently access high quality stroke care which should reduce 
stroke related biological risk factors and reduce the risk of stroke recurrence and 
thus reduce health inequalities 

Negative inequalities – there is a small theoretical risk that, without effective 
joint working between primary care services in S Tyneside and acute services in 
Sunderland, biological risk factors will not be consistently managed over time 
and this might deepen health inequalities in S Tyneside.   

 

Lifestyle  related 
risk factors for 
stroke eg smoking, 
exercise 

 

 

A=3 

B=3 

C=9 

A=3 

B=0 

C=0 

A=3 

B=3 

C=9 

A=2 

B=-2 

C=-4 

 

 

Health - High quality health stroke care includes action on lifestyle factors in the 
short and longer term.  

Positive health- The proposed changes promote wider and more consistent 
access to high quality stroke services and should reduce lifestyle related stroke 
risk factors and reduce the risk of stroke recurrence. 

Negative health - No negative impacts have been identified 

Health inequalities - lifestyle related stroke risk factors are more prevalent in 
some equality groups identified in the equality impact assessment. Long term 
risk reduction of lifestyle risk factors hinges on high quality integrated care.  
Issues of care continuity and integration between Sunderland acute services and 
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The health and 
health inequalities 

impact 

Health 

Positive 

 

Health 

Negative 

Health 
inequalities 

Positive 

Health 
inequalities 

Negative 

 

Explanatory notes 

S Tyneside community and primary care services might disproportionately affect 
residents of South Tyneside.  

Positive inequalities  - the proposed changes will enable more acute stroke 
patients to consistently access high quality stroke care which should reduce 
lifestyle related stroke risk factors and reduce the risk of stroke recurrence and 
thus reduce health inequalities 

Negative inequalities – there is a small theoretical risk that, without effective 
integration  between community and primary care services in S Tyneside and 
acute services in Sunderland, lifestyle related stroke risk factors will not be 
consistently managed over time and this might deepen health inequalities in S 
Tyneside.   

 

Health inequalities 
– not scored as 
addressed 
throughout 

    The equality assessment and the health and health inequalities assessments have 
explored this issue with relevance to specific priority groups and health 
outcomes.  

Access to high 
quality health 
care 

     

Effective health 
care 
 

 

A=3 

B=3 

C=9 

A=3 

B=0 

C=0 

A=3 

B=3 

C=9 

A=2 

B=-2 

C=-4 

Health 

Positive impact – The national evidence base and recommendations provide 
strong evidence to indicate that the proposed model for reconfiguration of 
stroke services will create a more effective service. The proposals will promote 
wider and more consistent access to high quality stroke services and should 
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The health and 
health inequalities 

impact 

Health 

Positive 

 

Health 

Negative 

Health 
inequalities 

Positive 

Health 
inequalities 

Negative 

 

Explanatory notes 

 

 

improve stroke outcomes. 

Negative health - No negative impacts have been identified 

Health inequalities The equality impact assessment identified that some groups 
in S Tyneside may find it harder to understand and adapt to the proposed 
changes. However, acute stroke patients will access services in the same way 
(through direct ambulance transfer to acute stroke services in Sunderland or 
presentation to A&E in with onward transfer to acute stroke services Sunderland.  
The key change will be a further transfer between S Tyneside and Sunderland.   

Positive inequalities  - The proposed changes will enable more acute stroke 
patients to consistently access high quality stroke care which will reduce 
associated mortality and thus reduce health inequalities 

Negative inequalities - In theory, this extra step in the patient pathway may lead 
to delays which disproportionately affect patients in S Tyneside.   Delays may 
increase risk of mortality from acute stroke and increase health inequalities 
experienced by the population in S Tyneside 
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health inequalities 

impact 

Health 

Positive 

 

Health 

Negative 

Health 
inequalities 

Positive 

Health 
inequalities 

Negative 

 

Explanatory notes 

Safe health care  
 
 

A=3 

B=3 

C=9 

A=2 

B=-2 

C=-4 

A=3 

B=3 

C=9 

A=2 

B=-2 

C=-4 

Health 

Positive impact – The national evidence base and recommendations provide 
strong evidence to indicate that the proposed model for reconfiguration of 
stroke services will create a safer service. The proposals will promote wider and 
more consistent access to safer stroke services and reduce lengths of stay.  This 
should reduce the incidence of unintended negative consequences of health 
care. 

Negative health - In the patient safety literature, communication and handovers 
between teams are recognised as key risk factors. This suggests that – in theory - 
the extra step in the patient pathway for S Tyneside residents may lead them 
experiencing a greater risk to patient safety arising from greater demands for 
effective communication and handovers between teams 

Health inequalities The equality impact assessment identified that some groups 
in S Tyneside may find it harder to understand and adapt to the proposed 
changes. However, acute stroke patients will access services in the same way 
(through direct ambulance transfer to acute stroke services in Sunderland or 
presentation to A&E in with onward transfer to acute stroke services Sunderland.  
The key change will be a further transfer between S Tyneside and Sunderland.   

Positive inequalities  - the proposed changes will enable more acute stroke 
patients to consistently access high quality stroke care which will reduce the 
incidence of unintended negative consequences of health care and thus reduce 
health inequalities 

Negative inequalities - In the patient safety literature, communication and 
handovers between teams are recognised as key risk factors. This suggests that – 
in theory - the extra step in the patient pathway for S Tyneside residents may 
lead them experiencing a a greater risk to patient safety arising from greater 
demands for effective communication and handovers between teams.  This 
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The health and 
health inequalities 

impact 

Health 

Positive 

 

Health 

Negative 

Health 
inequalities 

Positive 

Health 
inequalities 

Negative 

 

Explanatory notes 

might deepen health inequalities in S Tyneside.  

Cost - Efficient 
health care 
 

 
 

A=3 

B=3 

C=9 

A=3 

B=0 

C=0 

 

A=3 

B=3 

C=9 

A=2 

B=-2 

C=-4 

 

 

 

Health 

Positive impact – The national evidence base and recommendations provide 
strong evidence to indicate that the proposed model for reconfiguration of 
stroke services will create a more cost-efficient service. The proposals will 
promote wider and more consistent access to high quality stroke services and 
should improve stroke outcomes. 

Negative health - No negative impacts have been identified 

Health inequalities The equality impact assessment identified that some groups 
in S Tyneside may find it harder to understand and adapt to the proposed 
changes. However, acute stroke patients will access services in the same way 
(through direct ambulance transfer to acute stroke services in Sunderland or 
presentation to A&E in with onward transfer to acute stroke services Sunderland.  
The key change will be a further transfer between S Tyneside and Sunderland.   
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The health and 
health inequalities 

impact 

Health 

Positive 

 

Health 

Negative 

Health 
inequalities 

Positive 

Health 
inequalities 

Negative 

 

Explanatory notes 

Positive inequalities  - However, the proposed changes will enable more acute 
stroke patients to consistently access high quality stroke care which will reduce 
associated mortality and thus reduce health inequalities 

Negative inequalities - In theory, this extra step in the patient pathway may lead 
to delays which disproportionately affect patients in S Tyneside.   Delays may 
increase risk of mortality from acute stroke and increase  

Health care 
relevant to 
population need 
 
 
 

A=2 

B=2 

C=4 

A=2 

B=-2 

C=-4 

A=2 

B=2 

C=4 

 

 

A=2 

B=-2 

C=-4 

The ageing population is at greater risk of stroke and death from stroke.  All 
population projections indicate that the population is ageing and this will 
generate increased need for acute stroke services.  The current stroke business 
case gives reassuring evidence that the reconfiguration has capacity for current 
levels of need but does not address future need based on demographic 
modelling.  

Positive impact –The proposals will promote wider and more consistent access 
to high quality stroke services and reduced lengths of stay for current levels of 
need. 

Negative health - No negative impacts have been identified however there is 
insufficient evidence to assess relevance to future projected need.  This is 
relevant to both acute hospital services and ambulance services.  There is a 
theoretical possibility of negative impact for both population groups 

Health inequalities.   

Positive inequalities - the proposed changes will enable the needs of more acute 
stroke patients to be more effectively met and will therefore reduce health 
inequalities.  

Negative inequalities - No negative impacts have been identified however there 
is insufficient evidence to assess relevance to future projected need especially of 
the ageing population.  It is not clear whether the ambulance service has the 
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health inequalities 

impact 

Health 

Positive 

 

Health 

Negative 

Health 
inequalities 

Positive 

Health 
inequalities 

Negative 

 

Explanatory notes 

capacity to meet the needs of the service reconfiguration 

Acceptable health 
care (patient and 
carer experience) 
 
 

A=2 

B=2 

C=4 

A=2 

B=-2 

C=-4 

A=2 

B=2 

C=4 

A=2 

B=-2 

C=-4 

From the perspective of service users and carers, the proposed changes will 
generate increased need for inpatient care and hospital amenities in Sunderland.  
This might affect acceptability to Sunderland and S Tyneside populations. For 
South Tyneside residents, there will be greater need for satisfactory continuity of 
care and communication between a wide range of services across areas 
(ambulance, primary care, social care, community care, secondary care) and 
there will be an increased social and economic burden associated with travel to 
Sunderland.  

Health 

Positive impact – There is strong evidence that the proposed model for 
reconfiguration of stroke services will promote wider and more consistent access 
to high quality stroke services and should improve stroke outcomes.  The 
business case gives reassuring evidence that there is capacity to deal with the 
higher throughput of patients.  User groups should benefit from the improved 
quality.   

Negative health - No negative impacts have been identified however there is 
insufficient evidence to assess whether increased throughput will affect patient 
and carer experience in relation to inpatient care, hospital parking and other 
facilities, and the ambulance service.   There is a theoretical possibility of 
negative impact for both population groups but especially South Tyneside 
residents. 

Health inequalities The equality impact assessment identified that some groups 
in S Tyneside will be more affected by the changes.   

Positive - The improved quality of service provision could improve patient 
experience and reduce inequalities.    

Negative inequalities - There is a theoretical basis to suggest that the changes 



 

Page | 69 
 

The health and 
health inequalities 

impact 

Health 

Positive 

 

Health 

Negative 

Health 
inequalities 

Positive 

Health 
inequalities 

Negative 

 

Explanatory notes 

will affect patient experience for all parties with a greater impact on S Tyneside 
residents and equality groups in  S Tyneside which could deepen inequalities.  

Equitable health 
care – not scored as 
addressed 
throughout 

    The equality assessment and the health inequalities assessments have explored 
this issue with relevance to specific priority groups and health outcomes.  

Environment      

Transport  
 

 

 

A=1  

B=0 

 C=0 

A=2 

B=-1 

C=-2 

A=1  

B=0 

 C=0 

A=2 

B=-1 

C=-2 

 

A detailed transport analysis is underway.  The proposals will increase 
commuting traffic between S Tyneside and Sunderland.  The travel implications 
for service users and carers have been discussed elsewhere  

Health 

Positive impact – no clear evidence of positive health impacts relating to 
increased traffic / transport activity 

Negative impact – The small increased risk in RTAs disproportionately affect 
residents in S Tyneside and Sunderland living close to commuter routes and the 
hospitals. 

Health inequalities 

Positive impact - no clear evidence of positive health inequalities impacts 
relating to increased traffic / transport activity 

Negative impacts The small increased risks in RTAs disproportionately affect 
residents in S Tyneside and Sunderland living close to commuter routes and the 
hospitals.  This is likely to affect socio-economically deprived communities more 
commonly and contribute to health inequalities.  
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Health 

Positive 

 

Health 

Negative 

Health 
inequalities 

Positive 

Health 
inequalities 

Negative 

 

Explanatory notes 

 

Natural and built 
environment 
 

 

A=1  

B=0  

C=0 

A=1  

B=0  

C=0 

A=1  

B=0  

C=0 

A=1  

B=0  

C=0 

Health  & Health inequalities   - no clear evidence of any health or health 
inequalities impacts relating to the natural  / built environment i.e. NEUTRAL 

 

Pollution 
 

 

A=1 

B=0 

C=0 

A=2 

B=-1 

C=-2 

A=1 

B=0 

C=0 

A=2 

B=-1 

C=-2 

Health – the increased traffic may make a small contribution to noise and air 
pollution 

Positive impact – no clear evidence of positive health impacts relating to 
increased traffic / transport activity 

Negative impact –Those residents near commuter routes in S Tyneide and 
Sunderland and Sunderland hospitals could suffer from increased noise and air 
pollution.  

Health inequalities 

Positive impact - no clear evidence of positive health inequalities impacts 
relating to increased traffic / transport activity 

Negative impacts The negative pollution impacts have the potential to 
disproportionately affect residents  in S Tyneside and Sunderland living close to 
commuter routes and the hospitals.  This is likely to affect socio-economically 
deprived communities more commonly and impact  negatively to health 
inequalities 

Housing 
 

A=1  

B=0  

C=0 

A=1  

B=0  

C=0 

A=1  

B=0  

C=0 

A=1  

B=0  

C=0 

Health  & Health inequalities   - no clear evidence of any health or health 
inequalities impacts relating to housing 
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Health 

Positive 

 

Health 

Negative 

Health 
inequalities 

Positive 

Health 
inequalities 

Negative 

 

Explanatory notes 

Economy      

Education, skills, 
learning 
 

 

A=2 

B=1 

C=2 

A=2 

B=-1 

C=-2 

 

 

A=2 

B=1 

C=2 

 

A=2 

B=-1 

C=-2 

 

The proposal entails a ward closure in S Tyneside with associated shifts of skilled 
staff from the borough to Sunderland. Public sector skills will be lost from S 
Tyneside.     

Health 

Positive impact – the numbers are very small but there is a net benefit to the 
health impact for people in Sunderland arising from the expansion of public 
sector skills there.  

Negative impact - the numbers are very small but there is a net negative health 
impact for people in S Tyneside arising from the loss of public sector skills there 

 

Health inequalities 

Health 

Positive impact – the numbers are very small but there is a net benefit to the 
health impact for people in Sunderland arising from the expansion of public 
sector skills there.   This could positive reduce health inequalities n Sunderland – 
on a very small scale  

Negative impact - the numbers are very small but there is a net negative health 
impact for people in S Tyneside arising from the loss of public sector skills there – 
this could negatively impact on health inequalities in S Tyneside – on a  very 
small scale  

 

Employment A=2 A=2 A=2 A=2 The proposal entails a ward closure in S Tyneside with associated shifts of skilled 
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Health 

Positive 

 

Health 

Negative 

Health 
inequalities 

Positive 

Health 
inequalities 

Negative 

 

Explanatory notes 

 
 

B=1 

C=2 
B=-1 

C=-2 

 

B=1 

C=2 
B=-1 

C=-2 

 

staff from the borough to Sunderland. Public sector skills will be lost from S 
Tyneside.     

Health 

Positive impact – the numbers are very small but there is a net benefit to the 
health impact for people in Sunderland arising from the small expansion of public 
sector job opportunities there.  

Negative impact - the numbers are very small but there is a net negative health 
impact for people in S Tyneside arising from the loss of public sector jobs there. 

 

Health inequalities 

Health 

Positive impact – the numbers are very small but there is a net benefit to the 
health impact for people in Sunderland arising from the small expansion of public 
sector job opportunities there.  This could positive reduce health inequalities n 
Sunderland – on a very small scale  

Negative impact - the numbers are very small but there is a net negative health 
impact for people in S Tyneside arising from the loss of public sector jobs there – 
this could negatively impact on health inequalities there. 

 

Business 
development and 
investment 
 

A=2 

B=1 

C=2 

A=2 
B=-1 

C=-2 

 

A=2 

B=1 

C=2 

A=2 

B=-1 

C=-2 

The proposal entails expansion of the specialist stroke service in Sunderland with 
a related ward closure in S Tyneside.   The public sector is a key source of 
business development and investment in South Tyneside and Sunderland.  

Health 

Positive impact – the numbers are very small but there is a net benefit to the 
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The health and 
health inequalities 

impact 

Health 

Positive 

 

Health 

Negative 

Health 
inequalities 

Positive 

Health 
inequalities 

Negative 

 

Explanatory notes 

health impact for people in Sunderland arising from the public sector investment 
there.  

Negative impact - the numbers are very small but there is a net negative health 
impact for people in S Tyneside arising from the loss of public sector investment 
there. 

Health inequalities 

Health 

Positive impact – the numbers are very small but there is a net benefit to the 
health impact for people in Sunderland arising from the small expansion of public 
sector investment there.  This could positive reduce health inequalities n 
Sunderland – on a very small scale  

Negative impact - the numbers are very small but there is a net negative health 
impact for people in S Tyneside arising from the loss of public sector investment 
there – this could negatively impact on health inequalities there. 

 

Financial inclusion 

 

A=1  

B=0  

C=0 

A=1  

B=0  

C=0 

A=1  

B=0  

C=0 

A=1  

B=0  

C=0 

Health  & Health inequalities   - no clear evidence of any health or health 
inequalities impacts relating to financial inclusion i.e. NEUTRAL 
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Revisions to Table 5 in the baseline IIA.  Details of the Health and Health Inequalities Impact Assessment of Options 2 and 3 for acute 
stroke services (amended scores are highlighted in yellow and additional text is highlighted in red). 
(for further details regarding sources and statistics, please refer to the evidence base summarised in Appendix 3  of the Baseline IIA and the 
additional evidence about NEAS performance provided in the Addendum, Appendix 2 )  
A score  = level of evidence B score  = scale of impact  C score  = AXB 

 
Solution 2: 

All acute strokes being redirected to CHS with the repatriation of South 
Tyneside patients back to STDGH after 7 days. 

  

Solution3 

All acute strokes being redirected to CHS with the repatriation of South 
Tyneside patients back to STDGH after 72 hours  

 Positive Negative Positive Negative 

Impact relating to outcomes of health care 

Death/premature death:  

Impact on health 

This Option achieves better levels of 
medical staff for emergency assessment 
and treatments such as thrombolysis.  
This could have a small positive effect on 
mortality rates.  

Unlike Option 1, this Option does not 
achieve the recommended levels of 
specialist stroke allied health 
professionals nor the recommended 
levels of throughput.  This means that 
stroke outcomes in the short and 
medium terms may not be improved.  

This Option achieves better levels of medical 
staff for emergency assessment and 
treatments such as thrombolysis.  This could 
have a small positive effect on mortality rates.  

Unlike Option 1, this Option does not 
achieve the recommended levels of 
specialist stroke allied health 
professionals nor the recommended 
levels of throughput.  This means that 
stroke outcomes in the short and 
medium terms may not be improved.  

Death/premature death:  

Impact on health 
inequalities  

The small impact on premature mortality 
from stroke could have a small impact on 
health inequalities relating to stroke.  

Improved services which meet 
nationally recommended quality 
standards are essential to achieve 
improved outcomes from stroke and 
reduce health inequalities.  This option 
does not achieve those standards   

The small impact on premature mortality from 
stroke could have a small impact on health 
inequalities relating to stroke.  

Improved services which meet 
nationally recommended quality 
standards are essential to achieve 
improved outcomes from stroke and 
reduce health inequalities.  This option 
does not achieve those standards   

HEALTH Impact Score A=3 B=2 C=6 A=3 B=-2 C=-6 A=3 B=2 C=6 A=3 B=-2 C=-6 

 HEALTH INEQUALITIES  
Impact Score 

A=3 B=2 C=6 A=3 B=-2 C=-6 A=3 B=2 C=6 A=3 B=-2 C=-6 

Total HIIA score – 
(Mortality) 

12 -12 12 -12 
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DIsease:  

Impact on health 

More medical staff on the Sunderland site 
could lead to more timely assessment and 
management by specialist stroke teams 
this could reduce risks for subsequent 
diseases arising post stroke.  

Most of the disease related benefits 
arise from improved levels of 
assessment and input from specialist 
stroke allied health practitioners.  This 
option does not achieve requisite levels 
of these specialists.  The option 
achieves only a small improvement on 
current service provision.   

More medical staff on the Sunderland site 
could lead to more timely assessment and 
management by specialist stroke teams this 
could reduce risks for subsequent diseases 
arising post stroke.  

Most of the disease related benefits 
arise from improved levels of 
assessment and input from specialist 
stroke allied health practitioners.  This 
option does not achieve requisite levels 
of these specialists.  The option 
achieves only a small improvement on 
current service provision.   

Disease:  

Impact on health 
inequalities  

Reduced risks of disease could help to 
reduce premature mortality and improve 
health inequalities  

This option does not maximise the 
opportunity to reduce risks of disease 
and thus reduce premature mortality 
and improve health inequalities 

Reduced risks of disease could help to reduce 
premature mortality and improve health 
inequalities  

This option does not maximise the 
opportunity to reduce risks of disease 
and thus reduce premature mortality 
and improve health inequalities 

HEALTH Impact Score A=3 B=2 C=6 A=3 B=-1 C=-3 A=3 B=2 C=6 A=3 B=-1 C=-3 

 HEALTH INEQUALITIES  
Impact Score 

A=3 B=2 C=6 A=3 B=-1 C=-3 A=3 B=2 C=6 A=3 B=-1 C=-3 

Total HIIA Scores 
(Disease)  

12 -6 12 -6 

Disability – physical, 
mental, learning 

Impact on health 

More medical staff on the Sunderland site 
could lead to more timely assessment and 
management by specialist stroke teams 
this could reduce risks for subsequent 
disability post stroke 

Many of the disability related benefits 
arise from improved levels of 
assessment and input from specialist 
stroke allied health practitioners.  This 
option does not achieve requisite levels 
of these specialists.  The option 
achieves only a small improvement on 
current service provision.   

More medical staff on the Sunderland site 
could lead to more timely assessment and 
management by specialist stroke teams this 
could reduce risks for subsequent disability 
post stroke 

Many of the disability related benefits 
arise from improved levels of 
assessment and input from specialist 
stroke allied health practitioners.  This 
option does not achieve requisite levels 
of these specialists.  The option 
achieves only a small improvement on 
current service provision.   

Disability – physical, 
mental, learning 

Impact on health 
inequalities  

Reduced risks of disability could help to 
reduce associated socio-economic 
suffering and improve health inequalities 

This option does not maximise the 
opportunity to reduce risks of, and 
outcomes relating to,  disability and 
thus reduce associated socio-economic 
suffering and improve health 
inequalities 

Reduced risks of disability could help to 
reduce associated socio-economic suffering 
and improve health inequalities 

This option does not maximise the 
opportunity to reduce risks of, and 
outcomes relating to,  disability and 
thus reduce associated socio-economic 
suffering and improve health 
inequalities 

HEALTH Impact Score A=3 B=2 C=6 A=3 B=-2 C=-6 A=3 B=2 C=6 A=3 B=-2 C=-6 

 HEALTH INEQUALITIES  
Impact Score 

A=3 B=2 C=6 A=3 B=-2 C=-6 A=3 B=2 C=6 A=3 B=-2 C=-6 

Total HIIA Impact score 
(Disability)  

12 -12 12 -12 

Emotional wellbeing Stroke survivors and their carers suffer 
significant mood disorders. Improved 
outcomes due to improved levels of 

Maximal stroke outcomes and related 
emotional wellbeing cannot be 
achieved without adequate levels of 

Stroke survivors and their carers suffer 
significant mood disorders. Improved 
outcomes due to improved levels of specialist 

Maximal stroke outcomes and related 
emotional wellbeing cannot be 
achieved without adequate levels of 
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Impact on health specialist medical staff could reduce the 
scale of emotional complications facing 
those affected.    

Care closer to home could have an added 
benefit for stroke survivors.  

specialist stroke allied health 
professionals.   

medical staff could reduce the scale of 
emotional complications facing those affected.    

Care closer to home could have an added 
benefit for stroke survivors. 

specialist stroke allied health 
professionals.   

Emotional wellbeing 

Impact on health 
inequalities  

Smaller scale emotional complications 
could improve health & socio-economic 
outcomes for stroke survivors and their 
families with an associated impact on 
health inequalities  

 

The inadequate levels of  specialist 
stroke allied health professionals 
cannot realise the potential to reduce 
health inequalities  

Smaller scale emotional complications could 
improve health & socio-economic outcomes 
for stroke survivors and their families with an 
associated impact on health inequalities  

The inadequate levels of  specialist 
stroke allied health professionals cannot 
realise the potential to reduce health 
inequalities  

HEALTH Impact Score  A=3 B=1 C=3  A=3 B=-1 C=-3 A=3 B=1 C=3  A=3 B=-1 C=-3 

 HEALTH INEQUALITIES  
Impact Score 

A=3 B=1 C=3 A=3 B=-1 C=-3 A=3 B=1 C=3 A=3 B=-1 C=-3 

Total HIIA Impact score 
(Emotional wellbeing ) 

6 -6 6 -6 

Sensory impairment 

Impact on health 

More medical staff on the Sunderland site 
could lead to more timely assessment and 
management by specialist stroke teams 
this could reduce risks for subsequent 
sensory impairment post stroke 

Many of the sensory impairment 
related benefits arise from improved 
levels of assessment and input from 
specialist stroke allied health 
practitioners.  This option does not 
achieve requisite levels of these 
specialists.  The option achieves only a 
small improvement on current service 
provision.   

More medical staff on the Sunderland site 
could lead to more timely assessment and 
management by specialist stroke teams this 
could reduce risks for subsequent sensory 
impairment post stroke 

Many of the sensory impairment 
related benefits arise from improved 
levels of assessment and input from 
specialist stroke allied health 
practitioners.  This option does not 
achieve requisite levels of these 
specialists.  The option achieves only a 
small improvement on current service 
provision.   

Sensory impairment 

Impact on health 
inequalities  

Reduced risks of sensory impairment 
could help to reduce associated socio-
economic suffering and improve health 
inequalities 

This option does not maximise the 
opportunity to reduce risks of, and 
outcomes relating to sensory 
impairment and thus reduce associated 
socio-economic suffering and improve 
health inequalities 

Reduced risks of sensory impairment could 
help to reduce associated socio-economic 
suffering and improve health inequalities 

This option does not maximise the 
opportunity to reduce risks of, and 
outcomes relating to sensory 
impairment and thus reduce associated 
socio-economic suffering and improve 
health inequalities 

HEALTH Impact Score A=3 B=2 C=6 A=3 B=-2 C=-6 A=3 B=2 C=6 A=3 B=-2 C=-6 

 HEALTH INEQUALITIES  
Impact Score 

A=3 B=2 C=6 A=3 B=-2 C=-6 A=3 B=2 C=6 A=3 B=-2 C=-6 

Total HIIA impact score 
(sensory impairment) 

12 -12 12 -12 

Cognitive impairment and More medical staff on the Sunderland site Many of the cognitive impairment More medical staff on the Sunderland site Many of the cognitive impairment 
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disability 

Impact on health 

could lead to more timely assessment and 
management by specialist stroke teams 
this could reduce risks for subsequent 
cognitive impairment post stroke 
 
Care closer to home cold be less 
distressing for those survivors and their 
relatives affected by cognitive problems 

related benefits arise from improved 
levels of assessment and input from 
specialist stroke allied health 
practitioners.  This option does not 
achieve requisite levels of these 
specialists.  The option achieves only a 
small improvement on current service 
provision.   

could lead to more timely assessment and 
management by specialist stroke teams this 
could reduce risks for subsequent cognitive 
impairment post stroke 
 
Care closer to home cold be less distressing 
for those survivors and their relatives affected 
by cognitive problems 

related benefits arise from improved 
levels of assessment and input from 
specialist stroke allied health 
practitioners.  This option does not 
achieve requisite levels of these 
specialists.  The option achieves only a 
small improvement on current service 
provision.   

Cognitive impairment and 
disability 

Impact on health 
inequalities  

Reduced risks of cognitive impairment 
could help to reduce associated socio-
economic suffering and improve health 
inequalities 

This option does not maximise the 
opportunity to reduce risks of, and 
outcomes relating to cognitive 
impairment and thus reduce associated 
socio-economic suffering and improve 
health inequalities 

Reduced risks of cognitive impairment could 
help to reduce associated socio-economic 
suffering and improve health inequalities 

This option does not maximise the 
opportunity to reduce risks of, and 
outcomes relating to cognitive 
impairment and thus reduce associated 
socio-economic suffering and improve 
health inequalities 

HEALTH Impact Score A=3 B=2 C=6 A=3 B=-2 C=-6 A=3 B=2 C=6 A=3 B=-2 C=-6 

 HEALTH INEQUALITIES  
Impact Score 

A=3 B=2 C=6 A=3 B=-2 C=-6 A=3 B=2 C=6 A=3 B=-2 C=-6 

Total HIIA impact score 12 -12 12 -12 

Social dependency 

Impact on health 

More medical staff on the Sunderland site 
could lead to more timely assessment and 
management by specialist stroke teams 
this could improve outcomes and reduce 
risks for subsequent social dependency 
post stroke 

Many of the improved outcomes 
related benefits arise from improved 
levels of assessment and input from 
specialist stroke allied health 
practitioners.  This option does not 
achieve requisite levels of these 
specialists.  The option achieves only a 
small improvement on current service 
provision.   

More medical staff on the Sunderland site 
could lead to more timely assessment and 
management by specialist stroke teams this 
could improve outcomes and reduce risks for 
subsequent social dependency post stroke 

Many of the improved outcomes 
related benefits arise from improved 
levels of assessment and input from 
specialist stroke allied health 
practitioners.  This option does not 
achieve requisite levels of these 
specialists.  The option achieves only a 
small improvement on current service 
provision.   

Social dependency 

Impact on health 
inequalities  

Reduced risks of social dependency could 
help to reduce associated socio-economic 
suffering and improve health inequalities 

This option does not maximise the 
opportunity to reduce risks of, and 
outcomes relating to stroke and thus 
reduce associated social dependency 
and improve health inequalities 

Reduced risks of social dependency could help 
to reduce associated socio-economic suffering 
and improve health inequalities 

This option does not maximise the 
opportunity to reduce risks of, and 
outcomes relating to stroke and thus 
reduce associated social dependency 
and improve health inequalities 

HEALTH Impact Score A=3 B=2 C=6 A=3 B=-2 C=-6 A=3 B=2 C=6 A=3 B=-2 C=-6 

 HEALTH INEQUALITIES  
Impact Score 

A=3 B=2 C=6 A=3 B=-2 C=-6 A=3 B=2 C=6 A=3 B=-2 C=-6 

Total HIIA Impact score 
(social dependency) 

12 -12 12 -12 

Health related quality of 
life 

More medical staff on the Sunderland site 
could lead to more timely assessment and 
management by specialist stroke teams 

Many of the improved outcomes arise 
from improved levels of assessment 
and input from specialist stroke allied 

More medical staff on the Sunderland site 
could lead to more timely assessment and 
management by specialist stroke teams this 

Many of the improved outcomes arise 
from improved levels of assessment and 
input from specialist stroke allied health 
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Impact on health this could improve outcomes including 
health related quality of life  post stroke 

health practitioners.  This option does 
not achieve requisite levels of these 
specialists.  The option achieves only a 
small improvement on current service 
provision.   

could improve outcomes including health 
related quality of life  post stroke 

practitioners.  This option does not 
achieve requisite levels of these 
specialists.  The option achieves only a 
small improvement on current service 
provision.   

Health related quality of 
life 

Impact on health 
inequalities  

Improved quality of life could help to 
reduce associated socio-economic 
suffering and improve health inequalities 

This option does not maximise the 
opportunity to reduce risks of, and 
outcomes relating to stroke and thus 
improve quality of life and related 
health inequalities 

Improved quality of life could help to reduce 
associated socio-economic suffering and 
improve health inequalities 

This option does not maximise the 
opportunity to reduce risks of, and 
outcomes relating to stroke and thus 
improve quality of life and related 
health inequalities 

HEALTH Impact Score A=3 B=2 C=6 A=3 B=-2 C=-6 A=3 B=2 C=6 A=3 B=-2 C=-6 

 HEALTH INEQUALITIES  
Impact Score 

A=3 B=2 C=6 A=3 B=-2 C=-6 A=3 B=2 C=6 A=3 B=-2 C=-6 

Total HIIA impact score 
(quality of life)  

12 -12  12 -12  

Health related biological 
risk factors eg, atrial 
fibrillation 

Impact on health 

The improved levels of medical staff in 
Sunderland could provide service 
leadership to maximise the benefits 
associated with secondary prevention..   

Transfers of care could undermine 
medical leadership and focus on 
secondary prevention.  

The improved levels of medical staff in 
Sunderland could provide service leadership 
to maximise the benefits associated with 
secondary prevention.   

Transfers of care could undermine 
medical leadership and focus on 
secondary prevention.  

Health related biological 
risk factors eg, atrial 
fibrillation 

Impact on health 
inequalities  

Secondary prevention for stroke survivors 
could reduce further risk of stroke and 
reduce risk of other cardiovascular related 
co-morbidities thus reducing health 
inequalities  

Weaknesses in secondary prevention 
could contribute to deepening health 
inequalities  

Secondary prevention for stroke survivors 
could reduce further risk of stroke and reduce 
risk of other cardiovascular related co-
morbidities thus reducing health inequalities  

Weaknesses in secondary prevention 
could contribute to deepening health 
inequalities  

HEALTH Impact Score A=3 B=2 C=6 A=3 B=-1 C=-3 A=3 B=2 C=6 A=3 B=-1 C=-3 

 HEALTH INEQUALITIES  
Impact Score 

A=3 B=2 C=6 A=3 B=-1 C=-3 A=3 B=2 C=6 A=3 B=-1 C=-3 

Total HIIA impact score  12 -6 12 -6 

Lifestyle  related risk 
factors for stroke e.g. 
smoking, exercise 

Health impact 

The transfers to a local hospital which is 
co-terminus with provision of lifestyle 
services could promote lifestyle related 
prevention activities  for stroke survivors  

Inadequate levels of specialist stroke 
AHPS could compromise opportunities 
to address lifestyle related secondary 
prevention.  

The transfers to a local hospital which is co-
terminus with provision of lifestyle services 
could promote lifestyle related prevention 
activities  for stroke survivors  

Inadequate levels of specialist stroke 
AHPS could compromise opportunities 
to address lifestyle related secondary 
prevention.  

Lifestyle  related risk 
factors for stroke eg 
smoking, exercise 

These increased lifestyle prevention 
activities could have an impact on health 
inequalities by reducing risk for many 
related co-morbidities  

Failure to address lifestyle related risk 
factors could compromise the 
opportunities to reduce the many 
lifestyle related health inequalities  

These increased lifestyle prevention activities 
could have an impact on health inequalities by 
reducing risk for many related co-morbidities  

Failure to address lifestyle related risk 
factors could compromise the 
opportunities to reduce the many 
lifestyle related health inequalities  
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Health inequalities impact  

HEALTH Impact Score A=3 B=2 C=6 A=3 B=-2 C=-6 A=3 B=2 C=6 A=3 B=-2 C=-6 

 HEALTH INEQUALITIES  
Impact Score 

A=3 B=2 C=6 A=3 B=-2 C=-6 A=3 B=2 C=6 A=3 B=-2 C=-6 

Total HIIA impact score  12 -12 12 -12 

Health inequalities not scored as addressed throughout 

Outcomes relating to Access to high quality health care 

Effective health care 
Impact on health 

This Option could achieve better levels of 
medical staff to provide more consistent 
assessment and treatment.  However 
adequate levels of multidisciplinary staff 
are essential to maximise effectiveness of 
stroke services  

There is strong evidence to indicate that 
this Option does not achieve nationally 
recommended standards for effective 
stroke services 

This Option could achieve better levels of 
medical staff to provide more consistent 
assessment and treatment.  However 
adequate levels of multidisciplinary staff are 
essential to maximise effectiveness of stroke 
services  

There is strong evidence to indicate that 
this Option does not achieve nationally 
recommended standards for effective 
stroke services 

Effective health care  

Impact on health 
inequalities  

The improvements in levels of medical 
staff could have a small impact on health 
inequalities  

This Option cannot achieve the stroke 
outcomes which could be achieved by 
more effective services and could 
therefore deepen health inequalities.   

The improvements in levels of medical staff 
could have a small impact on health 
inequalities  

This Option cannot achieve the stroke 
outcomes which could be achieved by 
more effective services and could 
therefore deepen health inequalities.   

HEALTH Impact Score A=3 B=1 C=3 A=3 B=-2 C=-6 A=3 B=1 C=3 A=3 B=-2 C=-6 

 HEALTH INEQUALITIES  
Impact Score 

A=3 B=1 C=3 A=3 B=-2 C=-6 A=3 B=1 C=3 A=3 B=-2 C=-6 

Total HIIA Impact Score  6 -12 6 -12 

Safe health care 

Impact on health 

The options can achieve safer levels of 
medical staff in Sunderland.  The early 
benefits of option 1 are offset by this 
option which does not realise the long 
term benefits to patient safety . 

This option introduces more handovers 
and transfers of care which are 
recognised to pose risks to patient 
safety.  
 
Inadequate levels of specialist stroke 
staff may also lead to more stroke 
patients suffering unintended 
consequences of healthcare 

The options can achieve safer levels of  
medical staff in Sunderland.    The early 
benefits of option 1 are offset by this option 
which does not realise the long-term benefits 
to patient safety . 

This option introduces more handovers 
and transfers of care which are 
recognised to pose risks to patient 
safety.  
 
Inadequate levels of specialist stroke 
staff may also lead to more stroke 
patients  suffering unintended 
consequences of healthcare 

Safe health care 

Impact on health 
inequalities  

No clear positive impacts could be 
identified due to the early transfer of 
patients to South Tyneside where 
specialist staff levels may be inadequate.  
The benefits of option 1 are offset by this 
option.  

No clear negative impacts could be 
identified - the evidence that health 
inequalities will be affected by 
theoretical small risks to patient safety 
during recovery and rehabilitation is 
minimal.  The risks of initial transfer 
times are the same for all Options  

No clear positive impacts could be identified 
due to the early transfer of patients to South 
Tyneside where specialist staff levels may be 
inadequate 

No clear negative impacts could be 
identified - the evidence that health 
inequalities will be affected by 
theoretical small risks to patient safety 
during recovery and rehabilitation is 
minimal.  The risks of the initial transfer 
options are the same for all options  
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HEALTH Impact Score A=3 B=1 C=3 A=3 B=-2 C=-6 A=3 B=1 C=3 A=3 B=-2 C=-6 

 HEALTH INEQUALITIES  
Impact Score 

A=2 B=0 C=0 A=2 B=-2 C=-4 A=2 B=0 C=0 A=2 B=-2 C=-4 

Total HIIA Impact score 
(safe care) 

3 -10 3 -10 

Cost-efficient health care 

Impact on health 

This Option does not achieve significant 
cost saving.  There are some savings 
achieved by rationalising specialist 
medical staff in Sunderland.   

This option introduces changes without 
proven cost-efficiencies 

This Option does not achieve significant cost 
saving.  There are some savings achieved by 
rationalising specialist medical staff in 
Sunderland.   

This option introduces changes without 
proven cost-efficiencies 

Cost-efficient health care 

Impact on health 
inequalities  

No clear benefits could be identified  - 
minimal savings at the expense of health 
improvement 

The impact on health inequalities is 
likely to be negative but there was little 
evidence to quantify this.  

No clear benefits could be identified  -  
minimal savings at the expense of health 
improvement 

The impact on health inequalities is 
likely to be negative but there was little 
evidence to quantify this.  

HEALTH Impact Score A=2 B=1 C=2 A=3 B=-2 C=-6 A=2 B=1 C=2 A=3 B=-2 C=-6 

 HEALTH INEQUALITIES  
Impact Score 

A=2 B=0 C=0 A=2 B=-1 C=-2 A=2 B=0 C=0 A=2 B=-1 C=-2 

Total HIIA Impact score 
(cost efficient care) 

2 -8 2 -8 

Healthcare relevant to 
population need   

Impact on health 

The limited evidence suggested that this 
Option would not provide a sustainable   
positive impact in the face of growing 
need for high quality health care.  

As the population ages, the incidence of 
stroke will increase, this option does 
not provide a means of meeting current 
or future needs 

The limited evidence suggested that this 
Option would not provide a sustainable   
positive impact in the face of growing need for 
high quality health care.  

As the population ages, the incidence of 
stroke will increase, this option does 
not provide a means of meeting current 
or future needs 

Healthcare relevant to 
population need   

Impact on health 
inequalities  

The limited evidence suggested that this 
Option would not provide a sustainable   
positive impact in the face of growing 
need for high quality health care. 

Lack of capacity to meet the needs of 
stroke patients could deepen health 
inequalities  

The limited evidence suggested that this 
Option would not provide a sustainable   
positive impact in the face of growing need for 
high quality health care. 

Lack of capacity to meet the needs of 
stroke patients could deepen health 
inequalities  

HEALTH Impact Score A=2 B=0 C=0 A=2 B=-3 C=-6 A=2 B=0 C=0 A=2 B=-3 C=-6 

 HEALTH INEQUALITIES  
Impact Score 

A=2 B=0 C=0 A=2 B=-3 C=-6 A=2  B=0 C=0 A=2 B=-3 C=-6 

Total HIIA score (relevant) 0 -12 0 -12 

Acceptable healthcare 

Impact on health 

The opportunity to ‘repatriate’ locally 
could by attractive to service users from 
South Tyneside seeking care closer to 
home.   It might appear like the ‘best of 
both worlds’ – specialist care in 

The increased number of handovers  
and transfers could create challenges 
for user satisfaction relating to 
communication, continuity and 
coordination of care  

The opportunity to ‘repatriate’ locally could by 
attractive to service users from South 
Tyneside seeking care closer to home.   It 
might appear like the ‘best of both worlds’ – 
specialist care in Sunderland with follow up 

The increased number of handovers  
and transfers could create challenges 
for user satisfaction relating to 
communication, continuity and 
coordination of care  
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Sunderland with follow up care closer to 
home.  

 care closer to home.  

Acceptable healthcare 

Impact on health 
inequalities  

The reduced travel costs and repatriation 
associated with this option could have a 
positive  - albeit minimal – impact on 
health inequalities relating to this aspect 
of care.  

The negative consequences of 
handovers and transfers could have a 
negative impact on health outcomes 
and related health inequalities   

The reduced travel costs and repatriation 
associated with this option could have a 
positive  - albeit minimal – impact on health 
inequalities relating to this aspect of care  

The negative consequences of 
handovers and transfers could have a 
negative impact on health outcomes 
and related health inequalities   

HEALTH Impact Score A=2 B=2 C=4 A=2 B=-2 C=-4 A=2 B=2 C=4 A=2 B=-2 C=-2 

 HEALTH INEQUALITIES  
Impact Score 

A=2 B=1 C=2 A=2 B-1 C=-2 A=2 B=1 C=2 A=2 B-1 C=-2  

Total HIIA impact score 
(acceptable care) 

6 -6 6 -6 

Equitable health care – not scored as addressed throughout 

Outcomes relating to Environmental determinants of health  

Transport HEALTH IMPACT 
 

This option increases inter-hospital 
transfers for patients from South 
Tyneside.  It reduces commuting traffic 
relating to stroke patients’ visitors.  There 
was no evidence of any related positive 
benefits on health.  

The net impact on traffic could be 
almost neutral – more transfers but less 
visitors.   Any net increases would be 
greater for this Option than Option 3.  
Negative health impacts could arise 
from the increased traffic causing 
pollution, congestion and increased 
risks of road traffic accidents.   Any risks 
are minimal.  

This option increases inter-hospital transfers 
for patients from South Tyneside.  It reduces 
commuting traffic relating to stroke patients’ 
visitors.  There was no evidence of any related 
positive benefits on health.  

The net impact on traffic could be 
almost neutral – more transfers but less 
visitors.   Of the 3 proposed options, 
this might have the smallest impact on 
traffic and related pollution, congestion 
and increased risks of road traffic 
accidents.  

Transport HEALTH 
INEQUALITIES IMPACT 

There was no evidence of any benefit for 
health inequalities  relating to transport 

The impact on health inequalities 
relates to the health risks identified 
above which could disproportionately 
affect  those living close to commuting 
routes and hospital sites.  

There was no evidence of any benefit for 
health inequalities  relating to transport 

The impact on health inequalities 
relates to the health risks identified 

above which could disproportionately 
affect those living close to commuting 

routes and hospital sites.  
Transport HEALTH IMPACT 
score  

A=1 B=0 C=0 A=2 B=-1 C=-2 A=1 B=0 C=0 A=2 B=-1 C=-2 

Transport HEALTH 
INEQUALITIES IMPACT 
score  

A=1 B=0 C=0 A=2 B=-1 C=-2 A=1 B=0 C=0 A=2 B=-1 C=-2 

Total HIIA impact score 
(transport) 

0 -4 0 -4 

Natural and built 
environment HEALTH 
IMPACT 

no clear evidence of any health or health 
inequalities impacts relating to the 
natural  / built environment i.e. NEUTRAL 

no clear evidence of any health or 
health inequalities impacts relating to 
the natural  / built environment i.e. 
NEUTRAL 

no clear evidence of any health or health 
inequalities impacts relating to the natural  / 
built environment i.e. NEUTRAL 

no clear evidence of any health or 
health inequalities impacts relating to 
the natural  / built environment i.e. 
NEUTRAL 
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Natural and built 
environment HEALTH 
INEQUALITIES IMPACT 

no clear evidence of any health or health 
inequalities impacts relating to the 
natural  / built environment i.e. NEUTRAL 

no clear evidence of any health or 
health inequalities impacts relating to 
the natural  / built environment i.e. 
NEUTRAL 

no clear evidence of any health or health 
inequalities impacts relating to the natural  / 
built environment i.e. NEUTRAL 

no clear evidence of any health or 
health inequalities impacts relating to 
the natural  / built environment i.e. 
NEUTRAL 

Natural and built 
environment HEALTH 
IMPACT SCORE 

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 

Natural and built 
environment HEALTH 
INEQUALITIES IMPACT 
SCORE 

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 

Total HIIA impact score  
(natural/built 
environment) 

0 0 0 0 

Pollution HEALTH IMPACT There was no evidence of any related 
positive benefits on health arising from 
pollution.  

This option increases inter-hospital 
transfers for patients from South 
Tyneside.  But, it reduces commuting 
traffic relating to stroke patients’ 
visitors. The net impact on exposure to 
air or noise pollution would be very 
small.  

There was no evidence of any related positive 
benefits on health arising from pollution.  

This option increases inter-hospital 
transfers for patients from South 
Tyneside.  But, it rminimises commuting 
traffic relating to stroke patients’ 
visitors. The net impact on exposure to 
air or noise pollution would be very 
minimal 

Pollution HEALTH 
INEQUALITIES IMPACT 

There was no evidence of any benefit for 
health inequalities  relating to pollution 

The impact on health inequalities 
arising from exposure to traffic related 
noise and air could disproportionately 
affect those living close to commuting 
routes and hospital sites but would be 
very small indeed .  

There was no evidence of any benefit for 
health inequalities  relating to pollution 

The impact on health inequalities 
arising from exposure to traffic related 
noise and air could disproportionately 
affect those living close to commuting 
routes and hospital sites but would be 
minimal  

Pollution HEALTH IMPACT 
SCORE 

A=1 B=0 C=0 A=2 B=-1 C=-2 A=1 B=0 C=0 A=2 B=1 C=-2 

Pollution HEALTH 
INEQUALITIES IMPACT 
SCORE 

A=1 B=0 C=0 A=2 B=-1 C=-2 A=1 B=0 C=0 A=2 B=-1 C=-2 

Total HIIA Impact scores 
(pollution) 

0 -4 0 -4 

Housing HEALTH impact no clear evidence of any health or health 
inequalities impacts relating to housing 

no clear evidence of any health or 
health inequalities impacts relating to 
housing 

no clear evidence of any health or health 
inequalities impacts relating to housing 

no clear evidence of any health or 
health inequalities impacts relating to 
housing 

Housing HEALTH 
INEQUALITIES impact 

no clear evidence of any health or health 
inequalities impacts relating to housing 

no clear evidence of any health or 
health inequalities impacts relating to 
housing 

no clear evidence of any health or health 
inequalities impacts relating to housing 

no clear evidence of any health or 
health inequalities impacts relating to 
housing 

Housing HEALTH impact A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 



 

Page | 83 
 

score 
Housing HEALTH 
INEQUALITIES impact 
score  

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 

Total HIIA Impact score 
(housing) 

0 0 0 0 

Outcomes relating to Economic determinants of health  

Education, skills, learning 
HEALTH IMPACT 

 

This option entails minimal changes to 
staffing levels with minimal implications 
for education / skills related health gains 

The small shift of specialist medical staff 
from South Tyneside to Sunderland 
could have a small negative impact 
(largely due to wider longterm 
consequences) on skills related health 
impacts in South Tyneside.  But this 
would be offset by the equivalent gains 
for Sunderland.  

This option entails minimal changes to staffing 
levels with minimal implications for education 
/ skills related health gains 

The small shift of specialist medical staff 
from South Tyneside to Sunderland 
could have a small negative impact 
(largely due to wider longterm 
consequences) on skills related health 
impacts in South Tyneside.  But this 
would be offset by the equivalent gains 
for Sunderland.  

Education, skills, learning 
HEALTH INEQUALITIES 
IMPACT 
 

This option entails minimal changes to 
staffing levels with minimal implications 
for health inequalities  

The same impacts on health can be 
generated for  health inequalities  

This option entails minimal changes to staffing 
levels with minimal implications for health 
inequalities  

The same impacts on health can be 
generated for  health inequalities  

Education, skills, learning 
HEALTH IMPACT score 
 

A=2 B=0 C=0 A=2 B=0 C=-2 A=2 B=0 C=0 A=2 B=0 C=0 

Education, skills, learning 
HEALTH INEQUALITIES 
IMPACT score 
 

A=2 B=0 C=0 A=2 B=0 C=0 A=2 B=0 C=0 A=2 B=0 C=0 

Total HIIA score 
(education) 

0 0 0 0 

Employment HEALTH 
IMPACT 

Staffing changes are minimal in scale and 
without positive or negative implications 
for health or health inequalities   

Staffing changes are minimal in scale 
and without positive or negative 
implications for health or health 
inequalities   

Staffing changes are minimal in scale and 
without positive or negative implications for 
health or health inequalities   

Staffing changes are minimal in scale 
and without positive or negative 
implications for health or health 
inequalities   

Employment HEALTH 
INEQUALITIES IMPACT 

Staffing changes are minimal in scale and 
without positive or negative implications 
for health or health inequalities   

Staffing changes are minimal in scale 
and without positive or negative 
implications for health or health 
inequalities   

Staffing changes are minimal in scale and 
without positive or negative implications for 
health or health inequalities   

Staffing changes are minimal in scale 
and without positive or negative 
implications for health or health 
inequalities   

Employment HEALTH 
IMPACT SCORE 

A=2 B=0 C=0 A=2 B=0 C=0 A=2 B=0 C=0 A=2 B=0 C=0 

Employment HEALTH 
INEQUALITIES IMPACT 

A=2 B=0 C=0 A=2 B=0 C=0 A=2 B=0 C=0 A=2 B=0 C=0 



 

Page | 84 
 

SCORE  
Total HIIA Impact score 
(employment)  

0 0 0 0 

Business development and 
investment HEALTH 
IMPACT 

 

The transfer of specialist stroke care  from 
South Tyneside to Sunderland could have 
a small positive impact (largely due to 
wider longterm consequences) on related 
health impacts in Sunderland.    

These benefits for Sunderland are offset 
by the losses in South Tyneside. 

The transfer of specialist stroke care  from 
South Tyneside to Sunderland could have a 
small positive impact (largely due to wider 
longterm consequences) on related health 
impacts in Sunderland.    

These benefits for Sunderland are offset 
by the losses in South Tyneside. 

Business development and 
investment HEALTH 
INEQUALITIES IMPACT 

Increased investment in Sunderland could 
have positive impacts on health 
inequalities.  

The benefits for Sunderland are offset 
by the losses in South Tyneside. 

Increased investment in Sunderland could 
have positive impacts on health inequalities.  

The benefits for Sunderland are offset 
by the losses in South Tyneside. 

Business development and 
investment HEALTH 
IMPACT SCORE 

A=2 B=1 C=2 A=2 B=-1 C=-2 A=2 B=1 C=2 A=2  B=-1 C=-2 

Business development and 
investment HEALTH 
INEQUALITIES IMPACT 
SCORE 

A=2 B=-1 C=2 A=2  B=-1 C=-2 A=2 B=1 C=2 A=2 B=-1 C=-2 

Total HIIA impact score 
(business development  

4 -4 4 -4 

Financial inclusion HEALTH 
IMPACT 

 

no clear evidence of any health or health 
inequalities impacts relating to financial 

inclusion 

no clear evidence of any health or 
health inequalities impacts relating to 

financial inclusion 

no clear evidence of any health or health 
inequalities impacts relating to financial 

inclusion 

no clear evidence of any health or 
health inequalities impacts relating to 

financial inclusion 

Financial inclusion HEALTH 
INEQUALITIES IMPACT 

 

no clear evidence of any health or health 
inequalities impacts relating to financial 

inclusion 

no clear evidence of any health or 
health inequalities impacts relating to 

financial inclusion 

no clear evidence of any health or health 
inequalities impacts relating to financial 

inclusion 

no clear evidence of any health or 
health inequalities impacts relating to 

financial inclusion 

Financial inclusion HEALTH 
IMPACT SCORE 

 

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 

Financial inclusion HEALTH 
INEQUALITIES  IMPACT 

SCORE 

 

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 

Total HIIA Impact score 
(financial inclusion)  

0 0 0 0 
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Revisions to Table 6 in the baseline IIA:  Integrated Health & Health Inequalities Impact scores for all three stroke Options  
 

 
Colour Key   

Positive Negative  

Major impact 
13-18 

Major impact 
_13-18 

Moderate impact 
7-12 

Moderate impact 
-(7- 12) 

Minor impact 
0-6 

Minor impact 
-(0—6) 

Option 1: All acute strokes being redirected to CHS 

Option 2: All acute strokes being redirected to CHS with the repatriation of South Tyneside patients back to STDGH after 7 days. 

Option 3 All acute strokes being redirected to CHS with the repatriation of South Tyneside patients back to STDGH after 72 hours 

 

  Total POSITIVE integrated health 
and health inequality impact score 

Total NEGATIVE integrated health and 
health inequality impact score 

TOTAL INTEGRATED IMPACT SCORE 

 Health and Health care 
outcomes 

Option 1  Option 2 Option 2 Option 1 Option 2 Option 3 Option1 Option 2 Option 3 

Impacts relating 
to outcomes of 
high quality 
health care 

Death / premature 
death27 

18 12 12 -4 -12 -12 
14 0 0 

Disease  18 12 12 0 -6 -6 18 6 6 

Disability – physical, 
mental, learning 

18 12 12 -4 -12 -12 14 0 0 

Emotional wellbeing  18 6 6 -8 -6 -6 10 0 0 

                                                      
27 Amended total impact scores 
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  Total POSITIVE integrated health 
and health inequality impact score 

Total NEGATIVE integrated health and 
health inequality impact score 

TOTAL INTEGRATED IMPACT SCORE 

 Health and Health care 
outcomes 

Option 1  Option 2 Option 2 Option 1 Option 2 Option 3 Option1 Option 2 Option 3 

Sensory impairment 18 12 12 -4 -12 -12 14 0 0 

Cognitive impairment / 
disability 

18 12 12 -4 -12 -12 14 0 0 

 Social dependency   18 12 12 -4 -12 -12 14 0 0 

Health related quality 
of life 

18 12 12 -4 -12 -12 14 0 0 

Stroke risk factors 
(biological e.g. BP)  

18 12 12 -4 -6 -6 14 6 6 

Stroke risk factors 
(Lifestyle e.g. smoking) 

18 12 12 -4 -12 -12 14 0 0 

Impacts relating 
to access to 
high quality 
health care 

Effective health care 18 6 6 -4 -12 -12 14 -6 -6 

Safe health care28 18 3 3 -8 -6 -6 10 -3 -3 

Cost efficient health 
care29 

18 2 2 -4 -8 -8 14 -6 -6 

Relevance to 
healthcare need 

8 0 0 -4 -8 -12 
0 -12 -12 

Acceptable health 
care30 

8 6 6 -8 -6 --6 
0 0 0 

                                                      
28 Amended total impact scores  
29 amended total impact scores 
30 amended total impact scores 
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  Total POSITIVE integrated health 
and health inequality impact score 

Total NEGATIVE integrated health and 
health inequality impact score 

TOTAL INTEGRATED IMPACT SCORE 

 Health and Health care 
outcomes 

Option 1  Option 2 Option 2 Option 1 Option 2 Option 3 Option1 Option 2 Option 3 

Impacts relating 
to 
environmental 
determinants of 
health 

Transport31 0 0 0 -4 -4 -4 -4 -4 -4 

Natural and built 
environment 

0 0 0 0 0 0 0 0 0 

Pollution32  0 0 0 -2 --4 -4 -2 -4 -4 

Housing 0 0 0 0 0 0 0 0 0 

Impacts relating 
to Economic 
determinants of 
health 

Education, skills and 
learning  

4 0 0 -4 0 0 0 0 0 

Employment 4 0 0 -4 0 0 0 0 0 

Business development 4 4 4 -4 -4 -4 0 0 0 

Financial inclusion 0 0 0 0 0 0 0 0 0 

TOTAL ALL  262 135 135 -86 -146 -146 173 -23 -23 
 
 
  

                                                      
31 amended total impact scores 
32 Amended total impact scores 
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Appendix 2: Additional evidence exploring ambulance service capacity 
to provide a timely response to transfer patients between Trusts 
South of Tyne 
 

National Context 
There is strong evidence of growing demand for ambulance services, national data indicates 
an average year on year increase of 5.2%.  This demand has not been matched by increases 
in funding (1).  Ongoing resource challenges mean that ambulance services are limited in 
their ability to meet rising demand and performance against response time targets is getting 
worse. (1,2).   
 
Until recently, the NHS Constitution included ambulance standards relating to response 
times:  

o Category Red 1 calls  -  response time 8 minutes  - target 75% - this category relates 
to cardiac arrest 

o Category Red 2 calls ( – response time 8 minutes  - target 75%  - this category 
includes potentially life threatening incidents  such as stroke, breathing difficulty, 
major blood loss and heart attack 

o Category A  Red 19 - response time 19 minutes  - target 95%   - this category relates 
to how quickly ambulance services get a vehicle to Red 1 and Red 2 incidents within 
19 minutes 95% of the time.  

   
NHS England statistics (3) show that, since 2014, levels of achievement of these national 
standards have been progressively falling.  
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North East Ambulance Services (NEAS) 
Recent national statistics (3) indicate that, for Red 1 calls, NEAS performs well in comparison 
with other ambulance Trusts. The September 2017 statistical note reported that NEAS was 
the Trust achieving the highest proportion of emergency responses in 8 minutes.   
 
Performance data for the last 12 months and for 2012-13 (Figures 8,9,10 illustrate stark 
differences in response times especially for Red 2 calls and Red 19 performance.  
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The most recent CQC inspection report for NEAS (5) rates the Trust as GOOD overall and 
recognised several areas of outstanding practice. The CQC highlighted some areas where 
improvements were required and this included appropriate contingency arrangements for 
dispatch if Bernicia House was unavailable.     
 
 

References 
1) House of Commons Committee of Public Accounts ( April 2017) NHS Ambulance 

Services  
2) Appleby J and Dayan M.  Nuffield winter insight.  Briefing 3: The ambulance service.   

Nuffield Trust:   April 2017  
3) NHS England (9th November 2017).  Ambulance Quality Indicators 2017-2018: 

Statistical Note June-September 2017   Link to AQI homepage 
4) Association of Ambulance Chief Executives.  Ambulance Quality Indicators    Link to 

data   
5) CQC (2016) North East Ambulance Service NHS Foundation Trust.  Quality Report 

 
  

https://www.england.nhs.uk/statistics/statistical-work-areas/ambulance-quality-indicators/
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Figure 7: NEAS Red 1 Performance last 12 months compared with 2012/13 (sourced 
December 2017) 
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Figure 8: NEAS Red 2 Performance last 12 months compared with 2012/13 (sourced 
December 2017) 
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Figure 9: NEAS Red 19 Performance last 12 months compared with 2012/13 (sourced 
December 2017) 
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Executive Summary 

 
The Path to Excellence is a five-year transformation of healthcare provision across South Tyneside and Sunderland that has been set up 
to secure the future of local NHS services.   
 
This report presents a desk top Integrated Impact Assessment (IIA) of the two options which have been proposed as part of the 
reconfiguration of obstetrics and gynaecology services and neonatal care services across South Tyneside and Sunderland:  
 
Option1 entails 

 A consultant-led maternity unit and an alongside Midwife Led Delivery Unit (MLU) at Sunderland 
 A free-standing MLU at South Tyneside for low risk births 
 A single community midwifery team serving both areas     

 
Option 2 entails  

 A consultant-led midwifery unit and alongside MLU at Sunderland serving both South Tyneside and Sunderland populations 
 A single community midwifery team serving both areas 

 
 
Both options include identical plans for gynaecology services i.e.  

 All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at least an overnight stay) 
 Gynaecology day case and ambulatory care will remain provided from both sites 
 Gynaecology outpatients will remain provided from both sites 

 
This assessment was undertaken in parallel with a similar assessment of proposals to reconfigure acute urgent and emergency 
paediatrics services in the area.   This review considers the impact that, proposals to reconfigure the special care baby unit in South 
Tyneside, will have on new mothers and their babies.    Those proposals mean that babies needing specialist care from both South 
Tyneside and Sunderland will be treated at the special care baby unit at Sunderland Royal hospital where there is also a neonatal 
intensive care unit.  



 
This IIA entailed a process that systematically considered the proposed changes to Obstetrics and Gynaecology services with the aim of 
identifying potentially positive or negative impacts on equality, health and health inequalities.  It drew on relevant research and 
statistics to evaluate the impact which the two proposed models for acute Obstetrics and Gynaecology services could have with 
reference to 23 service specific attributes across four domains of health (Healthcare Outcomes; Access to High Quality Health Care; 
Environment; Economy).   
 
The results of this IIA suggested that the changes could have a greater effect on communities in South Tyneside and on certain 
vulnerable groups, most notably: 
 

 Socioeconomic deprivation 
 Disability  (physical, mental, learning) 
 Race (BME communities) 
 Age (older women, older  and teenage mothers) 
 Women who misuse alcohol or drugs 
 Sensory impairment 
 Women with co-morbid conditions 

 
These groups may be more likely to need women’s services and will therefore benefit from the proposed improvements in service 
quality.  They might also be more vulnerable to some aspects of the changes.  
The IIA impact scores gave a crude indication of the relative scale and direction of possible impacts.  The total (net) IIA impact scores 
were overwhelmingly positive.  
 

Total Integrated Impact Scores (all attributes) 

Option 1 Option2 



152 111 

 
The total IIA score was higher for Option 1 than Option 2 because the latter Option entails more far reaching changes which will affect 
more women. Its main feature is that it does not include either a consultant-led obstetrics delivery unit or a midwifery led unit in South 
Tyneside.  
 
The IIA process entails a systematic attempt to identify possible drawbacks to the changes.  The main findings are highlighted in the box 
below. 
 

Health attributes for which total IIA impact scores were negative 

Option 1 Option2 

Transport  

Pollution 

 

Acceptable health care 

Transport 

Pollution 

 
This report includes some suggestions regarding actions that could mitigate against any of the identified drawbacks.  These suggestions 
could enable stakeholders to identify how they can contribute to the reconfiguration and further maximise the potential benefits.   The 
suggestions relate to patient transport, organisational development, quality improvement, education and training, monitoring and 
evaluation 
 
Overall, the IIA provided quantitative and qualitative evidence that the proposed changes could have major benefits for the resident 
populations including vulnerable groups.  The key benefits relate to the ability of the changes to achieve:  
 



 More sustainable and consistent high quality care, regardless of the day of the week or the time of day – for women, mothers and 
babies 

 Safer Care due to sustained and improved levels of specialist staffing -   especially in Obstetrics care and neonatal care  - able to 
provide timely intervention and avoid clinical deterioration 

 More cost-efficient and cost-effective Obstetrics and Gynaecology services   

 
These service improvements could achieve enduring and significant benefits to child health, population health and inequalities across 
South Tyneside and Sunderland1.  
 
This IIA provides evidence based information to underpin the Path to Excellence rational planning and consultation process for the 
reconfiguration of Obstetrics and Gynaecology services. It enables all stakeholders to contribute to the consultation process with due 
regard to the public sector duties around equality and health inequalities.   
 
 

 
  

                                                        
1 Marmot (2010) Fair Society Health Lives 
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1  Introduction 

 

1.1  Path to Excellence: Obstetrics & Gynaecology Services 
Path to Excellence is a five-year transformation of healthcare provision across South Tyneside and Sunderland. 
 
The transformation has been set up to secure the future of local NHS services and to identify new and innovative ways of delivering high 
quality, joined up, sustainable care that will benefit the population of Sunderland and South Tyneside both now and in the future. 
 
One of the first developments is a Clinical Services Review of Obstetrics and Gynaecology Services across City Hospitals Sunderland and 
South Tyneside Foundation Trusts.  The review aims to overcome current challenges relating to quality, sustainability and cost-
effectiveness of the current service configuration.   Two possible new options have been identified to change the way obstetrics and 
gynaecology services are delivered across the two districts.  
 
In order to identify and plan for possible impacts on equality, health and health inequality, the Path to Excellence team commissioned an 
independent desk based Integrated Impact Assessment (IIA) of the proposed solutions.  
 
This report describes the approach to, and the results and recommendations of an independent Integrated Impact Assessment of the 
possible models considered as part of the proposed reconfiguration of obstetrics and gynaecology services.   
 
 

2  Integrated Impact Assessment (IIA) 

2.1 Context 
The NHS is committed to promoting equality and reducing health inequalities. These principles are embedded in the NHS constitution2: 

                                                        
2 The NHS constitution for England Department of Health 2015 



 a comprehensive service, available to all irrespective of gender, race, disability, age, sexual orientation, religion, belief, gender 
reassignment, pregnancy and maternity or marital or civil partnership status.  

 
 to promote equality through the services it provides and to pay particular attention to groups or sections of society where 

improvements in health and life expectancy are not keeping pace with the rest of the population. 
  
In order to ensure these goals are met, all changes to NHS services are subject to a rigorous assurance process3.   
 

This assurance process comprises two major aims: 

1. Eliminating discrimination, harassment and victimisation, to advance equality of opportunity, and to foster good relations 
between people who share a relevant protected characteristic (as cited under the Equality Act 2010) and those who do not share 
it;  

2. Identifying and reducing any inequalities in access to, and outcomes from, health care services and ensuring services are 
provided in an integrated way where this might reduce health inequalities4.  

Integrated impact assessments can provide information to inform this assurance process.  
 

2.2 Approaches to Integrated Impact Assessment 
Integrated Impact Assessment (IIA) is a method of estimating the possible 
implications, intended and unintended, of policies, plans, strategies, projects 

                                                                                                                                                                                                                                                                          
 
3 NHS (2015) Planning, assuring and delivering service change for patients: a good practice guide for commissioners on the NHSE 
assurance process for major service changes and reconfigurations.  
4 NHS England (2015) Equality and Health Inequalities legal duties: Guidance for NHS Commissioners on Equality and Health 
Inequalities legal duties  
 



or initiatives.  An IIA examines how any proposal could affect the communities  
served and how these effects may be distributed amongst different groups 
within the community.  The aim of IIA is to make recommendations to 
enhance potential positive outcomes and minimise negative impacts of a 
proposal. 
 
There is no one single definition of, or approach to, IIA. Integrated assessments can consider a wide range of topics but will consider 
them simultaneously where previously they would have been considered separately. 
 

2.3  Commissioned Remit 
The remit was to undertake an integrated impact assessment that would consider the positive and negative impact that each possible 
service model could have on  

 equality groups 
 population health outcomes,  
 population health inequalities  

 
If the assessment identified any potentially negative consequences, there was a remit to make recommendations regarding how these 
could be mitigated.  
 



 
 
The commissioned aims were:  
 
a) To explore the overall health impact (+ve, neutral, or –ve) and the impact on health inequalities (+ve, neutral, or –ve) in relation to: 

 Service outcomes; 
 Service activities; 
 The safety of the service; 
 The quality of the service; 
 Sustainability and resilience of the service (including its ability to respond to projected demographic changes); 
 Access to the service; 
 Choice for patients, their families and carers; 
 The mental, social and emotional wellbeing of patients, their families and carers. 

AND  

b) To explore the equalities impact (+ve, neutral, or –ve) in relation to: 

 Age 

Integrated Impact 
assessment  

Possible positive 
and negative 

impacts identified 
and described 

Mitigating actions 
identified and 

described 

Recommendations 
to Path to 

Excellence 



 Disability 
 Gender reassignment 
 Marriage and Civil Partnership  
 Pregnancy and maternity 
 Race 
 Religion or belief 
 Sex 
 Sexual orientation 
 Deprivation or social economic status. 

  



3  The Integrated Impact Assessment  (IIA) Methods 

3.1  Overall Approach 
The approach combined three different methodologies and associated NHS guidance:  

 Equality Impact Assessment (EqIA)5;    
 Health Inequalities Impact Assessment (HIIA);  
 Health Impact Assessment (HIA) 6 

 

These methods were combined to develop assessment tools that were used in combination to generate a single integrated assessment of 
each proposed service model as indicated by this figure. 

 
 

                                                        
5 The NHS Centre for Equality and Human Rights.  A toolkit for carrying out Equality Impact Assessment 
6 DH (2010) Health Impact Assessment Tools.  Simple tools for recording the results of the Health Impact Assessment. 



 
Figure 1: Overview of the methods used in the Integrated Impact Assessment 

3.2  Concepts and definitions underpinning the IIA 
The assessment tools were developed with relevance to key concepts and definitions summarised in Box 1.   
 

Health - Health is a complex, multidimensional concept.  The most commonly adopted definition 
is that formulated by the World Health Organisation in 1948 : 
“a state of complete physical, mental and social well-being and not merely the absence of disease or 
infirmity.7” 
 
In 1986, in response to modern ideas around molecular, individual and societal influences on 
health, the European Regional Office of the WHO redefined health as  “a resource for everyday life, 
not the objective of living. Health is a positive concept emphasizing social and personal resources, as 
well as physical capacities8”.  

                                                        
7 World Health Organization. (2006). Constitution of the World Health Organization – Basic Documents, Forty-fifth edition, Supplement, 
October 2006. 
8 WHO (1986)  First International Conference on Health Promotion, Ottawa,  
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Both definitions are frequently criticized as being idealistic or unattainable and alternative 
definitions continue to be debated9. 
 
Health impact -A health impact can be positive or negative. A positive health impact is an effect 
which contributes to good health or to improving health. A negative health impact has the 
opposite effect, causing or contributing to ill health10.  
 
Health Inequalities  - Health inequalities can be defined as differences in health status or in the 
distribution of health determinants between different population groups11. Health inequities are 
avoidable inequalities in health between groups of people. These inequities arise from 
inequalities within and between groups in society. Social and economic conditions and their 
effects on people’s lives determine their risk of illness and the actions taken to prevent them 
becoming ill or treat illness when it occurs12.  
 
Equality - Equality is about ensuring that every individual has an equal opportunity to make the 
most of their lives and talents, and believing that no one should have poorer life chances because 
of where, what or whom they were born, what they believe, or whether they have a disability.  
 
Equality recognises that historically, certain groups of people with particular characteristics e.g. 
race, disability, sex and sexuality, have experienced discrimination.   
 
The Equality Act 2010 brings together for the first time all the legal requirements for the private, 
public and voluntary sectors, making existing equality laws simpler, more effective and easier to 
understand. 

                                                        
9 Huber M.  How should we define health? BMJ 2011;343 
 
10 WHO (accessed February 2017) Health Impact Assessment: glossary of terms used  
11 WHO (accessed February 2017) Health Impact Assessment: glossary of terms used 
12 WHO(accessed February 2017)  Social determinants of health – key concepts) 



 
To meet the needs of disabled people, the Equality Act 2010 states that reasonable adjustments 
can be made for disabled people, and that it is not unlawful discrimination to treat disabled 
people more favourably than non-disabled people because of their disability13. 
 
Equity  - Equity in health can be defined as the absence of systematic disparities in health (or in 
the major social determinants of health) between social groups who have different levels of 
underlying social advantage/disadvantage14.  Health impact assessment is usually underpinned 
by a focus on social justice in which equity plays a major role10.  
 
Equitable access has been defined as “care that does not vary in quality because of personal 
characteristics, such as gender, ethnicity, geographical location and socio-economic status”15. 
Box 1: Concepts and definitions supporting the IIA 

3.3  The Service Models addressed by the IIA. 
The proposed reconfiguration of obstetrics and gynaecology services aims to enable service quality improvements in terms of 
sustainable, specialist staffing and cost-effectiveness across South Tyneside and Sunderland.  
 
Two possible solutions have been identified, the IIA considered both options. They both propose the same changes for gynaecology 
services, but there are differences between the two options in terms of Obstetrics and Midwifery services.  The changes can be 
summarised as follows:  
 
Option 1:  

 Obstetrics: Consultant-led obstetrics unit in Sunderland; Midwife-led units in South Tyneside and Sunderland.  Merged 
community midwife service.  Postnatal care provided in Sunderland and South Tyneside 

                                                        
13 Equality and human rights commission https://www.equalityhumanrights.com last accessed February 2017 
14 Braveman P, Gruskin S Defining equity in health Journal of Epidemiology & Community Health 2003;57:254-258.  
15 Millman M, ed.Access to health care in America. Washington, DC: National Academy Press, 1993. 
 

https://www.equalityhumanrights.com/


 Gynaecology: Outpatient clinics at both sites; Complex inpatient care in Sunderland; Day case and ambulatory care at both South 
Tyneside and Sunderland sites 

 Relocation of the Special Care Baby Unit in South Tyneside to Sunderland 
 
Option 2:  

 Obstetrics: Consultant-led obstetrics unit in Sunderland; Midwife-led unit in Sunderland.  No deliveries at South Tyneside 
hospital site. Merged community midwife service.  Postnatal care provided in Sunderland and South Tyneside 

 Gynaecology: Outpatient clinics at both sites; Complex inpatient care in Sunderland; Day case and ambulatory care at both South 
Tyneside and Sunderland sites 

 Relocation of the Special Care Baby Unit in South Tyneside to Sunderland 
 

Further details of each, supported by comprehensive business cases and clinical service review reports, are provided in the Path to 
Excellence suite of documents.  
 

3.4   Key Interdependencies 
The proposed changes to obstetrics and gynaecology services coincide with proposals to reconfigure urgent and emergency paediatric 
services.  Those proposals entail the relocation of the special care baby unit in South Tyneside to Sunderland with specific implications 
for maternity services and perinatal care across the two sites.   
 
The impact of the changes to the way newborn babies will be cared for are fully considered within this IIA. Further details of the plans to 
reconfigure acute paediatric services are available in the Path to Excellence suite of documents.  
 
As part of the Path to Excellence planning process, more detailed consideration and modelling is underway regarding implications for 
travel, transport and ambulance services.    These assessments will provide vital information but were not available to inform this IIA.  



3.5 The local context  
South Tyneside and Sunderland are both recognised to face significant health challenges relating to socioeconomic deprivation, health 
inequalities, long term unemployment and poor health outcomes16, 17,18,19.   
 
South Tyneside has slightly worse deprivation scores than Sunderland, with a higher proportion of the population living in the most 
deprived neighbourhoods in England.  Long term unemployment rates are also higher in South Tyneside than Sunderland.  
 
The life expectancy gap for females in South Tyneside is slightly higher than Sunderland (8 years compared with 7.6 years).  The life 
expectancy gap for males is higher than that for women in both areas and is higher in Sunderland  (9.9 years) than in South Tyneside 
(8.6 years).  
 
The population of Sunderland is almost twice that of South Tyneside.  Both areas have a similar proportion of women (51%).  
Approximately 37% of the South Tyneside population is aged between 15-44 years compared with 39% in Sunderland20.  
 
During the period 2013-15, the stillbirth rates for South Tyneside and Sunderland residents were 3.7 and 4.8 (per 1000 live and 
stillbirths) respectively21.   Further statistics relating to maternal, perinatal and female sexual health are available in Appendix 3, 
especially, Table 19, Table 21, Table 22 with some key decriptors and comparators summarised below:  
 
BOX 2: Key indicators relating to the population affected 

Indicator Time 
Period 

South 
Tyneside 

Sunderland England 

                                                        
16 Sunderland Council:  Annual report of the Director of Public Health 2015 
17 South Tyneside Council : Annual report of the Director of Public Health 2015 
18 South Tyneside Council : Joint Strategic Needs Assessment 2013-2014 
19 Sunderland Council: JSNA suite of documents 
20 Based on 2011 ONS Census data – see Appendix 3 for more details. 
21 Source PHE mortality profiles,  see Appendix 3 for more details.  



Percentage of babies born to 
mothers born in Middle East and 
Asia  

2014 3.8 (61) 3.3 (94) 9.7 

Caesarian section - percent (count) 2014/15 20.6 (307) 21.9 (620) 25.8 

Percentage of deliveries to women 
aged 35 years or older  (count) 

2014/15 11.5 (171) 13.4 (379) 20.4 

Under 18s birth rate/ 1,000 
(count) 

2014 7.7 (20) 11.1 (50) 6.7 

Low birth weight of term babies  - 
percent, (count) 

2014 7.2 (119) 4.2 (111) 2.9 

Smoking status at time of delivery  
- percent (count) 

2015/16 21.8 (352) 18 (505) 10.6 

Breastfeeding initiation – percent 
(count) 

2014/15 53 (821) 57.5 (1,557) 74.3 

Breastfeeding prevalence at 6-8 
weeks after birth  

2015/16 24 (395) 26.8 (757) 43.2 

Pelvic inflammatory disease 
admissions rate / 100,000  

(count) 

2014/15 268.8 (73) 158.6 (84) 236.4 

Ectopic pregnancy admissions 
rate /100,000 

(count) 

2014/15 110.5 (30) 58.5 (31) 89.6 



Cervical cancer registrations 
rate / 100,000 (count) 

2011-13 11.2 (26) 15.8 (65) 9.6 

 
 

3.6   Assessment tools  

3.6.1 Equality Impact Assessment 
The EqIA was conducted with reference to the following groups: 

 Sex /Gender 
 Sexual orientation 
 Gender reassignment 
 Race 
 Marriage / civil partnership 
 Pregnancy and maternity 
 Religion or belief 
 Disability 
 Emotional wellbeing 
 Socio-economic deprivation 
 Age 

 

3.6.2 Health and Inequalities Impact Assessments  
These assessments examined health and health inequalities impacts relating to four domains of health and wellbeing:  

 Health care outcomes 
 Access to high quality Health Care; 
 Environmental determinants of health;  
 Economic determinants of health.   



 
Specific health attributes were identified for each of these domains. To meet the contract brief, there was a greater emphasis on health 
and wellbeing outcomes and access to health care.    
 
As pregnancy is a normal physiological process with implications for mother and baby, the analysis included health and wellbeing 
outcomes and determinants specific to pregnancy and based around the outcomes and priorities identified by NICE and the Birthplace 
studyError! Bookmark not defined.,Error! Bookmark not defined.,Error! Bookmark not defined.,Error! Bookmark not defined. 

 
These pregnancy and newborn specific health & wellbeing outcomes were: 

1. Mortality – maternal deaths, stillbirths, or other infant deaths in the first month of life. 

2. Spontaneous Vaginal Deliveries 

3. Obstetrics interventions 

4. Transfers of care during labour or immediately after the birth 

5. Delivering a baby without serious medical problems 

6. Infant feeding ideally breastfeeding 

7. Maternal health – social, emotional and physical   

8. Infant health  - social, emotional and physical 

 

In order to address the health impacts of gynaecology services, the assessment included additional outcomes for gynaecology patients.  
These were  

9. Improved life expectancy  (in relation to diagnosis and management of women’s cancers, infections, and management of 
gynaecological emergencies eg ectopic pregnancies  

10. Improved quality of life (including pain, continence, abnormal uterine bleeding, sexual and reproductive health) 



 
The outcomes relating to each of the four domains are listed below.  Impacts on health inequalities and access to equitable health care 
were considered throughout the HIIA rather than as separate entities.  
 

Health care 
outcomes 

Access to high 
quality health care 

 

Environment Economy 
 

1. Mortality – 
maternal deaths, 
stillbirths, or 
other infant 
deaths in the first 
month of life 

2. Spontaneous 
vaginal deliveries. 

3. Obstetrics 
interventions 

4. Transfers of care 
during labour or 
immediately after 
the birth 

5. Delivering a baby 
without serious 
medical problems 

6. Infant feeding 
ideally 
breastfeeding 

7. Maternal health – 
social, emotional 
and physical 

8. Infant health  - 
social, emotional 
and physical 

9. `Improved life 

1. Effective health 
care 

2. Safe health care  
3. Cost - Efficient 

health care 
4. Sustainable 

health care 
relevant to 
population need 

5. Acceptable health 
care (patient 
experience) 

6. (Equitable health 
care) 

 

1. Transport 
2. Natural and built 

environment 
3. Pollution 
4. Housing 
 

1. Education, skills, 
learning 

2. Employment 
3. Business 

development and 
investment 

4. Financial 
inclusion  

 



expectancy 
10. Improved quality 

of life 
11. (Health 

inequalities)  
 

Box 3: Health & wellbeing outcomes relating to each of the four domains 

 

3.6.3  The population for assessment 
This assessment explored the impacts on the current and future population resident or working in South Tyneside and Sunderland Local 
Authority areas with respect to changes to obstetrics and gynaecology services in those localities.    
 
Within these populations, specific attention was given to those groups most affected by the proposed reconfiguration: 

 Women with gynaecological problems needing specialist advice, assessment, screening or care 
 Women across the antenatal, perinatal and postnatal continuum 
 Mothers with babies requiring special care  
 Staff currently working in obstetrics & gynaecology and special care baby services across South Tyneside and Sunderland 
 Partners, friends, relatives and carers of the women using gynaecology, obstetrics and special care baby services across South 

Tyneside and Sunderland 
 The communities resident in South Tyneside and Sunderland. 

 

3.6.4 Evidence and indicator reviews 
Each assessment was preceded by a review of the evidence and indicators relating to relevant equality, inequality and care quality 
issues both nationally and locally.  The reviews highlight relevant priorities and concerns and details of the communities affected by the 
reconfiguration.  Full details of the evidence sources and a summary of the findings, are provided in Appendix 3.  
 
The findings of these reviews were used during the assessment to 



 develop appropriate healthcare outcomes relating to the services being reconfigured  
 identify possible impacts on the equality, health and inequalities of the communities affected by the service reconfiguration 
 make judgements of impact severity and scale and assign appropriate scores  

The main data sources were Office of National Statistics (ONS) Neighbourhood Statistics for Local Authority Areas and Public Health 
England (PHE) profiles.   Evidence was generated by published medical research, professional audits, international reviews, and best 
practice guidelines.  
 

3.6.5  Impact scores  
The scoring systems reflected those recommended in the NHS recommended toolkit22, and were a product of the level of available 
evidence and an assessment of the scale of the impact in terms of severity and numbers affected.  Full details are available in Appendix 
and Appendix 2.  
 
Following the assessment, scores were graded as falling into three categories of impact:  Major – Moderate  - Minor.    These categories 
were colour coded to give an ‘at a glance’ overview of the impacts on the different health issues and equality groups.  
 
 

3.7  Assumptions and Limitations 
 
Stakeholder engagement is recognised as fundamental to high quality impact assessments.  This review was commissioned as a desktop 
exercise to identify and outline key issues that would enable wider stakeholder consultation and more detailed subsequent assessment.   

                                                        
22 NHS Centre for Equality and Human Rights.   A toolkit for carrying out Equality impact assessment 



 
 
The assessment was undertaken in parallel with a review of the travel and transport implications of the proposed reconfiguration and 
discussions of the impact on North East Ambulance Services.  The results of those discussions and reviews were not available to inform 
this assessment.  
 
The assessments use a population based methodology to consider scale and severity of impact with respect to groups of people who 
share similar characteristics.  
 

3.8  Language 
 
Wherever possible, this report has avoided specialist medical and healthcare language and terminology in order to widen accessibility 
and promote engagement.  
 
 

4 Integrated Impact Assessment Findings 

This section describes the results of the equality impact assessment and the health & inequalities impact assessment.    
 

Integrated Impact 
Assessment Scoping Paper 

Public and Wider 
Stakeholder Consultation 

Finalised Integrated 
Impact Assessment  



Further details of the Equality Impact Assessment (EqIA) findings are presented in Table 1 and the positive, negative and total impact 
scores are presented in Table 2.  
 
The findings from the Integrated Health & Health Inequalities Impact Assessment (HIIA) are fully described in Table 3 and the scores are summarised in 
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Table 4.     
 
All of the findings were developed with reference to the data, indicators and 
evidence presented in Appendix 3 and the scoring systems described in 
Appendices 1 and 2.  
 
Throughout this Section, the labels Option 1 and Option 2 are used to denote the 
following possible solutions arising from the Path to Excellence reconfiguration 
of Obstetrics and gynaecology services: 
 
Option 1:  
 Retain consultant-led maternity unit at Sunderland and an alongside MLU 
 Develop free-standing MLU at South Tyneside for low risk births 
 Development of a single community midwifery team serving both areas 
 All inpatient gynaecology surgery will be provided at Sunderland (surgery 

requiring at least an overnight stay) 
 Gynaecology day case and ambulatory care will remain provided from both 

sites 
 Gynaecology outpatients will remain provided from both sites 
 
Option 2:  
 Develop a single consultant-led midwifery unit and alongside MLU at 

Sunderland serving both South Tyneside and Sunderland populations 
 Develop a single community midwifery team serving both areas 
 All inpatient gynaecology surgery will be provided at Sunderland (surgery 

requiring at least an overnight stay) 
 Gynaecology day case and ambulatory care will remain provided from both 

sites 
 Gynaecology outpatients will remain provided from both sites 
 

4.1 Integrated Impact Scores 
The absolute numeric scores should be considered with caution as the scoring 
system is blunt.  The figures should be considered as crude indicators of the 
direction of impact rather than accurate measures.   Further details of the basis 
for the scores are described in the next section.  

 

4.1.1  Positive EqIA and HIIA Impact Scores  
 

Positive equality impact scores 
The positive EqIA impact scores for each option and equality group are 
summarised in the Box below:  
 

 Positive equality impact scores  

Equality Group Option 1 Option 2 
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Sex/ gender 9 9 

Sexual orientation 9 9 

Gender reassignment 9 9 

Race 9 9 

Marriage and civil 
partnership 

9 9 

Pregnancy  / maternity 9 9 

Religion or belief 9 9 

Disability 9 9 

Socioeconomic 
deprivation 

9 9 

Age 9 9 

Box 4: Positive EqIA scores for each option 

 
These results show that both the proposed solutions have the potential to 
transform the provision of high quality acute Obstetrics and Gynaecology 
services with all equality groups benefiting equally across Sunderland and South 
Tyneside.    
 
The scale of the benefits was identical for both Options and relates to the 
proposed improvements in service quality to give children a better start in life 
right from the outset23.  
 

Positive health and inequalities impact scores 
The positive HIIA impact scores across the four domains and the related 23 
attributes of health status are summarised in the table below:  
 
 

Impact Domains 
 

Attributes  
Total POSITIVE integrated 

health and health inequality 
impact score 

Option 1 Option 2 

 

 

Outcomes of 
Obstetrics and 
gynaecology care  

Mortality 18 18 

Spontaneous vaginal 
delivery 15 9 

Obstetrics interventions 18 10 

Transfers of care 9 11 

                                                        
23 The Marmot Review.  Fair Society, healthy lives.  Strategic review of Health 
Inequalities in England post 2010 
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Impact Domains 
 

Attributes  
Total POSITIVE integrated 

health and health inequality 
impact score 

Option 1 Option 2 

Delivering a baby without 
serious medical problems   18 18 

Infant feeding 0 0 

Maternal health 18 12 

Infant health 18 18 

Life expectancy 12 12 

Quality of life 8 8 

Access to high 
quality health 
care  

Effective health care 18 18 

Safe health care 12 12 

Cost efficient health care 15 13 

Relevance to healthcare 
need 12 8 

Acceptable health care 10 8 

Environmental 
determinants of 
health  

Transport 0 0 

Natural and built 
environment 0 0 

Pollution  0 0 

Housing 0 0 

Economic 
determinants of 
health  

Education, skills and 
learning  4 4 

Employment 4 4 

Business development 4 4 

Financial inclusion 0 0 

TOTAL ALL 213 187 

Box 5: Positive HIIA Impact Scores 

 
The HIIA indicated that both Options have the potential to result in large gains 
for health and health inequalities.  These gains largely relate to the sustained 
improvements in service quality able to assure children from all groups to 
achieve a better start in life right from the outsetError! Bookmark not defined..  

Moreover, the total positive HIIA impact scores were very similar for both 
Options – 213 for Option 1 compared with 187 for Option 2.   
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The higher score for Option 1 relates to its potential to achieve more acceptable 
and sustainable care whilst minimising avoidable Obstetrics interventions.  

 

4.1.2 Negative EqIA and HIIA Impact Scores  

Negative equality impact scores 
The negative EqIA impact scores for each option and equality group are 
summarised in the table below.   

 

Equality Group Option 1 Option 2  

Sex/ gender -3 -6 

Sexual orientation 0 0 

Gender reassignment 0 0 

Race -6 -6 

Marriage and civil 
partnership 0 0 

Pregnancy  / maternity -3 -6 

Religion or belief 0 0 

Disability -6 -6 

Socioeconomic 
deprivation -6 -6 

Age -6 -6 

Box 6: Negative EqIA impact scores 

Impacts on equality in relation to gender (women) and pregnancy/maternity 
groups were an inevitable finding relating to changes affecting Obstetrics and 
Gynaecology services which chiefly serve these groups. Possible negative 
impacts on women were also noted with respect to job losses but these figures 
were very small compared to the numbers affected by other issues.  The 
difference in the impact on these groups reflects the fact that Option 2 requires 
more women from South Tyneside to travel outside the borough than Option 1.  
 
Both Options were assessed as having the same scale of impact with potential 
drawbacks for four of the equality groups:  

1. Socioeconomic deprivation 
2. Disability  
3. Race (BME communities) 
4. Age (older and teenage women) 

These groups are all at greater risk of needing obstetric led care and both 
proposed Options include significant changes to the availability of consultant led 
obstetric services in South Tyneside.  This could have important implications for 
health inequalities within and across South Tyneside.   
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Negative health and inequalities impact scores 
The negative HIIA impact scores for each option and health are summarised in 
the table below:  
 

Impact domains Attributes Option 1 Option 2 

 

 

Health 
outcomes of 
O&G services  

Mortality -2 0 

Spontaneous 
vaginal delivery 0 -6 

Obstetrics 
interventions 0 -5 

Transfers of care -8 -3 

Delivering a baby 
without serious 
medical problems   -4 0 

Infant feeding 0 0 

Maternal health -4 -8 

Infant health -4 -8 

Life expectancy -2 -2 

Quality of life -4 -4 

Access to high 
quality health 
care outcomes 

Effective health 
care 0 0 

Safe health care -4 0 

Cost efficient 
health care -4 -6 

Relevance to 
healthcare need -2 -6 

Acceptable health 
care -5 -10 

Environmental 
determinants 
of health  

Transport -4 -4 

Natural and built 
environment 0 0 

Pollution  -2 -2 

Housing 0 0 

Economic 
determinants 
of health  

Education, skills 
and learning  -4 -4 

Employment -4 -4 

Business 
development -4 -4 

Financial 
inclusion 

0 0 
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Impact domains Attributes Option 1 Option 2 

TOTAL ALL -61 -76 

Box 7: Negative HIIA Impact scores 

The numeric results indicate that any possible negative impacts are on a much 
smaller scale than the potential positive impacts.  
 
There were some small negative HIIA scores associated with all four HIIA impact 
domains, although the scale of the impact was higher in relation to Option 2 than 
Option 1.     These differences largely reflected the extent of the changes in 
Option 2 compared to Option 1.  Option 2 requires more women from South 
Tyneside to deliver further from home with implications for emotional 
wellbeing, acceptable health care and travel costs.  Option 2 may also be 
associated with more obstetric interventions and fewer “normal births”.   The 
key potential drawback associated with Option 1 relates to the possibility of 
more women requiring inter hospital transfer during or immediately after 
delivery as this might affect emotional wellbeing, maternal-infant bonding and 
generate some safety issues relating to handovers of care.  
 
 Further details of these drawbacks are described below.  

4.1.3 Total Integrated Impact Scores 

Total equality impact scores 
When summed together, the large positive and small negative impacts resulted 
in strongly positive impact scores for all equality groups as indicated by the 
summary below 

 

Equality group Total Equality Impact Scores 

Option1  Option 2  

Sex/ gender 6 3 

Sexual orientation 9 9 

Gender reassignment 9 9 

Race 3 3 

Marriage and civil 
partnership 

9 9 

Pregnancy  / maternity 6 3 

Religion or belief 9 9 

Disability 3 3 

Socioeconomic 
deprivation 

3 3 

Age 3 3 

Box 8: Total EqIA impact scores 
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This shows that, for either Option, the considerable benefits for all equality 
groups outweigh any of the drawbacks identified during the assessment.   

As described above, the lower scores for Option 2 reflect losses to the South 
Tyneside community with respect to either consultant led or midwife led 
delivery options in South Tyneside.  

Both Options affected the other vulnerable groups equally because these groups 
are more likely to need Consultant led Obstetric led care and the proposals for 
this type of care are the same in each Option.  

 

Total Health and Inequality Impact scores 
When summed together, the majority of the total HIIA impact scores were 
positive as indicated by the summary below:  
 

Impact domains Attributes Option 1 Option 2 

 

 

Health outcomes 
of O&G services  

Mortality 16 18 

Spontaneous vaginal 
delivery 15 3 

Obstetrics interventions 18 5 

Transfers of care 1 8 

Delivering a baby 
without serious medical 
problems   14 18 

Infant feeding 0 0 

Maternal health 14 4 

Infant health 14 10 

Life expectancy 10 10 

Quality of life 4 4 

Access to high 
quality health 
care outcomes 

Effective health care 18 18 

Safe health care 8 12 

Cost efficient health care 11 7 

Relevance to healthcare 
need 10 2 

Acceptable health care 5 -2 

Environmental 
determinants of 
health  

Transport -4 -4 

Natural and built 
environment 0 0 

Pollution  -2 -2 

Housing 0 0 
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Impact domains Attributes Option 1 Option 2 

Economic 
determinants of 
health  

Education, skills and 
learning  0 0 

Employment 0 0 

Business 
development 0 0 

Financial inclusion 0 0 

TOTAL ALL 152 111 

Box 9: Total integrated HIIA impact scores 

The total HIIA integrated impact scores show that both options were assessed as 
having a strongly positive impact on health and health inequalities.  Option 1   
had a higher total impact score than Option 2.  

There were some differences between the two Options as summarised in the 
following table:  
 

Total 
HIIA 

impact 
scores 

Option 1 Option2 

Positive  Nine of ten of the attributes in the 
health care outcomes domain   - all 
but infant feeding.  

All five attributes in the access to 
high quality care domain  

Nine of ten of the attributes in the 
health care outcomes domain   - all 
but infant feeding  

Four of five attributes in the access 
to high quality care domain – all 
but acceptable health care  

Negative  Two of the four attributes in the 
Environment domain i.e. pollution 
and transport 

One of the five attributes in the 
access to high quality care domain 
i.e.. acceptable health care  

Two of the four attributes in the 
Environment domain i.e. pollution 
and transport 

Neutral  All four attributes in the Economic 
determinants of health domain  

Two of the four attributes in the 
Environment domain i.e. housing 
and natural/built environment 

One attribute in the health care 
outcomes domain  - infant feeding  

All four attributes in the Economic 
determinants of health domain  

Two of the four attributes in the 
Environment domain i.e. housing 
and natural/built environment 

One attribute in the health care 
outcomes domain  - infant feeding 

Box 10: Summary of differences between the two options in the total HIIA impact scores 

 

These results illustrate that both Options could achieve significant positive 
impacts on health with minimal negative or neutral impacts.  The main 
differences between the two options relates to acceptable care because more 
women will need to travel outside of South Tyneside for care.  
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The nature of all the benefits and drawbacks is described below.  
 

4.2 Details of the rationale driving the IIA scores   

4.2.1 Vulnerable groups 
The EqIA and the HIIA indicated that communities in South Tyneside and certain  
vulnerable might be more likely to be affected by the changes.  The identified 
vulnerable groups were: 
 

1. Socioeconomic deprivation 
2. Disability  (physical, mental, learning) 
3. Race (BME communities) 
4. Age (older women, older  and teenage mothers) 
5. Women who misuse alcohol or drugs 
6. Sensory impairment 
7. Women with co-morbid conditions 

These groups are most affected because these groups have a higher risk of 
perinatal complications and will therefore benefit from the proposed 
improvements to service quality, but they may also be more vulnerable to any 
associated drawbacks such as increased travel costs. 
 
Demographic information relating to those groups is summarised below (further 
details and sources provided in Appendix 3) 
 

Equality group South Tyneside 

Count  (%) 

 

Sunderland 

Count  (%) 

Race  BME groups  7,259  (4.9) 14,326  (5.2) 

Babies born to mothers 
born in Middle East and 
Asia (2014)  

61  (3.8) 94  (3.3) 

Pregnancy 
& 
maternity  

Women aged 15-44 
years 

28,024 (36.6) 54,215 (38.3) 

Number of live births 
(2015)  

1,647 2,889 

 Number of under 18s 
births 2014  

33 70 

 Number of births to 
women over 35 2014/15 

171 379 

Disability Disability – day to day 
activities limited a little 
or a lot  

34,069 (23%) 63,366 (23%) 
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Socio-
economic 
deprivation  

Socio-economic 
Deprivation – 
households with some 
level of deprivation  

42,315 (63%) 76,645 (64%) 

Box 11: Demographic details of key vulnerable groups 

  

4.2.2 Pregnant and maternity women and their babies in South Tyneside 
Service users living in South Tyneside are most likely to be affected by any 
changes to the obstetrics services because of the more significant changes 
relating to availability of consultant-led obstetrics care in the borough.  This has 
important implications for health inequalities within and across South Tyneside.  

 

4.2.3  Positive impacts on equality, population health and inequalities  
The benefits identified by the HIIA were similar to those identified by the EqIA 
and related to improvements in the services provided i.e: 

 More sustainable and consistent high quality care, regardless of the day of 
the week of the time of day – for women, mothers and babies 

 Safer Care due to sustained and improved levels of specialist staffing -   
especially in obstetrics care and special baby care  - able to provide timely 
intervention and avoid clinical deterioration 

 More cost-efficient Obstetrics and Gynaecology services  
 More ‘normal’ birth experiences with less avoidable obstetrics 

interventions and associated complications (Option 1 more than Option2) 

 

All of these advantages can ensure that mothers have a positive experience of 
pregnancy and birth so that their babies have the best start in lifeError! 

Bookmark not defined..   

 

This good start in life could be fundamental to improving population health 
and reducing inequalities in health across South Tyneside and Sunderland.   

 

4.2.4 Possible negative impacts on equality, health and health inequalities  
It is essential to recognise that identified drawbacks were rarely significant 
enough to offset the strongly positive benefits that were identified.  Indeed, as 
illustrated in Box 10, very few attributes were assessed as having a negative total 
HIIA score.  
 
The drawbacks which were identified, are described more fully below and 
related to (in no specific order): 

1. Barriers to access 
2. Challenges to continuity of care  
3. Travel and transport costs 



 

 42 

4. Understanding and adapting to the new changes  
5. Traffic and pollution  
6. Local economy 
7. Sustainability 
8. Cost-efficiencies  
9. Transfers of care during labour or immediately after the birth 
10. Acceptable health care  
11. Obstetric interventions 

 

1)  Possible barriers to access  - especially for vulnerable groups (common to 
both options) 

Evidence shows that some key groups of the population who are at risk of poorer 
outcomes from pregnancy are also less likely to engage in prompt and 
comprehensive antenatal care and more likely to experience poorer outcomes 
and health inequalities24.  
 
For these groups familiar, accessible care is both valued and valuable along with 
continuity of integrated service provision24.  Therefore, these groups are 
susceptible to any reconfiguration that creates additional barriers to access.    
 
Both options might create additional barriers for women – Option 2 affects 
greater numbers than Option 1.   These potential barriers are explored further 
below and include: 
 

 Challenges to continuity of integrated care health services and from Local 
Authority Children and Adult and Lifestyle Services,  

 Increased travel and transport costs – in personal, economic and 
emotional terms  

 Understanding and adapting to the new changes. 

 
2) Challenges to continuity of care (common to both options) 
Continuity of care is valued by all women during their maternity care.  It is 
especially important to vulnerable groups who may be involved with a range of 
other health services e.g. mental health, primary care as well as Local Authority 
social care and lifestyle services.  Integrating this level of provision is easiest 
when all providers are co-terminous but it can be challenging to maintain 
continuity when service users cross boundaries for episodes of care.  
 
Both options entail challenges for continuity due to organisational change and 
loss of ‘co-terminosity’ and these are most marked for Option 2.   
 
Loss of, or challenges to, continuity might act as a further barrier to access and 
can compromise coordination and communication across services.  

                                                        
24 NICE (2010) CG110. Pregnancy and complex social factors: a model for service 
provision for pregnant women with complex social factors 
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Gaps in coordination or communication increase risks relating to patient 
safety25, emotional wellbeing24 and safeguarding for women, families and 
children26.  

 
 
3)  Travel and transport costs (personal, economic and emotional) for users 
(common to both options) 
Both options generate a requirement for women, their carers, friends and 
families to travel outside their usual area. There is an increased burden for users 
who live in South Tyneside and need maternity services, inpatient gynaecology 
services and special baby care services.  The burden is greater for Option 2 as it 
affects more maternity users.  
 
Travelling further for care or to visit partners, relatives or newborn children 
could generate additional expense, time, inconvenience and emotional stress for 
everyone concerned.     These multiple costs disproportionately affect vulnerable 
groups and can undermine maternal wellbeing, infant wellbeing and economic 
wellbeing resulting in deeper health inequalities27.  The impact will be greatest 
for residents of South Tyneside.  
 
The detailed transport analysis could provide further information to ascertain 
whether this is a relevant health risk.  
 
4)  Understanding and adapting to the new changes (common to both 
options) 
Service users will notice the changes most keenly when choosing where to 
deliver their baby, experiencing a transfer during labour or immediately after 
delivery, if a baby requires special care and if they need inpatient gynaecology 
services.  Many of these situations require users to understand the changes and 
how they impact on them and their care.    
 
Adapting to the changes is more challenging for vulnerable groups due to their 
increased risk of English language, communication or cognitive difficulties. These 
groups may find it harder to choose where to deliver or to access care in an 
emergency and may be less resilient in the face of unexpected transfers of care.  
These difficulties can manifest in barriers to access, poorer health outcomes and 
worse user experience.  
  
5) Transport and Pollution (common to both options and resulting in a 
negative total HIIA score) 

                                                        
25  NPSA & BMA (2006) Safe Handover: safe patients. 
26  Department of Education (2011) Safeguarding children across services: 
messages from research on identifying and responding to child maltreatment. 

27 The Marmot Review.  Fair Society, healthy lives.  Strategic review of Health 
Inequalities in England post 2010.  
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Both options might generate additional traffic commuting between South 
Tyneside and Sunderland.  This traffic could increase risks associated with noise 
and air pollution, congestion, and road traffic accidents with implications for the 
health and health inequalities for those living close to commuter routes.   The 
detailed transport analysis could provide further information to ascertain 
whether these are relevant health risks. 
 
6) Local economy (common to both options) 
Both options entail a loss of some specialist health services in South Tyneside 
and some investment in specialist health services in Sunderland.  This could have 
an impact on the local economy with respect to skills, jobs and business 
development.   The health of the local economy determines population health 
and health inequalities.  
 
7) Sustainability (common to both options) 
Both options place greater demands on services in Sunderland raising questions 
around sustainability in the face of population growth. Option 1 provides more 
local delivery options and greater capacity for any rise in demand.  
 
 
 
 
8) Cost efficiencies (common to both Options) 
Both options achieve significant Trust level cost efficiency savings by 
consolidating Obstetrics led care in one unit.  In Option 2, these savings are only 
achieved by reducing other delivery options in South Tyneside.    
 
For both Options, the wider economic impact which the changes could have on 
health inequalities, the public health and health care system is unclear.  Option 1 
could increase ambulance costs and Option 2 could increase costs relating to 
obstetric interventions and travel.  The economic implications of any re-
admissions is unknown. 
 
9)  Transfers of care during labour or immediately after the birth (greater 
for Option 1 than Option 2) 
Evidence shows that transfers of care are a common occurrence28 and that 
handovers are a risk to patient safety25. Rates from freestanding midwifery led 
units to consultant-led obstetrics units vary between 9% (multiparous women) 
and 36% (nulliparous women).     
 
The service configuration described in option 1 will entail more women and 
babies travelling between South Tyneside and Sunderland.  
 
The detailed transport analysis and the review of Ambulance Services capacity 
could provide further information on this issue. 
 

                                                        
28  National perinatal epidemiology unit: Birthplace in England Research 
programme (last accessed February 2017) 
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10)  Acceptable health care (greater for Option 2 than Option 1 generating 
an overall negative total IIA score) 
The negative impacts associated with this outcome were much greater for 
Option 2 generating an overall negative integrated impact score.   Evidence 
shows that user experience is of profound importance for maternal and infant 
health and health inequalities29.   Surveys show that service users value access, 
choice and continuity30.  Option 2 reduces levels of provision of care close to 
home which might affect access, choice and continuity of care. 
 
11) Obstetric interventions (Greater for Option 2 than Option 1) 
Midwife led units are associated with an increased likelihood of a ‘normal birth’ 
when compared to consultant led obstetric units.  Freestanding midwifery units 
have the highest rates of “normal births”.    This means Option 2 could have more 
drawbacks than Option 1 relating to spontaneous vaginal deliveries and 
obstetric interventions such as intrapartum caesarean section, instrumental 
delivery, episiotomy.  
 

4.3 Summary of the IIA findings 
 
The results provide detailed insights into the possible impacts of the proposals 
on population equality, health and inequalities. 
 
South Tyneside communities and vulnerable groups could be more likely to be 
affected by the changes.  These groups are:  
 

1. Socioeconomic deprivation 
2. Disability  (physical, mental, learning) 
3. Race (BME communities) 
4. Age (older women, older  and teenage mothers) 
5. Women who misuse alcohol or drugs 
6. Sensory impairment 
7. Women with co-morbid conditions 

 
The key areas of concern are summarised below.   
 

Attributes with negative total impact scores 

Option 1 Option2 

Transport  

Pollution 

 

Acceptable health care 

Transport 

Pollution 

                                                        
29 National Audit Office (2013) Maternity services in England 
30 NHSE  (2016) National review of maternity services: assessment of quality in 
maternity services 
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Although the possible drawbacks have been described in detail, they should be 
viewed in context because, as the total HIIA scores indicate below, there is strong 
evidence that the significant benefits associated with the proposed changes 
outweigh the drawbacks.  
 
 

 Total HIIA scores 

 Option 1 Option2 

Total positive integrated 
impact score 

213 187 

Total negative integrated 
impact score 

-61 -76 

Total Integrated Impact 
Scores 

152 111 

 
This IIA indicates that both proposed options can achieve significant gains for 
population health and inequalities in South Tyneside and Sunderland.   These 
gains relate to sustainable improvements in service quality which can give 
children a better start in life and thus improve health and reduce health 
inequalities across South Tyneside and Sunderland.  
 
 

5  Mitigating Action Planning  

Undertaking an integrated impact assessment enables services to be developed 
in an integrated way to reduce potential health inequalities.  
 
This section outlines actions that could mitigate against the potentially negative 
impacts identified by the integrated assessment and described more fully in 
Section 4.    
 
These actions are merely suggestions, they are not intended to be either 
instructions or recommendations.  
 
The suggestions should be considered with realistic reference to what can be 
achieved in the face of overstretched resources and the economic pressures on 
the NHS, hospitals and services for women and babies.   They provide an 
opportunity for stakeholders – across all sectors including the voluntary and 3rd 
sector -  to consider how they can contribute to maximise the impact of the 
changes on equality, health or inequalities.  
 
There may also be advantages to considering these suggestions alongside those 
identified in other service re-configurations as there may be interdependencies.   
The IIA relating to Path to Excellence plans for acute paediatric services would 
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be a key example.   Where the findings are similar, there may be opportunities to 
identify actions which achieve economies of scale.    
 
In general, the suggestions should be considered with reference to the identified 
at risk groups which are most likely to be affected by the proposals i.e. :  
 

1. Socioeconomic deprivation 
2. Disability  (physical, mental, learning) 
3. Race (BME communities) 
4. Age (older women, older and teenage mothers) 
5. Women who misuse alcohol or drugs 
6. Sensory impairment 
7. Women with co-morbid conditions 

 

5.1  Suggested mitigating actions relevant to both Options 

5.1.1 Promoting continuity of care especially for vulnerable groups  

 Introduce arrangements to monitor user satisfaction and critical incidents 
relating to service continuity and coordination for all users, especially 
vulnerable groups. These arrangements could ensure that intelligence is 
translated into service developments as appropriate and necessary.  

 Integrated records and information systems could be developed to 
promote information sharing and communication across service and 
sector boundaries.  

 Introduce arrangements to monitor equity of access audit data for each 
service and ensure that this information is translated into timely and 
appropriate  service developments whenever necessary 

5.1.2 Reducing travel and transport costs especially for vulnerable groups 

 A range of opportunities to minimise the additional travel costs could be 
explored.  Possibilities include provision of shuttle buses between 
hospital sites or less costly alternatives such as volunteer drivers or 
subsidised parking at hospital sites  

 Additional disabled and maternity parking bays could be provided at both 
hospital sites  

 Patient and public information campaigns could maximise the benefits of 
any new transport services 

 Future service user experience surveys could monitor and evaluate travel 
needs and experiences with reference to differences between equality 
groups in South Tyneside and Sunderland.  

 Oversight arrangements could scrutinise user experience data and ensure 
that this information is translated into timely and appropriate service 
developments whenever necessary.  
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5.1.3 Helping everyone to understand and adapt to the new changes, especially 
vulnerable groups. 

 Patient and public information campaigns could be developed and 
targeted to promote understanding and enable service users to adapt to 
the changes in an elective or emergency situation  

 A cross area ‘women’s services’ user group could be supported to 
champion the needs of women, their carers, partners, friends and 
relatives with an emphasis on vulnerable groups. 

 The new service specification could specify responsibilities for 
monitoring and evaluation of service outcomes including equity of access  

 Oversight arrangements  could scrutinise equity and satisfaction data and 
ensure that this information is translated into timely and appropriate  
service developments whenever necessary.  

 

5.1.4 Minimising any implications arising from traffic commuting between South 
Tyneside and Sunderland  

 Wherever possible, any new transport initiatives could seek to minimise 
air and noise pollution, avoid congestion and promote road safety. 
Possible solutions –include park and ride facilities with free hospital 
shuttle buses and less costly options advocating car share schemes 

 The transport analysis currently underway could provide additional 
insights into this aspect of the reconfiguration 
.  

 

5.1.5 Minimising any negative impact on the local economy 

 Other Trust functions eg IT, quality assurance, R&D, could be provided in 
South Tyneside to develop skills, jobs and investment in the borough.   

 

5.1.6 Promoting sustainability 

 Oversight arrangements could monitor demand and supply linked with 
population projections and modelling to identify and plan for any future 
capacity issues.  

 5.1.7 Maximising cost-efficiency savings 

 Commissioners could agree specifications which reflect NHS and public 
health advice to maximise opportunities to promote health and reduce 
health inequalities31, 32 , 33 

 The promotion of home births (appropriately risk assessed) could deliver 
further cost efficiencies while mitigating against the reduced delivery 
options in South Tyneside 

                                                        
31 Burton A. Giving every child the best start in life: a public health approach. 
PHE:2017 
32  PHE (2016) Making Every Contact Count: Concensus Statement  
33 PHE (2016) Health matters: giving every child the best start in life.  
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 Consideration of further local developments to enhance the local non-
acute elements of maternity pathway, as per Better Births’ 
recommendations, could ensure the best possible, locally delivered 
maternity care  
 

 

5.2 Suggested mitigating actions most relevant to Option 1 

5.2.1 Maximising outcomes of transfers of care during labour or immediately after 
the birth  

 The capacity of the North East Ambulance Service to respond to the 
increased demand for timely and emergency transfers could be clarified 
using data modelling - this is already underway with preliminary reports 
that the service has sufficient capacity to accommodate the small 
numbers   

 The proposed health service specifications could include protocols which 
address how the risks associated with potential delays in transfer and 
handovers of care will be minimised 

 The proposed health service specifications could include processes to 
promote and monitor patient safety relating to transfers and handovers 
of care  

 Oversight arrangements could monitor patient safety, user satisfaction, 
and critical incidents relating to inter hospital transfers and handovers of 
care and ensure that this information is translated into service 
developments as appropriate and necessary.  

 Oversight arrangements could monitor ambulance performance data and 
ensure that this information is translated into service developments as 
appropriate and necessary 

 

5.3  Suggested mitigating actions most relevant to Option 2 

5.3.1 Acceptable health care 
 

 The consideration of suggestions at sections 5.1.1, 5.1.2 and 5.1.3 could 
help to ensure a positive experience for women  

 

5.3.2 Obstetric interventions 
 

 The promotion of home births (appropriately risk assessed) could 
mitigate against unnecessary obstetric interventions 

 Clinical audit, guidelines and protocols could be developed to minimise 
unnecessary obstetric interventions  
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6 Conclusions and Recommendations 

6.1 Conclusions 
 
This IIA entailed a process that systematically considered the proposed changes 
to Obstetrics and Gynaecology services with the aim of identifying potentially 
positive or negative impacts on equality, health and health inequalities.  It drew 
on relevant research and statistics to evaluate the impact that the two proposed 
models for women’s services could have with reference to 23 service specific 
attributes of health.  
 
There are inter-dependencies between the proposed changes to obstetrics and 
gynaecology services and plans to reconfigure urgent and emergency paediatric 
service.  Both sets of plans have been the subject of an IIA.  This IIA also 
considered the impact that the changes to the provision of a special care baby 
unit in South Tyneside could have on newly delivered mothers and their babies.  
 
The results of this IIA suggested that the changes could have a greater effect on 
communities in South Tyneside and on certain vulnerable groups, most notably: 
 

 Socioeconomic deprivation 
 Disability  (physical, mental, learning) 
 Race (BME communities) 
 Age (older women, older  and teenage mothers) 
 Women who misuse alcohol or drugs 
 Sensory impairment 
 Women with co-morbid conditions 

 
These groups may be more likely to need women’s services and will therefore 
benefit from improvements in service quality.  They might also be more 
vulnerable to some of the changes in the way services are provided.  
 
The HIIA impact scores gave a crude indication of the relative scale and direction 
of possible impacts.  The total (net) HIIA impact scores were overwhelmingly 
positive.  
 

Total Integrated Impact Scores (all attributes) 

Option 1 Option2 

152 111 

 
The total IIA score was higher for Option 1 than Option 2 because the latter 
Option entails more far reaching changes which will affect more women. Its main 
drawback is that it provides fewer delivery options in South Tyneside and this 
may be received as less acceptable health care.   
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Health attributes for which total IIA impact scores were negative 

Option 1 Option2 

Transport  

Pollution 

 

Acceptable health care 

Transport 

Pollution 

 
Both Options achieved negative IIA scores relating to the environmental impact 
the changes could have on transport and pollution.   These issues will be 
explored in more detail by the transport impact analysis.  
 
Although the overall IIA scores were usually positive, the IIA identified possible 
drawbacks associated with both Options.  Therefore, the IIA included some 
suggested actions that could mitigate against these identified drawbacks.  These 
suggestions could enable stakeholders to identify how they can contribute to the 
reconfiguration so that the benefits can be maximised.   The suggestions largely 
related to patient transport, organisational development, quality improvement, 
education and training, monitoring and evaluation. 
 
Overall, the IIA provided quantitative and qualitative evidence that the proposed 
changes could have major benefits for the resident populations including 
vulnerable groups.  The key benefits relate to the ability of the changes to 
achieve:  
 

 More sustainable and consistent high quality care, regardless of the day of 
the week of the time of day – for women, mothers and babies 

 Safer Care due to sustained and improved levels of specialist staffing -   
especially in obstetrics care and neonatal care  - able to provide timely 
intervention and avoid clinical deterioration 

 More cost-efficient and cost-effective obstetrics and gynaecology services   

 
These service improvements could achieve enduring and significant benefits to 
child health, population health and inequalities across South Tyneside and 
Sunderland.  
 
The results of this integrated impact assessment can be used, alongside the other 
evidence developed by the Path to Excellence Board, to:  

 empower stakeholders to contribute to the consultation process by 
enabling them to understand the potential positive and negative impacts 
of each option  

 enable Commissioners to demonstrate compliance with their Public 
Sector duties around equality and health inequalities 
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 enable all decision makers to rigorously consider, and give due regard, to 
the equality, health and health inequality impacts of each option  

 identify possible ways in which services can be integrated to promote 
equality and reduce health inequalities 

 re-configure local services which promote equality, promote health, and 
reduce health inequalities.  

The consultation process may provide additional insights into the impact of the 
proposals.  

 

6.2 Recommendations to all stakeholders 
 

All stakeholders are invited to:  

1. Consider and give due regard to the nature, scale, and scope of the benefits 
and challenges identified by this integrated impact assessment  

2. Consider and highlight any other positive or negative impacts which should 
be incorporate into the assessment  

3. Consider the suggested mitigating actions and identify whether there are 
other opportunities to maximise the benefits arising from the proposed 
reconfiguration 

4. Identify mitigating actions which should be implemented and consider 
contributing to the development of relevant mitigating action plans. 
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Detailed results of the Equality Impact Assessment of both Options 
Table 1: Equality Impact Assessment for the Proposed Obstetrics and Gynaecology Service Reconfiguration (for further details regarding sources and 
statistics, please refer to the evidence base summarised in Appendix 3) 

KEY A score  = level of evidence B score  = scale of impact  C score  = AXB = Impact score Total impact score  = sum of C scores 

 
 Option 1:  

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at least 
an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Option 2 

Maternity 
Develop a single consultant-led midwifery unit and alongside MLU at Sunderland serving both 
South Tyneside and Sunderland populations 
Development of a single community midwifery team serving both areas 

 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at least an 
overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites  

Protected 
characteristic 

Potentially Positive 
Impacts 

Potentially Negative 
Impacts 

Potentially Positive 
Impacts 

Potentially Negative 
Impacts 

Sex / Gender  

 

These are women’s services and will, 
primarily, impact on women; the 
changes are designed to benefit all 
women by improving the quality of 
care available  to residents of 
Sunderland and South Tyneside.  

Both options give women more choice 
regarding options for gynaecology day 
case and ambulatory care.  

This option could have a negative impact on 
some women because they will have to 
travel further for care which was previously 
delivered closer to home. 

All women from South Tyneside needing / 
choosing to deliver in a consultant-led 
obstetrics unit will be required to travel 
outside of their borough. This could 
generate additional emotional, social and 
financial costs for these women and their 
partners, friends and families.  Giving birth 
“away from home” can have enduring 
impacts on the health of mothers and babies 

There is a similar burden for those women 
and their partners/friends/families from 

These are women’s services and will, 
primarily, impact on women; the changes 
are designed to benefit all women by 
improving the quality of care available to 
residents of Sunderland and South 
Tyneside.  

Both options give women more choice 
regarding options for gynaecology day 
case and ambulatory care.

This option could have a negative impact on 
some women (more than Option 1) because 
they will have to travel further for care 
which was previously delivered closer to 
home.   

All women from South Tyneside needing or 
opting for delivery in a consultant-led 
obstetrics unit or midwife led unit will need 
to travel outside of their borough. This could 
generate additional emotional, social and 
financial costs for these women and their 
partners / friends and families.  Giving birth 
“away from home” can have enduring 
impacts on the health of mothers and babies 

There is a similar burden for those women 
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 Option 1:  

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at least 
an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Option 2 

Maternity 
Develop a single consultant-led midwifery unit and alongside MLU at Sunderland serving both 
South Tyneside and Sunderland populations 
Development of a single community midwifery team serving both areas 

 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at least an 
overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites  

Protected 
characteristic 

Potentially Positive 
Impacts 

Potentially Negative 
Impacts 

Potentially Positive 
Impacts 

Potentially Negative 
Impacts 

South Tyneside needing inpatient 
gynaecology care (elective or non –elective) 
as they will be treated further from home, 
outside of their borough generating 
additional emotional, social and financial 
costs.   

In the case of babies who require specialist 
inpatient care, mothers living in South 
Tyneside could experience additional travel 
costs (time, convenience, money) when 
visiting their babies in Sunderland.  This 
could have a negative long term impact on 
infant bonding, and the emotional and 
physical health of the mothers and babies.  
Fathers and other relatives will also be 
affected but the impact on mothers will be 
greater.  

and their partners/friends/families from S 
Tyneside needing inpatient gynaecology 
care (elective or non –elective) as they will 
be treated further from home, outside of 
their borough generating additional 
emotional, social and financial costs.   

In the case of babies who require specialist 
inpatient care, mothers living in South 
Tyneside could experience additional travel 
costs (time, convenience, money) when 
visiting their babies in Sunderland.  This 
could have a negative long term impact on 
infant bonding, and the emotional and 
physical health of the mothers and babies.  
Fathers and other relatives will also be 
affected but the impact on mothers will be 
greater. 

Gender equality 
impact scores 

A=3 B=3 C= 9 A=3 B=-1 C=-3 A=3 B=3 C= 9 A=3 B=-2 C=-6 

Sexual 
orientation 

These changes are designed to benefit 
all women, new families and their 
babies by improving the quality of 
obstetric, paediatric and gynaecology 
care available to residents of 
Sunderland and South Tyneside.  

There is no indication that this group will be 
disproportionately negatively affected by 
the proposed changes 

These changes are designed to benefit all 
women, new families and their babies by 
improving the quality of obstetri , 
paediatric and gynaecology care available  
to residents of Sunderland and South 
Tyneside.  

There is no indication that this group will be 
disproportionately negatively affected by 
the proposed changes 
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 Option 1:  

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at least 
an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Option 2 

Maternity 
Develop a single consultant-led midwifery unit and alongside MLU at Sunderland serving both 
South Tyneside and Sunderland populations 
Development of a single community midwifery team serving both areas 

 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at least an 
overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites  

Protected 
characteristic 

Potentially Positive 
Impacts 

Potentially Negative 
Impacts 

Potentially Positive 
Impacts 

Potentially Negative 
Impacts 

  

Sexual 
orientation 
equality impact 
scores  

 

A=3 B=3 C=9 

 

A=3 B=0 C=0 

 

A=3 B=3 C=9 

 

A=3 B=0 C=0 

Gender 
reassignment 

These changes are designed to benefit 
all women, new families and their 
babies by improving the quality of 
obstetric, paediatric and gynaecology 
care available to residents of 
Sunderland and South Tyneside.  

 

There is no indication that this group will be 
disproportionately negatively affected by 
the proposed changes 

These changes are designed to benefit all 
women, new families and their babies by 
improving the quality of obstetric, 
paediatric and gynaecology care available  
to residents of Sunderland and South 
Tyneside.  

 

There is no indication that this group will be 
disproportionately negatively affected by 
the proposed changes 

Gender 
reassignment 
equality impact 
scores 

 

A=3 B=3 C=9 

 

A=3 B=0 C=0 

 

A=3 B=3 C=9 

 

A=3 B=0 C=0 

Race  

  

 

These changes are designed to benefit 
all women, new families and their 
babies by improving the quality of 
obstetric, paediatric and gynaecology 
care available to residents of 
Sunderland and South Tyneside.  

Evidence shows that women from BME 
communities are at increased risk of 
Obstetrics complications and will therefore 
be more likely to need Consultant led care.  
Therefore, BME women and their families 
and friends living in South Tyneside will be 

These changes are designed to benefit all 
women, new families and their babies by 
improving the quality of obstetric, 
paediatric and gynaecology care available 
to residents of Sunderland and South 
Tyneside.  

Evidence shows that women from BME 
communities are at increased risk of 
Obstetrics complications and could 
therefore be more likely to need Consultant 
led care and specialist care for their babies.  
Therefore, BME women and their families 
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 Option 1:  

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at least 
an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Option 2 

Maternity 
Develop a single consultant-led midwifery unit and alongside MLU at Sunderland serving both 
South Tyneside and Sunderland populations 
Development of a single community midwifery team serving both areas 

 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at least an 
overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites  

Protected 
characteristic 

Potentially Positive 
Impacts 

Potentially Negative 
Impacts 

Potentially Positive 
Impacts 

Potentially Negative 
Impacts 

Both options give women more choice 
regarding options for gynaecology day 
case and ambulatory care. 

BME women and their babies are at 
increased risk of perinatal 
complications and so they, their babies 
and families could experience more 
benefits from the proposed 
improvements.   

disproportionately affected by the need to 
travel outside the borough for obstetric led 
care.   Giving birth “away from home” can 
have enduring impacts on the health of 
mothers and babies.  

BME groups are at a higher risk of suffering 
economic deprivation, and English language 
difficulties.  This means that they could be 
more disadvantaged by the additional 
transport costs for South Tyneside women 
(and their partners, friends and families) 
needing inpatient gynaecology services.  

The increased risk of obstetric 
complications in this group means that 
babies in this group may be at a higher risk 
of needing specialist care facilities.  BME 
parents living in South Tyneside could 
therefore experience greater travel costs 
(time, convenience, money) when visiting 
their babies in Sunderland.  Such costs could 
have a negative long term impact on infant 
bonding, and the emotional and physical 
health of babies and their families.  

BME groups in both areas may also be at a 
disadvantage if English is not their first 
language as this may generate challenges 

Both options give women more choice 
regarding options for gynaecology day 
case and ambulatory care. 

BME women and their babies are at 
increased risk of perinatal complications 
and so they, their babies and families 
could experience more benefits from the 
proposed improvements.  

and friends living in South Tyneside could 
be disproportionately affected by the need 
to travel outside the borough for obstetric 
led care and specialist care for their babies. 

Giving birth “away from home” can have 
enduring impacts on the health of mothers 
and babies and BME groups are at greater 
risk of perinatal problems. .  

Parents living in South Tyneside could 
experience additional travel costs (time, 
convenience, money) when visiting their 
babies in Sunderland and this could have a 
negative long term impact on infant 
bonding, and the emotional and physical 
health of the mothers and babies.   

BME women living in South Tyneside with 
low risk pregnancies, choosing to give birth 
in a midwife led unit will also need to travel 
outside of their borough as will BME women 
needing inpatient gynaecology services.    

Also, the increased travel burden could be 
greater for all women, partners, friends and 
families in BME groups living in South 
Tyneside because these groups are at a 
higher risk of economic deprivation and 
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 Option 1:  

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at least 
an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Option 2 

Maternity 
Develop a single consultant-led midwifery unit and alongside MLU at Sunderland serving both 
South Tyneside and Sunderland populations 
Development of a single community midwifery team serving both areas 

 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at least an 
overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites  

Protected 
characteristic 

Potentially Positive 
Impacts 

Potentially Negative 
Impacts 

Potentially Positive 
Impacts 

Potentially Negative 
Impacts 

around understanding and adapting to the 
new changes.   

 

English language difficulties.  

Because, BME groups are at a higher risk of 
suffering economic deprivation, they could 
be further disadvantaged by the additional 
transport costs for South Tyneside women 
(and their partners, friends and families) 
needing inpatient gynaecology services.  

BME groups in both areas may also be at a 
disadvantage if English is not their first 
language as this may generate challenges 
around understanding and adapting to the 
new changes.   

 

Race equality 
impact scores 

 

A=3 B=3 C=9 

 

A=3 B=-2 C=-6 

 

A=3 B=3 C=9 

 

A=3 B=-2 C=-6 

Marriage and 
civil 
partnership  

These changes are designed to benefit 
all women, new families and their 
babies by improving the quality of 
obstetric, paediatric and gynaecology 
care available to residents of 
Sunderland and South Tyneside.  

 

There is no indication that this group will be 
disproportionately negatively affected by 
the proposed changes 

These changes are designed to benefit all 
women, new families and their babies by 
improving the quality of obstetric, 
paediatric and gynaecology care available  
to residents of Sunderland and South 
Tyneside.  

 

There is no indication that this group will be 
disproportionately negatively affected by 
the proposed changes 
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 Option 1:  

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at least 
an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Option 2 

Maternity 
Develop a single consultant-led midwifery unit and alongside MLU at Sunderland serving both 
South Tyneside and Sunderland populations 
Development of a single community midwifery team serving both areas 

 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at least an 
overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites  

Protected 
characteristic 

Potentially Positive 
Impacts 

Potentially Negative 
Impacts 

Potentially Positive 
Impacts 

Potentially Negative 
Impacts 

Marriage and 
civil 
partnership 
equality impact 
scores 

 

A=3 B=3 C=9 

 

A=3 B=0 C=0 

 

A=3 B=3 C=9 

 

A=3 B=0 C=0 

Pregnancy 
and 
maternity  

 

These changes are designed to benefit 
all pregnant and maternity groups by 
improving the quality of care available 
to mothers, new families and babies in 
Sunderland and South Tyneside.   

Both options give women more choice 
regarding options for gynaecology day 
case and ambulatory care. 

This option could have a negative impact on 
some women because they will have to 
travel further for care which was previously 
delivered closer to home. 

This option could disadvantage pregnant 
and perinatal women from South Tyneside 
needing / choosing delivery in a Consultant 
led Obstetrics unit as they will need to travel 
outside the borough. This could generate 
additional emotional, social and financial 
costs for these women and their partners.  

Both Options could disadvantage women in 
this group from South Tyneside requiring 
inpatient gynaecology services as they will 
need to be cared for further away from 
home.  

Both Options could disadvantage parents, 
new families and their babies living in South 
Tyneside if the babies require specialist 

These changes are designed to benefit all 
pregnant and maternity groups by 
improving the quality of care available to 
mothers, new families and babies in 
Sunderland and South Tyneside.  

Both options give women more choice 
regarding options for gynaecology day 
case and ambulatory care. 

This option could have a negative impact on 
some women because they will have to 
travel further for care which was previously 
delivered closer to home. 

Compared with Option 1, this option could 
affect more pregnant and perinatal women 
from South Tyneside - those needing / 
choosing delivery in a Consultant led 
Obstetrics unit or a midwife led unit - 
because this care will no longer be provided 
in the borough. This travel could generate 
additional emotional, social and financial 
costs for women and their partners.  

Both Options could disadvantage women in 
this group from South Tyneside requiring 
inpatient gynaecology services as they will 
need to be cared for further away from 
home.  

Both Options could disadvantage parents, 
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 Option 1:  

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at least 
an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Option 2 

Maternity 
Develop a single consultant-led midwifery unit and alongside MLU at Sunderland serving both 
South Tyneside and Sunderland populations 
Development of a single community midwifery team serving both areas 

 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at least an 
overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites  

Protected 
characteristic 

Potentially Positive 
Impacts 

Potentially Negative 
Impacts 

Potentially Positive 
Impacts 

Potentially Negative 
Impacts 

care.  This care will be provided outside the 
borough, further away from home.  This 
could have enduring impacts on the 
emotional and physical health of mothers 
and children.  

new families and their babies living in South 
Tyneside if the babies require specialist 
care.  This care will be provided outside the 
borough, further away from home.  This 
could have enduring impacts on the 
emotional and physical health of mothers 
and children.  

 

Pregnancy and 
maternity 
equality impact 
scores 

A=3 B=3 C= 9 A=3 B=-1 C=-3 A=3 B=3 C= 9 A=3 B=-2 C=-6 

Religion or 
belief 

 

These changes are designed to benefit 
all women, new families and their 
babies by improving the quality of 
obstetric, paediatric and gynaecology 
care available to residents of 
Sunderland and South Tyneside.  

Both options give women more choice 
regarding options for gynaecology day 
case and ambulatory care. 

 

There is no indication that this group will be 
disproportionately negatively affected by 
the proposed changes 

These changes are designed to benefit all 
women, new families and their babies by 
improving the quality of obstetric, 
paediatric and gynaecology care available  
to residents of Sunderland and South 
Tyneside.  

Both options give women more choice 
regarding options for gynaecology day 
case and ambulatory care. 

 

There is no indication that this group will be 
disproportionately negatively affected by 
the proposed changes 
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 Option 1:  

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at least 
an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Option 2 

Maternity 
Develop a single consultant-led midwifery unit and alongside MLU at Sunderland serving both 
South Tyneside and Sunderland populations 
Development of a single community midwifery team serving both areas 

 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at least an 
overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites  

Protected 
characteristic 

Potentially Positive 
Impacts 

Potentially Negative 
Impacts 

Potentially Positive 
Impacts 

Potentially Negative 
Impacts 

Religion/belief 
equality impact 
scores 

 

A=3 B=3 C=9 

 

A=3 B=0 C=0 

 

A=3 B=3 C=9 

 

A=3 B=0 C=0 

Disability 

 

These changes are designed to benefit 
all pregnant and maternity groups by 
improving the quality of care available 
to mothers, new families and babies in 
Sunderland and South Tyneside.  

Both options give women more choice 
regarding options for gynaecology day 
case and ambulatory care. 

Disability may increase the likelihood of 
delivery in a consultant-led obstetrics unit 
and therefore disabled women and their 
families and friends living in South Tyneside 
will be disproportionately affected by the 
requirement to travel outside of the 
borough.    

Disabled partners, friends or relatives 
women from South Tyneside requiring a 
delivery in an Obstetrics unit, or undergoing 
inpatient gynaecology care will face greater 
personal, economic and emotional costs of 
travel outside the borough.  

Families from South Tyneside affected by 
disability and visiting babies in need of 
special care could experience more 
emotional difficulties arising from the 
increased travel burden.  This could have 
enduring impacts on their and their babies’ 
health.  

Any additional travel burden could generate 

These changes are designed to benefit all 
pregnant and maternity groups by 
improving the quality of care available to 
mothers, new families and babies in 
Sunderland and South Tyneside.  

Both options give women more choice 
regarding options for gynaecology day 
case and ambulatory care. 

This option requires more women from 
South Tyneside to travel outside the 
borough to deliver in either an obstetric led 
unit or a midwife led unit.  

Women, or their partners, relatives and 
families from South Tyneside and requiring 
inpatient gynaecology treatment will also 
suffer an additional travel burden.  

This additional travel burden could have a 
disproportionate impact on people in this 
group because they are more likely to be 
negatively impacted by the economic, 
emotional and practical burden of extra 
travel.  

Families from South Tyneside affected by 
disability and visiting babies in need of 
special care could experience more 
emotional difficulties arising from the 
increased travel burden.  This could have 
enduring impacts on their and their babies’ 
health.  



 

 61 

 Option 1:  

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at least 
an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Option 2 

Maternity 
Develop a single consultant-led midwifery unit and alongside MLU at Sunderland serving both 
South Tyneside and Sunderland populations 
Development of a single community midwifery team serving both areas 

 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at least an 
overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites  

Protected 
characteristic 

Potentially Positive 
Impacts 

Potentially Negative 
Impacts 

Potentially Positive 
Impacts 

Potentially Negative 
Impacts 

a more significant burden on this group 
because of the greater risk of economic 
deprivation, emotional difficulties and 
practical physical challenges faced by this 
group.  

Some disabilities may be associated with 
increased difficulties around understanding 
and adapting to the new changes in service 

provision.   

Any additional travel burden could generate 
a more significant burden on this group 
because of the greater risk of economic 
deprivation, emotional difficulties and 
practical physical challenges faced by this 
group.  

 Some disabilities may be associated with 
increased difficulties around understanding 
and adapting to the new changes in service 

provision.   

Disability 
equality impact 
scores 

 

A=3 B=3 C=9 

 

A=3 B=-2 C=-6 

 

A=3 B=3 C=9 

 

A=3 B=-2 C=-6 

Socio - 
Economic 
deprivation 

 

These changes are designed to benefit 
all pregnant and maternity groups by 
improving the quality of care available 
to mothers, new families and babies in 
Sunderland and South Tyneside.  

Both options give women more choice 
regarding options for gynaecology day 
case and ambulatory care. 

Evidence shows that socio-economic 
deprivation is associated with increased risk 
of perinatal problems and may therefore 
increase the likelihood of delivery in a 
consultant-led obstetrics unit.  Therefore 
economically disadvantaged women and 
their families and friends living in South 
Tyneside will be disproportionately affected 
by the additional travel outside the borough.   

Disadvantaged partners, relatives and 
friends of women from South Tyneside 

These changes are designed to benefit all 
pregnant and maternity groups by 
improving the quality of care available to 
mothers, new families and babies in 
Sunderland and South Tyneside.  

Both options give women more choice 
regarding options for gynaecology day 
case and ambulatory care. 

Evidence shows that socio-economic 
deprivation is associated with increased risk 
of perinatal problems and may therefore 
increase the likelihood of delivery in a 
consultant-led obstetrics unit.  Therefore 
economically disadvantaged women and 
their families and friends living in South 
Tyneside will be disproportionately affected 
by the additional travel outside the borough. 

Disadvantaged partners of women from 
South Tyneside requiring / choosing to 
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 Option 1:  

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at least 
an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Option 2 

Maternity 
Develop a single consultant-led midwifery unit and alongside MLU at Sunderland serving both 
South Tyneside and Sunderland populations 
Development of a single community midwifery team serving both areas 

 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at least an 
overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites  

Protected 
characteristic 

Potentially Positive 
Impacts 

Potentially Negative 
Impacts 

Potentially Positive 
Impacts 

Potentially Negative 
Impacts 

requiring a delivery in a consultant-led 
obstetrics unit, or undergoing in patient 
gynaecology care, will face personal, 
economic and emotional costs of travel out 
of the borough.   

Families from South Tyneside visiting 
babies in need of special care could 
experience more challenges relating to the 
increased travel burden.  This could have 
enduring impacts on their and their babies’ 
health.  

The travel burden will be greater for this 
group because this group faces more 
significant economic challenges.   

Social isolation and educational 
disadvantage could create greater 
challenges for this group when seeking to 
understand and engage with the changes.  

 

deliver in a consultant-led obstetrics unit, or 
midwife led unit or undergoing in patient 
gynaecology care, will face personal, 
economic and emotional costs of travel out 
of the borough.  

Families from South Tyneside visiting 
babies in need of special care could 
experience more challenges relating to the 
increased travel burden.  This could have 
enduring impacts on their and their babies’ 
health.   

The travel burden will be greater for this 
group because this group faces more 
significant economic challenges.   

Social isolation and educational 
disadvantage could create greater 
challenges for this group when seeking to 
understand and engage with the changes.  

 

Deprivation 
equality impact 
scores 

 

A=3 B=3 C=9 

 

A=3 B=-2 C=-6 

 

A=3 B=3 C=9 

 

A=3 B=-2 C=-6 
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 Option 1:  

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at least 
an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Option 2 

Maternity 
Develop a single consultant-led midwifery unit and alongside MLU at Sunderland serving both 
South Tyneside and Sunderland populations 
Development of a single community midwifery team serving both areas 

 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at least an 
overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites  

Protected 
characteristic 

Potentially Positive 
Impacts 

Potentially Negative 
Impacts 

Potentially Positive 
Impacts 

Potentially Negative 
Impacts 

Age  

 

These changes are designed to benefit 
all pregnant and maternity groups by 
improving the quality of care available 
to mothers, new families and babies in 
Sunderland and South Tyneside.  

Both options give women more choice 
regarding options for gynaecology day 
case and ambulatory care. 

Evidence shows that older women and 
teenage women are at an increased risk of 
perinatal problems and more likely to need 
delivery in a consultant-led obstetrics unit.  
These women, their families and friends 
living in South Tyneside, will be 
disproportionately affected by the 
additional travel outside the borough. 

It is more likely that partners of teenage 
mothers will be younger and be 
disadvantaged by the personal, economic 
and emotional costs of travel out of the 
borough to be involved in the perinatal care 
of their partner and newborn(s).  

Evidence shows that teenage mothers 
experience many barriers to maternity care.  
These changes may represent additional 
challenges for this group and could have a 
long term impact on their health and the 
health of their baby.  

Newborn babies born to teenage mothers 
are more likely to need specialist neonatal 
care.  This will entail an additional travel 
burden for teenage families from South 
Tyneside.  

These changes are designed to benefit all 
pregnant and maternity groups by 
improving the quality of care available to 
mothers, new families and babies in 
Sunderland and South Tyneside.  

Both options give women more choice 
regarding options for gynaecology day 
case and ambulatory care. 

Evidence shows that older women and 
teenage women are at an increased risk of 
perinatal problems and more likely to need 
delivery in a consultant-led obstetrics unit.  
These women, their families and friends 
living in South Tyneside, will be 
disproportionately affected by the 
additional travel outside the borough. 

This option also requires women from 
South Tyneside choosing delivery in a 
midwife led unit to travel outside the 
borough with associated travel costs for 
them, their partners, friends and family.  

Evidence shows that teenage mothers 
experience many barriers to maternity care.  
These changes may represent additional 
challenges for this group and may generate 
enduring effects on them and their baby.  

It is more likely that partners of teenage 
mothers will be younger and be 
disadvantaged by the personal, economic 
and emotional costs of travel out of the 
borough to be involved in the perinatal care 
of their partner and newborn(s).  

. 
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 Option 1:  

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at least 
an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Option 2 

Maternity 
Develop a single consultant-led midwifery unit and alongside MLU at Sunderland serving both 
South Tyneside and Sunderland populations 
Development of a single community midwifery team serving both areas 

 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at least an 
overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites  

Protected 
characteristic 

Potentially Positive 
Impacts 

Potentially Negative 
Impacts 

Potentially Positive 
Impacts 

Potentially Negative 
Impacts 

The partners, friends and families visiting 
women in South Tyneside who need 
inpatient gynaecology care will face an 
additional travel burden.  This burden will 
be greater in relation to older and younger 
women due to the increased risk of 
economic hardship in both groups.  Younger 
age groups may also face more emotional 
difficulties due to their relative immaturity, 
and older age groups will be more likely to 
suffer disabilities and longterm conditions 
generating additional difficulties.  

Newborn babies born to teenage mothers 
are more likely to need specialist neonatal 
care.  This will entail an additional travel 
burden for teenage families from South 
Tyneside.  

The partners, friends and families visiting 
women in South Tyneside who need 
inpatient gynaecology care will face an 
additional travel burden.  This burden will 
be greater in relation to older and younger 
women due to the increased risk of 
economic hardship in both groups.  Younger 
age groups may also face more emotional 
difficulties due to their relative immaturity, 
and older age groups will be more likely to 
suffer disabilities and longterm conditions 
generating additional difficulties. 

 

 

Age equality 
impact scores 

 

A=3 B=3 C=9 

 

A=3 B=-2 C=-6 

 

A=3 B=3 C=9 

 

A=3 B=-2 C=-6 
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Table 2: Equality impact scores for protected groups 

Key to categories and colour codes  Total Equality Impact (C) 
Score 

Positive Negative  

Major impact +/-     7 - 9   

 Moderate impact +/-     4 - 6   

Minor impact +/-     0 – 3   

 

Protected group 
Option 1:  
Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery 
requiring at least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites  

Option 2:  
Maternity 
Develop a single consultant-led midwifery unit and alongside MLU at Sunderland serving 
both South Tyneside and Sunderland populations 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at least 
an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites  

Positive impact score Negative impact score Total Impact  score Positive impact score Negative impact score Total Impact  score 

Sex/ gender 9 -3 6 9 -6 3 

Sexual orientation 9 0 9 9 0 9 

Gender reassignment 9 0 9 9 0 9 

Race 9 -6 3 9 -6 3 

Marriage and civil partnership 9 0 9 9 0 9 

Pregnancy  / maternity 9 -3 6 9 -6 3 

Religion or belief 9 0 9 9 0 9 

Disability 9 -6 3 9 -6 3 

Socioeconomic deprivation 9 -6 3 9 -6 3 

Age 9 -6 3 9 -6 3 
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Detailed results of the Health and Health Inequalities Impact Assessment of both options 

 
Table 3: Details of the health and health inequalities assessment of both options (for further details regarding sources and statistics, please refer to the 
evidence base summarised in Appendix 3) 

A score  = level of evidence B score  = scale of impact  C score  = AXB 

 Health Impact Comments and Scores 
Option 1: 

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Option 2: 
Maternity 
Develop a single consultant-led midwifery unit and alongside MLU at Sunderland serving 
both South Tyneside and Sunderland populations 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Positive Negative Positive Negative 

Health outcomes 

Mortality – maternal 
deaths, stillbirths, or 
other infant deaths in 
the first month of life. 

HEALTH IMPACT 

 

 The changes are designed to improve 
the quality of care available in 
Sunderland and South Tyneside and 
further minimise the risk of maternal, 
perinatal or infant fatality.  The changes 
will improve levels of staffing which are 
associated with fewer stillbirths.  

Evidence shows that adverse events 
are rare and for low risk women, 
outcomes are the same for planned 
births in consultant-led obstetrics 
units and midwifery led units. 
 
Successful birth planning relates to 
effective risk assessment and is 
challenging.  Studies vary in 
definitions of ‘low risk’ generating 
difficulties in comparing outcomes 
across settings.    
 

The changes are designed to improve the 
quality of care available in Sunderland and 
South Tyneside and further minimise the 
risk of maternal, perinatal or infant fatality. 

The changes will improve levels of staffing 
which are associated with fewer stillbirths  



Evidence shows that adverse events 
are rare and for low risk women, 
outcomes are the same for planned 
births in consultant-led obstetrics 
units and midwifery led units. 
 
Successful birth planning relates to 
effective risk assessment and is 
challenging.  Studies vary in 
definitions of ‘low risk’ generating 
difficulties in comparing outcomes 
across settings.    
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 Health Impact Comments and Scores 
Option 1: 

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Option 2: 
Maternity 
Develop a single consultant-led midwifery unit and alongside MLU at Sunderland serving 
both South Tyneside and Sunderland populations 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Positive Negative Positive Negative 

Transfer times for women planning 
birth in South Tyneside will be longer 
than those in Sunderland.  Unusually 
long – longer than those likely to be 
applied in this scenario -  transfer 
times can adversely affect birth 
outcomes.   Further evidence would 
be needed to ascertain whether 
emergency transfers have an impact.  

 

Transfer times will have less impact 
in this option. 
 
 



Mortality – maternal 
deaths, stillbirths, or 
other infant deaths in 
the first month of life. 

HEALTH INEQUALITIES  
IMPACT 

 

Key ‘inequalities groups’ (BME 
communities, older and teenage 
mothers, disabled women, economically 
deprived women and hard to reach 
women) are at higher risk of perinatal 
complications including infant and 
maternal mortality.  Giving every child a 
good start in life is a high impact 
intervention for reducing health 
inequalities.  The improved quality of 
service could improve outcomes and 
could therefore reduce health 
inequalities.  

Because of the evidence for 
inequalities groups being at higher 
risk, these women are more likely to 
give birth in a consultant-led 
obstetrics unit.  This only option is 
outside of South Tyneside.  There is 
no evidence that this lack of choice 
will increase mortality in inequalities 
groups.  

Key ‘inequalities groups’ (BME 
communities, older and younger women, 
disabled women, economically deprived 
women and hard to reach women) are at 
higher risk of perinatal complications 
including infant and maternal mortality.  
Giving every child a good start in life is a 
high impact intervention for reducing health 
inequalities.  The improved quality of 
service could improve outcomes and could 
therefore reduce health inequalities. 

Because of the evidence for 
inequalities groups being at higher 
risk, these women are more likely to 
give birth in a consultant-led 
obstetrics unit.  This only option is 
outside of South Tyneside.  There is 
no evidence that this lack of choice 
will increase mortality in inequalities 
groups. 

Mortality HEALTH 
Impact Score 

A=3 B=3 C=9 A=2 B=-1 C=-2 A=3 B=3 C=9 A=3 B=0 C=0 

Mortality HEALTH 
A=3 B=3 C=9 A=1 B=0 C=0 A=3 B=3 C=9 A=1 B=0 C=0 
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 Health Impact Comments and Scores 
Option 1: 

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Option 2: 
Maternity 
Develop a single consultant-led midwifery unit and alongside MLU at Sunderland serving 
both South Tyneside and Sunderland populations 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Positive Negative Positive Negative 

INEQUALITIES  Impact 
Score 

Spontaneous vaginal 
delivery  
HEALTH IMPACT 

 

Evidence shows that low risk women 
who give birth in a midwifery unit have 
more ‘normal’ births than women who 
plan birth in a consultant-led obstetrics 
unit. This option gives women the 
option of birth in a midwifery led unit in 
both localities.  

No negative consequences could be 
identified 

Evidence shows that women who give birth 
in a midwifery unit have more ‘normal’ 
births than women who plan birth in a 
consultant-led obstetrics unit. This option 
gives women the option of birth in a 
midwifery unit.  
 
However, rates of spontaneous vaginal 
delivery are higher in freestanding 
midwifery units than in  ‘alongside’ 
midwifery unit 

However, rates of spontaneous 
vaginal delivery are higher in 
freestanding midwifery units than in  
‘alongside’ midwifery unit  
 
Increased rates of intervention are 
associated with increased rates of 
complications e.g. infection, 
episiotomy which can have adverse 
health consequences 

Spontaneous vaginal 
delivery  

HEALTH INEQUALITIES  
IMPACT 

 

This option gives all women the option 
of birth in a midwifery led unit in both 
localities. Such units are associated with 
an increased likelihood of ‘normal birth’ 
– freestanding midwifery units have the 
highest rates.  This proximity to home 
promotes continuity and consistency 
which is positive for women from many 
inequalities groups ((BME communities, 
older and younger women, disabled 
women, economically deprived women 
and hard to reach women).  

Key health inequalities groups (BME 
communities, older and younger 
women, disabled women, 
economically deprived women and 
hard to reach women)  are at greater 
risk of giving birth in a consultant-led 
obstetrics led unit with a higher risk 
of Obstetrics intervention – these 
risks are unrelated to the options 
proposed.  There is no obvious 
negative impact for this option.  

All women, including the key health 
inequalities groups (BME communities, 
older and younger women, disabled women, 
economically deprived women and hard to 
reach women) have fewer delivery options 
in South Tyneside.  The available options 
have a lower rate of spontaneous vaginal 
delivery than in option 1.   This is unlikely to 
have a significantly positive impact on 
health inequalities.  

The available options have a lower 
rate of spontaneous vaginal delivery 
than in option 1 which could result in 
more adverse health consequences.  
Such consequences in the key health 
inequalities groups may result in 
poorer wellbeing which in turn may 
affect maternal baby bonding and a 
‘poorer start in life’ which could 
deepen health inequalities.  This will 
be compounded for these groups of 
women in South Tyneside.  

Spontaneous vaginal 
delivery HEALTH 

A=3 B=3 C=9 A=3 B=0 C=O A=3 B=2 C=6 A=2 B=-1 C=-2 
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 Health Impact Comments and Scores 
Option 1: 

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Option 2: 
Maternity 
Develop a single consultant-led midwifery unit and alongside MLU at Sunderland serving 
both South Tyneside and Sunderland populations 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Positive Negative Positive Negative 

impact score  

Spontaneous vaginal 
delivery HEALTH  
INEQUALITIES impact 
score 

A=3 B=2 C=6 A=3 B=0 C=0 A=3 B=1 C=3 A=2 B=-2 C=-4 

Obstetrics interventions 
HEALTH IMPACTS 

 

Evidence shows that low risk women 
who plan birth in a midwifery unit have 
substantially fewer intra-partum 
interventions than those who plan to 
give birth in a consultant-led obstetrics 
unit. This option gives women the 
option of birth in a midwifery led unit 
close to home 

No negative consequences could be 
identified 

Evidence shows that low risk women who 
plan birth in a midwifery unit have 
substantially fewer intra-partum 
interventions than those who plan to give 
birth in a consultant-led obstetrics unit. This 
option gives women the option of birth in a 
midwifery led unit but not in South 
Tyneside. It is unclear what impact this will 
have on intervention rate although evidence 
indicates that rates are higher in alongside 
midwifery units than freestanding units.  

This option could be associated with 
higher rates of intervention than 
option 1 although further studies 
would be needed 

Obstetrics interventions 
HEALTH INEQUALITIES 
impacts 

This option gives all women the option 
of birth in a midwifery led unit in both 
localities. Such units are associated with 
a reduced risk of Obstetrics 
interventions – freestanding midwifery 
units have the lowest rates.  This 
proximity to home promotes continuity 
and consistency which is positive for 
women from many inequalities groups 
((BME communities, older and younger 
women, disabled women, economically 

Key health inequalities groups (BME 
communities, older and younger 
women, disabled women, 
economically deprived women and 
hard to reach women) are at greater 
risk of giving birth in a consultant-led 
obstetrics unit with a higher risk of 
Obstetrics intervention – these risks 
are unrelated to the options 
proposed.  There is no obvious 
negative impact for this option.  

All women, including the key health 
inequalities groups (BME communities, 
older and younger women, disabled women, 
economically deprived women and hard to 
reach women) have fewer delivery options.  
The available options have a higher rate of 
intervention than in option 1.   This option 
does ensure that those who need 
intervention get it in a timely manner 24/7 
but is offset by a greater risk of 
interventions which could deepen 

The available options have a higher 
rate of interventions than in option 1 
which could result in more adverse 
health consequences.  Such 
consequences in the key health 
inequalities groups may result in 
poorer wellbeing which in turn may 
affect maternal baby bonding and a 
‘poorer start in life’ which could 
deepen health inequalities.  This will 
be compounded for these groups of 
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 Health Impact Comments and Scores 
Option 1: 

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Option 2: 
Maternity 
Develop a single consultant-led midwifery unit and alongside MLU at Sunderland serving 
both South Tyneside and Sunderland populations 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Positive Negative Positive Negative 

deprived women and hard to reach 
women).  

inequalities.  women in South Tyneside.  

Obstetrics intervention 
HEALTH impact score 

 

A=3 B=3 C=9 A=3 B=0 C=O A=2 B=2 C=4 A=2 B=-1 C=-2 

Obstetrics intervention 
HEALTH INEQUALITIES  
impact score 

 

A=3 B=3 C=9 A=3 B=0 C=0 A=3 B=2 C=6 A=3 B=-1 C=-3 

Transfers of care during 
labour or immediately 
after the birth – 
HEALTH IMPACT 

Transfers of care are a common 
occurrence and a significant 
consideration.  Rates from midwifery led 
units to consultant-led obstetrics units 
vary between 9% (multiparous women) 
and 40% (nulliparous women).    The 
changes promote the availability of 
medical staff to undertake timely 
interventions in the event of an 
unplanned transfer.  (see appendix 3 for 
more detailed statistics about transfer 
rates) 

Unplanned transfers to a consultant-
led obstetrics unit may be required.  
The rate for low risk nulliparous 
women planning birth in a 
freestanding midwifery unit like the 
one planned for South Tyneside is 
36% (9% for multiparous women). 
These statistics represent significant 
numbers of women requiring timely 
ambulance transfers between South 
Tyneside and Sunderland. Ambulance 
capacity will be key.  NEAS 
performance data re capacity for 
timely transfers are presented in 
Appendix 3.  

Transfers of care are a common occurrence 
and a significant consideration.  Transfer 
rates from midwifery led units to 
consultant-led obstetrics units vary between 
9% (multiparous women) and 40% 
(nulliparous women).  This option 
minimises transfer times.  

Unplanned transfers to a consultant-
led obstetrics unit may be required.  
The rate for low risk nulliparous 
women planning birth in an alongside 
midwifery unit is 40% (13% for 
multiparous women). This option 
minimises transfer times. 
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 Health Impact Comments and Scores 
Option 1: 

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Option 2: 
Maternity 
Develop a single consultant-led midwifery unit and alongside MLU at Sunderland serving 
both South Tyneside and Sunderland populations 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Positive Negative Positive Negative 

Transfers of care during 
labour or immediately 
after the birth – 
HEALTH INEQUALITIES 
IMPACT 

There is no evidence to indicate that 
health inequalities will be positively 
affected by this option in relation to 
transfers of care.  

Transfers can have a negative impact 
on maternal wellbeing.  Any negative 
impact might be greater when 
transferring outside of South 
Tyneside.  This greater impact could 
compromise maternal infant bonding.  
Such an impact will have greater 
consequences for teenage women, 
and women in hard to reach or 
deprived communities. It could mean 
children do not have such a ‘good 
start in life’ thus  deepening health 
inequalities   

This option minimises the transfer time for 
babies requiring admission to a Neonatal 
care unit – this helps to give them a good 
start in life and could lessen health 
inequalities.  

Transfers are likely to have a negative 
impact on maternal wellbeing but 
although the rates are higher for 
alongside units, the distances and 
pathways are less than in option 1 
and so there is minimal negative 
impact on health inequalities.  

Transfers of care during 
labour or immediately 
after the birth HEALTH 
impact score 

A= 3 B=3 C=9 A=3  B=-2 C=-6 A= 3 B=3 C=9 A=3 B=-1 C=-3 

Transfers of care during 
labour or immediately 
after the birth HEALTH 
INEQUALITIES IMPACT 
score  

A=1 B=0 C=0 A=2 B=-1 C=-2 A=2 B=1 C=2 A=2 B=0 C=0 

Delivering a baby 
without serious medical 
problems 

Evidence shows that there are no 
significant differences in adverse 
perinatal outcomes between planned 
births in midwifery units and Obstetrics 

Both options entail relocation of the 
Special Care Baby Unit at South 
Tyneside to Sunderland with out of 
hospital transfers to either a Special 

Evidence shows that there are no significant 
differences in adverse perinatal outcomes 
between planned births in midwifery units 
and Obstetrics units. 

Both options entail relocation of the 
Special Care Baby Unit at South 
Tyneside to Sunderland.  This option 
reduces number of hospital transfers 
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 Health Impact Comments and Scores 
Option 1: 

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Option 2: 
Maternity 
Develop a single consultant-led midwifery unit and alongside MLU at Sunderland serving 
both South Tyneside and Sunderland populations 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Positive Negative Positive Negative 

HEALTH IMPACT 
units.  
 
The changes will promote the quality of 
care and improve the chances of 
delivering a baby without serious 
medical problems. 
 

Care Baby Unit or a Neonatal 
Intensive Care Unit in Sunderland.   
Theoretically, this additional transfer 
could carry additional risk for babies 
born in South Tyneside and requiring 
medical care, however, high risk 
births should be at Sunderland where 
medical care will be present.   The 
level of risk relies on ambulance 
capacity for timely transfers. This risk 
must be balanced against the benefits 
of more prompt access to a neonatal 
care unit from the Sunderland SCBU. 

 
The changes will promote the quality of care 
and improve the chances of delivering a 
baby without serious medical problems. 
 

to a Neonatal Intensive Care Unit in 
Sunderland and provides more timely 
access to more specialised care.  

Delivering a baby 
without serious medical 
problems HEALTH 
INEQUALITIES IMPACT 

The changes will promote the quality of 
care and improve the chances of 
delivering a baby without serious 
medical problems. 
 
The changes also give babies with 
medical problems an increased chance 
of care in a neonatal intensive care unit.   
 
Both of these benefits will give children 
a good start in life and reduce health 
inequalities 

Mothers and Babies from South 
Tyneside, requiring a hospital 
transfer to the special care or 
neonatal intensive care units may 
experience more complications and 
difficulties relating to bonding and a 
worse start in life with the possibility 
of worsening inequalities.   
 
However, this must be balanced 
against the benefits of improved 
access to a neonatal care unit from a 
Sunderland SCBU. 

The changes will promote the quality of care 
and improve the chances of delivering a 
baby without serious medical problems. 
 
The changes also give babies with medical 
problems an increased chance of care in a 
neonatal intensive care unit.   
 
Both of these benefits will give children a 
good start in life and reduce health 
inequalities 

This proposal will ensure that there 
are fewer inter-hospital transfers for 
mothers and babies thus minimising 
risks to the health of new families and 
newborn babies.  
 
 

Delivering a baby 
without serious medical 

A= 3 B=3 C=9 A=2  B=-1 C=-2 A= 3 B=3 C=9 A=2 B=0 C=0 
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 Health Impact Comments and Scores 
Option 1: 

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Option 2: 
Maternity 
Develop a single consultant-led midwifery unit and alongside MLU at Sunderland serving 
both South Tyneside and Sunderland populations 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Positive Negative Positive Negative 

problems  HEALTH 
impact score 

Delivering a baby 
without serious medical 
problems  HEALTH  
INEQUALITIES impact 
score 

A=3 B=3 C=9 A=2  B=-1 C=-2 A= 3 B=3 C=9 A=2 B=0 C=0 

Infant feeding (ideally 
breastfeeding) HEALTH 
impact 

 

Infant feeding has a profound impact on 
health outcomes and health inequalities.  
 
The proposals do not provide evidence 
to suggest this outcome will be 
positively or adversely affected by the 
proposals.  

Infant feeding has a profound impact 
on health outcomes and health 
inequalities  
The proposals do not provide 
evidence to suggest this outcome will 
be positively or adversely affected by 
the proposals.  

Infant feeding has a profound impact on 
health outcomes and health inequalities  
The proposals do not provide evidence to 
suggest this outcome will be positively or 
adversely affected by the proposals.  

Infant feeding has a profound impact 
on health outcomes and health 
inequalities  
The proposals do not provide 
evidence to suggest this outcome will 
be positively or adversely affected by 
the proposals.  

Infant feeding (ideally 
breastfeeding) HEALTH 
INEQUALITIES impact 

 

Infant feeding has a profound impact on 
health outcomes and health inequalities.  
 
The proposals do not provide evidence 
to suggest this outcome will be 
positively or adversely affected by the 
proposals.  and will therefore not 
influence health inequalities .  

Infant feeding has a profound impact 
on health outcomes and health 
inequalities.  
The proposals do not provide 
evidence to suggest this outcome will 
be positively or adversely affected by 
the proposals. and will therefore not 
influence health inequalities .  

Infant feeding has a profound impact on 
health outcomes and health inequalities.   
The proposals do not provide evidence to 
suggest this outcome will be positively or 
adversely affected by the proposals. and will 
therefore not influence health inequalities .  

Infant feeding has a profound impact 
on health outcomes and health 
inequalities. 
The proposals do not provide 
evidence to suggest this outcome will 
be positively or adversely affected by 
the proposals. and will therefore not 
influence health inequalities .  

Infant feeding (ideally 
breastfeeding)  HEALTH 
impact score  

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 
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 Health Impact Comments and Scores 
Option 1: 

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Option 2: 
Maternity 
Develop a single consultant-led midwifery unit and alongside MLU at Sunderland serving 
both South Tyneside and Sunderland populations 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Positive Negative Positive Negative 

 

Infant feeding (ideally 
breastfeeding)  HEALTH 
INEQUALITIES impact 
score  

 

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 

Maternal health – social, 
emotional and physical 

 

HEALTH IMPACT 

 

Patient experience throughout the 
maternity period is vital for maternal 
wellbeing.  Wellbeing relates to a wide 
variety of factors including choice, 
continuity of care, proximity to friends 
and family, delivery experience, post-
operative complications.   This option 
enhances women’s choice to give birth 
closer to home and maximise the quality 
of care provided.   Maternity care 
crosses sectors with children’s and 
lifestyle services being provided by local 
authorities.  

Patient experience throughout the 
maternity period is vital for maternal 
wellbeing.  Wellbeing relates to a 
wide variety of factors including 
choice, continuity of care, proximity 
to friends and family, delivery 
experience, post-operative 
complications.   Women from South 
Tyneside needing or choosing to give 
birth in a consultant-led obstetrics 
unit will have less proximity to home 
and less multi-sectoral continuity of 
care.  

Patient experience throughout the 
maternity period is vital for maternal 
wellbeing.  Wellbeing relates to a wide 
variety of factors including choice, 
continuity of care, proximity to friends and 
family, delivery experience, post-operative 
complications.   This option does not offer 
the fullest array of delivery choices close to 
home especially for women from South 
Tyneside (other than home births).  
Maternity care crosses sectors with 
children’s and lifestyle services being 
provided by local authorities. 

This option does not offer the fullest 
array of delivery choices close to 
home, and women from South 
Tyneside (other than home births) 
will have to deliver further from 
home, family, friends etc. These 
women will also face more disruption 
to continuity of care by crossing Local 
Authority boundaries. 

Maternal health – social, 
emotional and physical 
– HEALTH 
INEQUALITIES IMPACT  

 

Improved choice, cross sectoral, 
continuity, and care quality combine to 
promote maternal health and give all 
children the ‘best start in life’ thus 
helping to reduce health inequalities.  

Women from South Tyneside may 
need to travel outside the borough if 
they need or choose to give birth in a 
consultant-led Obstetrics unit, or if 
their baby needs admission to a 
special care or neonatal intensive 
care unit.  Travel and care away from 

The lack of delivery unit in South Tyneside 
limits woman’s choice and cross sectoral 
continuity.  However the improved service 
quality promotes maternal health and gives 
all children the ‘best start in life’ thus 
helping to reduce health inequalities 

Women from South Tyneside will 
need to travel outside the borough if 
they need or choose to give birth in a 
midwifery or consultant-led 
Obstetrics unit, or if their baby needs 
admission to a special care or 
neonatal intensive care unit.  Travel 
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 Health Impact Comments and Scores 
Option 1: 

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Option 2: 
Maternity 
Develop a single consultant-led midwifery unit and alongside MLU at Sunderland serving 
both South Tyneside and Sunderland populations 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Positive Negative Positive Negative 

family and friends could compromise 
wellbeing.  Poorer wellbeing could 
compromise the maternal health, the 
maternal-infant bond and deepen 
health inequalities 

and care away from family and 
friends could compromise wellbeing.  
Poorer wellbeing could compromise 
maternal health, maternal-infant bond 
and deepen health inequalities 

Maternal health – social, 
emotional and physical 
– HEALTH impact score 

 

A=3 B=3 C=9 A=2 B=-1 C=-2 A=3 B=2 C=6 A=2 B=-2 C=-4 

Maternal health – social, 
emotional and physical 
– HEALTH 
INEQUALITIES impact 
score 

 

A=3 B=3 C=9 A=2 B=-1 C=-2 A=3 B=2 C=6 A=2 B=-2 C=-4 

Infant health- social, 
emotional and physical.  
HEALTH IMPACT 

 

Evidence shows that are no significant 
differences in adverse perinatal 
outcomes between planned births in 
midwifery units and Obstetrics units.   
A strong maternal / infant bond is 
essential for positive infant and child 
health.  Maternal wellbeing will 
determine this bond.  Choice and fewer 
interventions can promote wellbeing. 
Infant wellbeing is also important.  All 

This option entails relocation of the 
Special Care Baby Unit at South 
Tyneside to Sunderland with out of 
hospital transfers to a Special Care or 
Neonatal Intensive Care Unit in 
Sunderland. This increased distance 
could undermine the maternal / baby 
bond and subsequent infant 
wellbeing for babies requiring 
medical care. 

Evidence shows that there are no significant 
differences in adverse perinatal outcomes 
between planned births in midwifery units 
and consultant-led Obstetrics units. 
 
All babies with medical complications will 
be admitted directly to a neonatal intensive 
care unit.  



This option provides less choice for 
mothers close to home especially for 
South Tyneside mothers who will 
need to give birth outside the borough 
with implications for maternal and 
infant wellbeing as explained above.  
 
This option will provide less cross 
sector continuity for children’s 
services for South Tyneside families 
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 Health Impact Comments and Scores 
Option 1: 

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Option 2: 
Maternity 
Develop a single consultant-led midwifery unit and alongside MLU at Sunderland serving 
both South Tyneside and Sunderland populations 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Positive Negative Positive Negative 

babies with medical complications will 
be admitted directly to a neonatal 
intensive care unit.  
Children’s services are provided by local 
authorities and can be coterminous with 
the midwifery units.   
This option entails relocation of the 
Special Care Baby Unit in South 
Tyneside to Sunderland but the Special 
Care and Neonatal Intensive Care Unit 
sin Sunderland will continue.  Babies 
delivered in Sunderland will have more 
timely access to more specialised care.  
 

 
All of the maternal wellbeing issues 
identified above might also be 
relevant to bonding. 
 
Crossing boundaries for Children’s 
services could have a detrimental 
impact on infant wellbeing.  

delivering outside the borough.  
 
All babies with medical complications 
will be admitted directly to a special 
care or neonatal intensive care unit 
but this may distance mothers from 
South Tyneside .and compromise the 
maternal infant bond  



Infant health  - social, 
emotional and physical  
HEALTH INEQUALITIES 
IMPACT 

Improved access to better quality 
maternity services and neonatal 
intensive care services will give children 
a ‘better start in life’ and reduce health 
inequalities 

Babies born to key at risk groups 
(teenage mothers, deprived groups,) 
are more likely to be adversely 
affected by the maternal wellbeing 
and cross sector continuity issues.  
This might compromise their early 
health and maternal/infant bond 
which could deepen health 
inequalities.    

Improved access to better quality maternity 
services and special care baby services will 
give children a ‘better start in life’ and 
reduce health inequalities 

This option increases the likelihood of 
maternal wellbeing and cross sector 
continuity issues for women and 
babies from South Tyneside which 
could deepen health inequalities.   
However, this must be balanced 
against the benefits to mothers and 
their babies.   

Infant health  - social, 
emotional and physical 
HEALTH impact score  

 

A=3 B=3 C=9 A=2 B=-1 C=-2 A=3 B=3 C=9 A=2 B=-2 C=-4 
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 Health Impact Comments and Scores 
Option 1: 

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Option 2: 
Maternity 
Develop a single consultant-led midwifery unit and alongside MLU at Sunderland serving 
both South Tyneside and Sunderland populations 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Positive Negative Positive Negative 

Infant health  - social, 
emotional and physical 
HEALTH INEQUALITIES 
impact score 

A=3 B=3 C=9 A=2 B=-1 C=-2 A=3 B=3 C=9 A=2 B=-2 C=-4 

Improved life 
expectancy (gynae) 

HEALTH IMPACT 

The reconfigured services should 
improve access and reduce waiting 
times for ambulatory care.  This could 
theoretically improve life expectancy for 
key conditions such as gynaecological 
cancer due to earlier diagnosis.  Further 
data would be needed to confirm this.  

Women from South Tyneside 
requiring inpatient care will need to 
travel out of the borough but there is 
no evidence that this will affect access 
or related life expectancy.   More 
pressure on inpatient beds and 
theatres on the Sunderland site could 
have an adverse impact on waiting 
times for life lengthening surgery 
although there is insufficient data to 
clarify this theoretical consideration.  

The reconfigured services should improve 
access and reduce waiting times for 
ambulatory care.  This could theoretically 
improve life expectancy for key conditions 
such as gynaecological cancers.  Further 
data would be needed to confirm this. 

Women from South Tyneside 
requiring inpatient care will need to 
travel out of the borough but there is 
no evidence that this will affect access 
or related life expectancy. 
More pressure on inpatient beds and 
theatres on the Sunderland site could 
have an adverse impact on waiting 
times for life lengthening surgery 
although there is insufficient data to 
clarify this theoretical consideration. 

Improved life 
expectancy (gynae) 

HEALTH INEQUALITIES 
IMPACT 

Improved access could improve timely 
diagnosis and treatment and reduce 
health inequalities from women’s 
cancers causing premature mortality.  

Women from South Tyneside 
requiring inpatient care will need to 
travel out of the borough but there is 
no evidence that this will affect access 
or related life expectancy and 
inequalities .  More pressure on 
inpatient beds and theatres on the 
Sunderland site could have an 
adverse impact on waiting times for 
life lengthening surgery although 
there is insufficient data to clarify this 
theoretical consideration. 

Improved access could improve timely 
diagnosis and treatment and reduce health 
inequalities from women’s cancers causing 
premature mortality.  

Women from South Tyneside 
requiring inpatient care will need to 
travel out of the borough but there is 
no evidence that this will affect access 
or related life expectancy and 
inequalities .   
More pressure on inpatient beds and 
theatres on the Sunderland site could 
have an adverse impact on waiting 
times for life lengthening surgery 
although there is insufficient data to 
clarify this theoretical consideration. 
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 Health Impact Comments and Scores 
Option 1: 

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Option 2: 
Maternity 
Develop a single consultant-led midwifery unit and alongside MLU at Sunderland serving 
both South Tyneside and Sunderland populations 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Positive Negative Positive Negative 

Improved life 
expectancy HEALTH 
impact scores 

A=2  B=3 C=6 A=1  B=-1 C=-1 A=2  B=3 C=6 A=1  B=-1 C=-1 

Improved life 
expectancy HEALTH 
INEQUALITIES  impact 
scores 

A=2  B=3 C=6 A=1 B=-1 C=-1 A=2  B=3 C=6 A=1 B=-1 C=-1 

Improved quality of life 

(gynae) HEALTH 
IMPACT  

The reconfigured services should 
improve access and reduce waiting 
times for ambulatory care thus 
improving short term quality of life for 
women undergoing day case procedures 
and assessments for painful and 
unpleasant conditions such as pain, 
bleeding, prolapse.  Further data would 
be needed to confirm this. 

Women from South Tyneside will 
have to travel further for inpatient 
care. Additional travel could cause 
some dip in quality of life due to the 
added social, financial and emotional 
burden. 
 
More pressure on inpatient beds and 
theatres on the Sunderland site could 
have an adverse impact on waiting 
times for surgery.  Any delays could 
undermine quality of life.  However, 
there is insufficient data to clarify this 
theoretical consideration. 
 
.   

The reconfigured services should improve 
access and reduce waiting times for 
ambulatory care thus improving short term 
quality of life for women undergoing 
procedures and assessments for painful and 
unpleasant conditions such as 
postmenopausal bleeding, prolapse, 
endometriosis.  Further data would be 
needed to confirm this.

Women from South Tyneside will 
have to travel further for inpatient 
care. Additional travel could cause 
some dip in quality of life due to the 
added social, financial and emotional 
burden. 
 
More pressure on inpatient beds and 
theatres on the Sunderland site could 
have an adverse impact on waiting 
times for surgery Any delays could 
undermine quality of life.  However, 
there is insufficient data to clarify this 
theoretical consideration. 



Improved quality of life 

(gynae) HEALTH  

Improved quality of life could improve 
wellbeing and occupational health with 
a positive impact on health inequalities.  

The additional travel burden could 
have a disproportionate impact on 
key vulnerable groups – (as per 
equality impact assessment) with 

Improved quality of life could improve 
wellbeing and occupational health with a 
positive impact on health inequalities 

The additional travel burden could 
have a disproportionate impact on 
key vulnerable groups – (as per 
equality impact assessment) with 



 

 79 

 Health Impact Comments and Scores 
Option 1: 

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Option 2: 
Maternity 
Develop a single consultant-led midwifery unit and alongside MLU at Sunderland serving 
both South Tyneside and Sunderland populations 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Positive Negative Positive Negative 

INEQUALITIES IMPACT implications for subsequent 
inequalities. 

implications for subsequent 
inequalities.  

Improved quality of life 
HEALTH impact score  

A=2  B=2 C=4 A=2  B=-1 C=-2 A=2  B=2 C=4 A=2  B=-1 C=-2 

Improved quality of life 
HEALTH INEQUALITIES 
impact score 

A=2 B=2 C=4  A=2 B=-1 C=-2 A=2 B=2 C=4 A=2 B=-1 C=-2 

Health inequalities  
not scored separately as addressed throughout 

Access to high quality health care 

Effective health care – 
HEALTH CARE IMPACT 
 

The changes will promote access to, and 
availability of, high quality EFFECTIVE  
services with associated benefits for all 
services users  
 
 

There is no evidence of negative 
health impact in terms of access to 
effective health care 
 
 

The changes will promote access and 
availability of high quality EFFECTIVE 
services with associated benefits for all 
services users  
 

There is no evidence of negative 
health impact in terms of access to 
effective health care 
 
 

Effective health care – 
HEALTH CARE 
INEQUALITIES IMPACT 
 

The improved service effectiveness 
could have a significantly positive 
impact on health inequalities.  

There is no evidence of any negative 
impact on health inequalities in terms 
of improved access to effective health 
care 

The improved service effectiveness will 
have a significantly positive impact on 
health inequalities.  

There is no evidence of any negative 
impact on health inequalities in terms 
of improved access to effective health 
care 

Effective health care – 
HEALTH IMPACT SCORE  
 

A=3 B=3 C=9 A=1 B=0 C=0 A=3 B=3 C=9 A=1 B=0 C=0 

Effective health care – A=3 B=3 C=9 A=1 B=0 C=0 A=3 B=3 C=9 A=1 B=0 C=0 
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 Health Impact Comments and Scores 
Option 1: 

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Option 2: 
Maternity 
Develop a single consultant-led midwifery unit and alongside MLU at Sunderland serving 
both South Tyneside and Sunderland populations 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Positive Negative Positive Negative 

HEALTH INEQUALITIES 
IMPACT SCORE  
 
Safe care - HEALTH 
CARE IMPACT 

The proposals have been developed to 
promote safer maternity services with 
associated benefits for all services users  
 



Transfers out of South Tyneside for 
Consultant led Obstetrics, special care 
or neonatal care may introduce more 
handovers of care with associated 
safety issues.  These must be 
balanced against the safer staffing 
levels.  



The changes will promote safer maternity 
services with associated benefits for all 
services users  

More deliveries will be made closer to 
obstetric led care, special care or 
specialist neonatal care reducing 
transfer related risks of care.   



Safe care - HEALTH 
CARE INEQUALITIES 
IMPACT 

The improved safety will have a positive 
impact on health inequalities although 
this will be relatively small

Transfers between South Tyneside 
midwifery unit and consultant led 
Obstetrics care, special care or 
neonatal care outside the borough 
might introduce more handovers of 
care with associated safety issues.  
These must be balanced against the 
safer staffing levels.  The impact on 
health care inequalities arising from 
patient safety issues is very small. 

The improved safety will have a positive 
impact on health inequalities although this 
will be relatively small

Absence of a delivery unit in South 
Tyneside will reduce the safety issues 
relating to handovers of care during 
transfers to Obstetrics unit, special 
care or neonatal intensive care unit.   
The impact on health care inequalities 
arising from patient safety issues is 
minimal. 

Safe care - HEALTH 
IMPACT SCORE 

A=3 B=3 C=9 A=2 B=-1 C=-2 A=3 B=3 C=9 A=2 B=0 C=0 

Safe care - HEALTH 
INEQUALITIES IMPACT 
SCORE 

A=3 B=1 C=3 A=2 B=-1 C=-2 A=3 B=1 C=3 A=2 B=0 C=0 

Cost - Efficient health The business case for this option The overall impact of cost efficiency The business case for this option provides The cost savings included in this 
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 Health Impact Comments and Scores 
Option 1: 

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Option 2: 
Maternity 
Develop a single consultant-led midwifery unit and alongside MLU at Sunderland serving 
both South Tyneside and Sunderland populations 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Positive Negative Positive Negative 

care HEALTH CARE 
IMPACT 
 

provides evidence that the changes can 
achieve efficiency savings at acute Trust 
level.  These savings could be made 
whilst improving the quality of care 
provided to local residents with 
subsequent benefits for the health of the 
local population.     
 
The cost savings included in this option 
improve quality and address user 
preferences to deliver in a unit close to 
home.   
 

savings on the public health system 
health care service (eg ambulance 
services) cannot be fully quantified.   
    
Opportunities to promote the health 
impact of these proposals could be 
further developed thus maximising 
the cost efficiencies.  
 
Shifts in service provision outside of 
the borough along with loss of co-
terminosity could have a negative 
impact on some vulnerable groups 
with implications for access to, and 
continuity of, care.  

evidence that the changes can achieve 
efficiency savings at acute Trust level.  
These savings could be made whilst 
improving the quality of care provided to 
local residents with subsequent benefits for 
the health of the local population.    
  
At acute Trust level, this Option achieves 
higher savings than Option1 although these 
savings entail a shift of more services 
outside of the borough of South Tyneside.  

option improve quality but with less 
choice especially for women from 
South Tyneside seeking delivery 
closer to home.   
 
The overall impact of cost efficiency 
savings on the public health system 
and other elements of the health 
service (eg ambulance services, 
increased obstetric interventions) 
have not been quantified. 
 
 
The drawbacks described elsewhere 
disproportionately affect South 
Tyneside residents.  
 
 

Cost - Efficient health 
care HEALTH CARE 
INEQUALITIES IMPACT 
 

Maternity care is a high impact 
intervention.  Improved access to high 
quality maternity services could help to 
reduce health inequalities although this 
assessment highlights that the proposals 
may have different impacts on different 
groups.  

The drawbacks described elsewhere 
disproportionately affect some South 
Tyneside residents at risk of health 
care inequalities and could affect 
health inequalities.   
 
Opportunities to “give every child the 
best start in life” could be further 

Maternity care is a high impact intervention.  
Improved access to high quality maternity 
services could help to reduce health 
inequalities although the efficiencies may 
have different impacts on different groups 
and South Tyneside residents will 
experience less access to care closer to 
home. 

The drawbacks described elsewhere 
disproportionately affect more South 
Tyneside residents at risk of health 
care inequalities.  This option affects 
more women than option1 - leading 
to a greater scale of impact. 
 
Opportunities to “give every child the 



 

 82 

 Health Impact Comments and Scores 
Option 1: 

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Option 2: 
Maternity 
Develop a single consultant-led midwifery unit and alongside MLU at Sunderland serving 
both South Tyneside and Sunderland populations 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Positive Negative Positive Negative 

maximised to reduce health 
inequalities34.  
 

best start in life” could be further 
maximised to reduce health 
inequalities35.  
 

Cost - Efficient health 
care HEALTH CARE 
IMPACT score 
 

A=3 B=3 C=9 A=2 B=-1 C=-2 A=3 B=3 C=9 A=2 B=-1 C=-2 

Cost - Efficient health 
care HEALTH 
INEQUALITIES  CARE 
IMPACT score 
 

A=2 B=3 C=6 A=2 B=-1 C=-2 A=2 B=2 C=4 A=2 B=-2 C=-4 

Health care relevant to 
population need 
HEALTH IMPACT 
 

Birth rates fluctuate although the 
general trend suggests an increasing 
birth rate.   This option provides a 
sustainable service which can flex to 
meet the needs of the populations 
served  

This option reflects population needs 
for choice, quality, and care closer to 
home with limited drawbacks other 
than increased travel and the 
possibility of increased pressures on 
inpatient gynaecology services in 
Sunderland.  

Birth rates fluctuate although the general 
trend suggests an increasing birth rate.   
This option has less capacity to meet 
growing need.  

This option reflects population needs 
for quality, but not choice of care 
especially close to home.  It also 
creates a greater travel burden for a 
larger proportion of the population 
served.  This option generates a 
possibility of increased pressures on 
inpatient gynaecology services in 

                                                        
34 Burton A. Giving every child the best start in life: a public health approach. PHE:2017 
35 Burton A. Giving every child the best start in life: a public health approach. PHE:2017 
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 Health Impact Comments and Scores 
Option 1: 

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Option 2: 
Maternity 
Develop a single consultant-led midwifery unit and alongside MLU at Sunderland serving 
both South Tyneside and Sunderland populations 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Positive Negative Positive Negative 

Sunderland. 

Health care relevant to 
population need 
HEALTH INEQUALITIES 
IMPACT 
 

Birth rates fluctuate although the 
general trend suggests an increasing 
birth rate.   This option provides a 
sustainable service which can flex to 
meet the needs of the populations 
served and therefore positively impact 
on health care inequalities 

There is no evidence indicating that 
this option will be unable to address 
population needs and reduce health 
inequalities.  

This option has less capacity to meet 
growing need although the improved 
service quality will give children a good 
start in life and reduce healthcare 
inequalities.  

Theoretically, the limited capacity 
could compromise future  access and 
have a negative impact on health 
inequalities 

Health care relevant to 
population need 
HEALTH IMPACT score 
 

A=2 B=3 C=6 A=2 B=-1 C=-2 A=2 B=2 C=4 A=2 B=-2 C=-4 

Health care relevant to 
population need 
HEALTH INEQUALITIES 
IMPACT score 
 

A=2 B=3 C=6 A=2 B=0 C=0 A=2 B=2 C=4 A=2 B=-1 C=-2 

Acceptable health care 
(patient and carer 
experience) HEALTH 
IMPACT 
 

Evidence indicates that user experience 
is of profound importance for maternal 
and infant health.  Improvements in 
Obstetrics and Gynaecology services in 
terms of safety, cost efficiency and 
clinical effectiveness must therefore be 
balanced against users’ priorities 
around access, choice and continuity.   
 
This option provides choice and access 

This proposal entails some challenges 
around continuity and travel for 
South Tyneside residents with 
respect to inpatient gynaecology care, 
obstetric led care and specialist 
neonatal care.  
 
There is no evidence to enable an 
assessment of the  impact on user 
experience in relation to increased 

Evidence indicates that user experience is of 
profound importance for maternal and 
infant health, Improvements in Obstetrics 
and Gynaecology services in terms of safety, 
cost efficiency and clinical effectiveness 
must be balanced against users’ priorities 
around access, choice and continuity.   
 
 
Both options increase choice and access for 

Compared with Option 1, this option 
provides less choice and less access 
close to home and more travel 
requirements especially for those 
women and families from South 
Tyneside needing inpatient 
gynaecology services, obstetric or 
midwife led maternity care or 
specialist baby care.  
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 Health Impact Comments and Scores 
Option 1: 

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Option 2: 
Maternity 
Develop a single consultant-led midwifery unit and alongside MLU at Sunderland serving 
both South Tyneside and Sunderland populations 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Positive Negative Positive Negative 

close to home and can promote 
continuity. 
 
Both options increase choice and access 
for outpatient, day case and ambulatory 
gynaecology services.  
 
Both options improve access to high 
quality maternity and neonatal care.  

pressures on inpatient gynaecology 
services in Sunderland,  
 
 
 

outpatient, day case and ambulatory 
gynaecology services.  
 
Both options improve access to high quality 
maternity and neonatal care. 

There is no evidence to enable an 
assessment of the  impact on user 
experience in relation to increased 
pressures on inpatient gynaecology 
services in Sunderland, 
 
 

Acceptable health care 
(patient and carer 
experience) HEALTH 
INEQUALITIES IMPACT 

Maternity services and specialist baby 
care services have a key and enduring 
impact on the health of the population 
and can significantly reduce health 
inequalities.   
 
Improved access to high quality care for 
mothers, women and their babies could 
have a profound impact on health 
inequalities.   
 
Improved choice for and access to 
outpatient, day case and ambulatory 
gynaecology services could improve 
early diagnosis and reduce premature 
mortality from women’s cancers. This 
could significantly reduce health 
inequalities.  Improved access to 
treatment for symptoms which affect 
occupational health could also reduce 

Barriers to acceptable care can lead 
to women booking late for, or 
disengaging with, maternity care. 
This has major implications for 
outcomes, safeguarding, and health 
inequalities. 
 
Any additional travel burden will 
have a greater negative impact on 
vulnerable groups and could 
compromise health inequalities.  
 
Effective integrated care is 
fundamental to tackling health 
inequalities therefore the changes 
affecting co-terminosity could have a 
negative impact. 
 
The need for consultant-led 
obstetrics care is greater in 

Maternity services and specialist baby care 
services have a key and enduring impact on 
the health of the population and can 
significantly reduce health inequalities.   
 
Improved access to high quality care for 
mothers, women and their babies could 
have a profound positive impact on health 
inequalities.   
 
Improved choice for and access to 
outpatient, day case and ambulatory 
gynaecology services could improve early 
diagnosis and reduce premature mortality 
from women’s cancers. This could 
significantly reduce health inequalities.  
Improved access to treatment for symptoms 
which affect occupational health could also 
reduce health inequalities. 

This Option entails the drawbacks 
relating to Option 1, and also affects 
other South Tyneside residents 
needing to travel outside the borough 
for midwife led care.   The additional 
travel burdens have a greater 
negative impact on more vulnerable 
groups and could further compromise 
health inequalities. 
 
Loss of co-terminosity could have an 
adverse impact on vulnerable groups 
in South Tyneside.  
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 Health Impact Comments and Scores 
Option 1: 

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Option 2: 
Maternity 
Develop a single consultant-led midwifery unit and alongside MLU at Sunderland serving 
both South Tyneside and Sunderland populations 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Positive Negative Positive Negative 

health inequalities.  communities at risk of health 
inequalities therefore this proposal 
could deepen health inequalities in 
South Tyneside.  
 
 

Acceptable health care 
(patient and carer 
experience) HEALTH 
IMPACT SCORE 

A=2 B=3  C=6 A=2 B=-1 C=-2 A=2 B=2 C=4 A=2 B=-2 C=-4 

Acceptable health care 
(patient and carer  
experience)HEALTH 
INEQUALITIES IMPACT 
SCORE  

A=2 B=2 C=4 A=3 B=-1 C=-3 A=2 B=1 C=4 A=3 B=-2 C=-6 

Equitable health care – not scored as addressed throughout 

Environment 

Transport HEALTH 
IMPACT 
 

A detailed transport analysis is 
underway.  The proposals will increase 
commuting traffic between South 
Tyneside and Sunderland and carry 
travel implications for service users, 
carers family and friends.  
No clear health benefits could be 
identified 

Increased travel and traffic could 
generate an increased risk of Noise 
pollution, air pollution and Road 
Traffic Accidents especially affecting 
those commuting for health care and 
those living close to Sunderland and 
South Tyneside hospital sites.   

A detailed transport analysis is underway.  
The proposals will increase commuting 
traffic between South Tyneside and 
Sunderland and carry travel implications for 
service users, carers family and friends.  
No clear health benefits could be identified 

Increased travel and traffic could 
generate an increased risk of Noise 
pollution, air pollution and Road 
Traffic Accidents especially affecting 
those commuting for health care and 
those living close to Sunderland and 
South Tyneside hospital sites.   

Transport HEALTH No clear health inequalities benefits Socioeconomically deprived No clear health inequalities benefits could Socioeconomically deprived 
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 Health Impact Comments and Scores 
Option 1: 

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Option 2: 
Maternity 
Develop a single consultant-led midwifery unit and alongside MLU at Sunderland serving 
both South Tyneside and Sunderland populations 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Positive Negative Positive Negative 

INEQUALITIES IMPACT could be identified communities are more likely to be 
adversely affected by pollution 
accidents and traffic thus 
contributing to health inequalities for 
those populations 

be identified communities are more likely to be 
adversely affected by accidents and 
traffic thus contributing to health 
inequalities for those populations 

Transport HEALTH 
IMPACT score  

A=1 B=0 C=0 A=2 B=-1 C=-2 A=1 B=0 C=0 A=2 B=-1 C=-2 

Transport HEALTH 
INEQUALITIES IMPACT 
score  

A=1 B=0 C=0 A=2 B=-1 C=-2 A=1 B=0 C=0 A=2 B=-1 C=-2

Natural and built 
environment HEALTH 
IMPACT 
 

No clear health benefits / disadvantages 
could be identified 

No clear health benefits / 
disadvantages could be identified

No clear health benefits / disadvantages 
could be identified 

No clear health benefits / 
disadvantages could be identified

Natural and built 
environment HEALTH 
INEQUALITIES IMPACT 

No clear health benefits / disadvantages 
could be identified 

No clear health benefits / 
disadvantages could be identified

No clear health benefits / disadvantages 
could be identified 

No clear health benefits / 
disadvantages could be identified

Natural and built 
environment HEALTH 

IMPACT SCORE 

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0

Natural and built 
environment HEALTH 
INEQUALITIES IMPACT 

SCORE 

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0

Pollution HEALTH 
IMPACT 

No clear health benefits could be 
identified 

The increased traffic could increase 
noise and air pollution

No clear health benefits could be identified The increased traffic could increase 
noise and air pollution
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 Health Impact Comments and Scores 
Option 1: 

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Option 2: 
Maternity 
Develop a single consultant-led midwifery unit and alongside MLU at Sunderland serving 
both South Tyneside and Sunderland populations 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Positive Negative Positive Negative 

Pollution HEALTH 
INEQUALITIES IMPACT 

No clear health inequalities benefits 
could be identified 

Socioeconomically deprived 
communities are more likely to be 
affected by pollution thus 
contributing to health inequalities for 
those populations 

No clear health inequalities benefits could 
be identified 

Socioeconomically deprived 
communities are more likely to be 
affected by pollution thus 
contributing to health inequalities for 
those populations 

Pollution HEALTH 
IMPACT SCORE 

A=1 B=0 C=0 A=1 B=-1 C =-1 A=1 B=0 C=0 A=1 B=-1 C =-1

Pollution HEALTH 
INEQUALITIES IMPACT 
SCORE 

A=1 B=0 C=0 A=1 B=-1 C =-1 A=1 B=0 C=0 A=1 B=-1 C =-1

Housing HEALTH 
impact 

No evidence of health benefits could be 
identified 

No evidence of health disadvantages 
could be identified

No evidence of health benefits could be 
identified 

No evidence of health disadvantages 
could be identified

Housing HEALTH 
INEQUALITIES impact 

No evidence of health benefits could be 
identified 

No evidence of health disadvantages 
could be identified

No evidence of health benefits could be 
identified 

No evidence of health disadvantages 
could be identified

Housing HEALTH 
impact score 

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0

Housing HEALTH 
INEQUALITIES impact 
score  

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0

Economy 

Education, skills, 
learning HEALTH 
IMPACT 

 

Both proposals entail staff losses albeit 
in very small numbers.  There is an 
overall net shift of specialist skills out of 
South Tyneside and into Sunderland 
with an associated small health benefit 

Both proposals entail staff losses 
albeit in very small numbers.  The 
losses in this option are marginally 
lower than option 2.  
 

Both proposals entail staff losses albeit in 
very small numbers.  There is an overall net 
shift of specialist skills out of South 
Tyneside and into Sunderland with an 
associated small health benefit for 

Both proposals entail staff losses 
albeit in very small numbers.  The 
losses in this option are marginally 
higher than option 1. 
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 Health Impact Comments and Scores 
Option 1: 

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Option 2: 
Maternity 
Develop a single consultant-led midwifery unit and alongside MLU at Sunderland serving 
both South Tyneside and Sunderland populations 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Positive Negative Positive Negative 

for Sunderland residents  There is an overall net shift of 
specialist skills out of South Tyneside 
and into Sunderland with an 
associated small negative health 
impact for South Tyneside residents 

Sunderland residents.  The net effects are 
greater for this option.  

There is an overall net shift of 
specialist skills out of South Tyneside 
and into Sunderland with an 
associated small negative health 
impact for South Tyneside residents.  
The net negative impact is greater for 
this option than option 1  

Education, skills, 
learning HEALTH 
INEQUALITIES IMPACT 
 

The numbers are very small but could 
have a positive impact on health 
inequalities in Sunderland,  

The numbers are very small but could 
have a marginal negative impact on 
health inequalities in South Tyneside 

The numbers are very small but could have 
a positive impact on health inequalities in 
Sunderland 

The numbers are very small but could 
have a marginal negative impact on 
health inequalities in South Tyneside 

Education, skills, 
learning HEALTH 
IMPACT score 
 

A=2 B=1 C=2 A=2 B=-1 C=-2 A=2 B=1 C=2 A=2 B=-1 C=-2 

Education, skills, 
learning HEALTH 
INEQUALITIES IMPACT 
score 
 

A=2 B=1 C=2 A=2 B=-1 C=-2 A=2 B=1 C=2 A=2 B=-1 C=-2 

Employment HEALTH 
IMPACT 

Both proposals entail staff losses albeit 
in very small numbers.  There is an 
overall net shift of specialist skills out of 
South Tyneside and into Sunderland 
with an associated small health benefit 
for Sunderland residents 

Both proposals entail staff losses 
albeit in very small numbers.  The 
losses in this option are marginally 
lower than option 2.  Fewer jobs in 
South Tyneside could have a negative 
impact on health there 
 

Both proposals entail staff losses albeit in 
very small numbers – less jobs in South 
Tyneside and more in Sunderland. The net 
effect is marginally greater for this option 
with a potentially positive impact on health 
in Sunderland. 

Both proposals entail staff losses 
albeit in very small numbers.  The 
losses in this option are marginally 
higher than option 1.  Fewer jobs in 
South Tyneside could have a negative 
impact on health there  
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 Health Impact Comments and Scores 
Option 1: 

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Option 2: 
Maternity 
Develop a single consultant-led midwifery unit and alongside MLU at Sunderland serving 
both South Tyneside and Sunderland populations 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Positive Negative Positive Negative 

 

Employment HEALTH 
INEQUALITIES IMPACT 

The numbers are very small but 
increased jobs could have a positive 
impact on health inequalities in 
Sunderland, 

The numbers are very small but could 
have a negative impact on health 
inequalities in South Tyneside

The numbers are very small but increased 
jobs could have a positive impact on health 
inequalities in Sunderland

The numbers are very small but could 
have a negative impact on health 
inequalities in South Tyneside

Employment HEALTH 
IMPACT SCORE 

A=2 B=1 C=2 A=2 B=-1 C=-2 A=2 B=1 C=2 A=2 B=-1 C=-2

Employment HEALTH 
INEQUALITIES IMPACT 
SCORE  

A=2 B=1 C=2 A=2 B=-1 C=-2 A=2 B=1 C=2 A=2 B=-1 C=-2

Business development 
and investment 
HEALTH IMPACT 

 

Expansion of Consultant led Obstetrics 
and inpatient Gynaecology care in 
Sunderland could have a positive impact 
on health inequalities in Sunderland, 

Losses to investment in Consultant 
led Obstetrics, specialist baby care 
services and inpatient gynaecology 
services are marked in South 
Tyneside and could have a negative 
impact on the health of the 
population there.   

Expansion of specialist Obstetrics care in 
Sunderland and inpatient gynaecology in 
South Tyneside generates business 
opportunities for both areas with 
potentially positive impacts on health 

Losses to investment in Consultant 
led Obstetrics, specialist baby care 
services, midwifery services and 
inpatient gynaecology services are 
marked in South Tyneside and could 
have a negative impact on the health 
of the population there.   

Business development 
and investment 
HEALTH INEQUALITIES 
IMPACT 

This expansion could have a positive 
impact on health inequalities in 
Sunderland.  

These losses could have a negative 
impact on health inequalities in South 
Tyneside 

This expansion could have a positive impact 
on health inequalities in Sunderland. 

These losses could have a negative 
impact on health inequalities in South 
Tyneside 

Business development 
and investment 
HEALTH IMPACT SCORE 

A=2 B=1 C=2 A=2 B=-1 C=-2 A=2 B=1 C=2 A=2 B=-1 C=-2 

Business development 
and investment 

A=2 B=1 C=2 A=2 B=-1 C=-2 A=2 B=1 C=2 A=2 B=-1 C=-2 
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 Health Impact Comments and Scores 
Option 1: 

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Option 2: 
Maternity 
Develop a single consultant-led midwifery unit and alongside MLU at Sunderland serving 
both South Tyneside and Sunderland populations 
Development of a single community midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

Positive Negative Positive Negative 

HEALTH INEQUALITIES 
IMPACT SCORE 
Financial inclusion 
HEALTH IMPACT 

 

No evidence of health benefits could be 
identified 

No evidence of health disadvantages 
could be identified 

No evidence of health benefits could be 
identified 

No evidence of health disadvantages 
could be identified 

Financial inclusion 
HEALTH INEQUALITIES 
IMPACT 

 

No evidence of health benefits could be 
identified 

No evidence of health disadvantages 
could be identified 

No evidence of health benefits could be 
identified 

No evidence of health disadvantages 
could be identified 

Financial inclusion 
HEALTH IMPACT SCORE 

 

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 

Financial inclusion 
HEALTH INEQUALITIES  
IMPACT SCORE 

 

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 
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Table 4: Integrated Health & Health Inequalities Impact scores  

Colour Key   

Positive Negative  Option 1: 
 

Option 2: 
 

Major 
impact 
13-18 
 
 

Major 
impact 
13-18 
 

Maternity 
Retain consultant-led maternity unit at 
Sunderland and an alongside MLU 
Develop free-standing MLU at South 
Tyneside for low risk births 
Development of a single community 
midwifery team serving both areas 
Gynaecology          

All inpatient gynaecology surgery will be 
provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care 
will remain provided from both sites 
Gynaecology outpatients will remain 
provided from both sites 

Maternity 
Develop a single consultant-
led midwifery unit and 
alongside MLU at Sunderland 
serving both South Tyneside 
and Sunderland populations 
Development of a single 
community midwifery team 
serving both areas 
Gynaecology          

All inpatient gynaecology 
surgery will be provided at 
Sunderland (surgery requiring 
at least an overnight stay) 
Gynaecology day case and 
ambulatory care will remain 
provided from both sites 
Gynaecology outpatients will 
remain provided from both 
sites 

Moderate 
impact 
7-12 
 
 

Moderate 
impact 
7- 12 

Minor 
impact 
0-6 

Minor 
impact 
0—6 

 

  Total POSITIVE 
integrated 
health and 

health 
inequality 

impact score 

Total NEGATIVE 
integrated 
health and 

health 
inequality 

impact score 

TOTAL 
INTEGRATED 
HEALTH and 

HEALTH 
INEQUALITY  

IMPACT SCORE 

 Health and 
Health care 
outcomes 

Option 
1 

Option 
2 

Option 
1 

Option 
2 

Option 
1 

Option 2 

 

 

Health 
outcomes 

Mortality 18 18 -2 0 16 18 

Spontaneous 
vaginal delivery 15 9 0 -6 15 3 

Obstetrics 
interventions 18 10 0 -5 18 5 

Transfers of 
care 9 11 -8 -3 1 8 

Delivering a 
baby without 
serious medical 
problems   18 18 -4 0 14 18 

Infant feeding 0 0 0 0 0 0 

Maternal health 18 12 -4 -8 14 4 

Infant health 18 18 -4 -8 14 10 

Life expectancy 12 12 -2 -2 10 10 

Quality of life 8 8 -4 -4 4 4 

Access to high 
quality health 

Effective health 
care 18 18 0 0 18 18 
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  Total POSITIVE 
integrated 
health and 

health 
inequality 

impact score 

Total NEGATIVE 
integrated 
health and 

health 
inequality 

impact score 

TOTAL 
INTEGRATED 
HEALTH and 

HEALTH 
INEQUALITY  

IMPACT SCORE 

 Health and 
Health care 
outcomes 

Option 
1 

Option 
2 

Option 
1 

Option 
2 

Option 
1 

Option 2 

care outcomes Safe health care 12 12 -4 0 8 12 

Cost efficient 
health care 15 13 -4 -6 11 7 

Relevance to 
healthcare 
need 12 8 -2 -6 10 2 

Acceptable 
health care 10 8 -5 -10 5 -2 

Environmental 
determinants 
of health  

Transport 0 0 -4 -4 -4 -4 

Natural and 
built 
environment 0 0 0 0 0 0 

Pollution  0 0 -2 -2 -2 -2 

Housing 0 0 0 0 0 0 

Economic 
determinants 
of health  

Education, 
skills and 
learning  4 4 -4 -4 0 0 

Employment 4 4 -4 -4 0 0 

Business 
development 4 4 -4 -4 0 0 

Financial 
inclusion 0 0 0 0 0 0 

TOTAL ALL 213 187 -61 -76 152 111 
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Appendix 1: Details of the scoring system used for the 
Equality Impact Assessment36 

 

Impact decision =  Score A x Score B 

 
Level of available evidence scoring system  (A) 

Level of available evidence Score  A 

Existing data/research 3 
Anecdotal / awareness data only 2 
No evidence or suggestion 1 
 
Potential Impact scoring system  (B) 
Potential 
Scale of 
Impact 

Definitions Score  
B 

High 
negative 

Evidence indicates:  

the organisation will/may not meet its statutory requirements 

under equality and human rights legislation 

there is/may be disproportionate and/or unjustifiable adverse 

impact on staff, service users and/or the community. 

-3 

Medium 
negative 

Evidence indicates:  

the proposal may adversely impact on some elements of the 

equality legislative requirements, but the impact will not 

affect compliance 

there is potential for some adverse impact which may affect 

groups differently. 

-2 

Low 
negative 

Evidence indicates:  

there is little or no relevance regarding the equality 

legislative requirements 

there may be some differential impact, but this does not have 

disproportionate or inequitable outcome and can be 

reasonably justified 

-1 

No impact  
 

0 

Low 
positive 

Evidence indicates:  

there is little or no relevance regarding the equality 

legislative requirements 

there is a positive and/or proportionate impact on staff, 

service users and/or the community 

 

+1 

Medium 
positive 

Evidence indicates:  

the proposal supports the organisation in meeting its 
+2 

                                                        
36 NHS Centre for Equality and Human Rights.   A toolkit for carrying out Equality 
impact assessment. 
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statutory duties under equality and human rights legislation 

there is a positive and/or proportionate impact on staff, 

service users and/or the community 

 
High 
positive 

Evidence indicates:  

the proposal  supports the organisation in meeting its 

statutory duties under equality and human rights legislation 

there is a positive and/or proportionate impact on staff, 

service users and/or the community 

+3 
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Appendix 2: Scoring system used for the Health Impact 
Assessment 

Impact decision =  Score A x Score B 

 
Level of available evidence scoring system  (A) 

Level of available evidence Score  
A 

Existing data/research 3 
Anecdotal / awareness data only 2 
No evidence or suggestion 1 
 
Potential Impact scoring system  (B) 
Potential 
Scale of 
Impact 

Definitions Score  
B 

High 
negative 

Evidence indicates:  

A high risk to the health of the community, patients or staff 

 

-3 

Medium 
negative 

Evidence indicates:  

A medium risk to the health of the community, patients or 

staff 

-2 

Low 
negative 

Evidence indicates:  

A low risk to the health of the community, patients or staff 
-1 

No impact  
 

0 

Low 
positive 

Evidence indicates:  

A small benefit to the health of the community, patients or 

staff  

+1 

Medium 
positive 

Evidence indicates:  

A medium benefit to the health of the community, patients 

or staff  

+2 

High 
positive 

Evidence indicates:  

A significantly positive benefit to the health of the 

community, patients  or staff 

+3 
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Appendix 3: Evidence to support the Integrated Impact 
Assessment. 

Health Inequalities and Maternity Services: evidence summary 
Key issues - The World health Organisation (WHO) describes maternity services 
as a continuum of care for mothers and children starting pre-pregnancy and 
continuing through pregnancy and childbirth, to the early days and years of life 
(1).   
 
The Marmot review (2) emphasised the fundamental importance of high quality 
maternity services as a means of reducing health inequalities and giving every 
child the best start in life.  The review explained how socio-economic 
circumstances affect maternal health, which in turn, affects their babies’ health.  
 
A positive attachment between a young child and their primary care-giver 
(usually but not necessarily the mother) is vital for healthy early development (2).   
Maternal attachment can be compromised by social isolation and depression. 
 
Access to high quality maternity services can promote maternal and child health, 
avoid unnecessary intervention and ensure that women who do, or may, need 
intervention are signposted at an early stage to specialist care2,3. 

 

Antenatal risk factors – a full list is provided by NICE 3 and includes co-morbid 
diseases such as heart disease and diabetes, smoking, obesity, extremes of age, 
vulnerability and substance or alcohol misuse (see Table 18 for details). 
 
Age (older women)  - Adverse pregnancy outcomes rise with age and women 

over 40 have a higher risk of complications
6
.  

Age (under 20 years) – babies born to teenage mothers are at an increased risk 

of prematurity, congenital abnormality, low birth weight and being born into 

poverty
4.
  Teenage women are less likely to breastfeed and are more likely to 

have experienced poverty, poor housing and educational under achievement
4,6 

There are many barriers to care for this group or women8.  They may feel 
uncomfortable using antenatal care services in which the majority of service 
users are in older age groups; be reluctant to recognise their pregnancy; be 
inhibited by embarrassment and fear of parental reaction. They may also have 
practical problems such as difficulty getting to and from antenatal 
appointments4,8. 

 
Teenage mothers have threefold increased risk of postnatal depression and a 
higher risk of poor mental health for three years after the birth (4). 
 
Socio-economic deprivation – associated with increased risk of low birth 
weight babies, neonatal mortality and stillbirths (5).   The risk of perinatal 
mortality is 57% higher for mothers living in poverty (19).  Low birth weight is 
associated with poorer longterm health and educational outcomes6.  
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Socioeconomic deprivation is associated with higher rates of teenage pregnancy, 
maternal obesity, diabetes, alcohol or drug misuse during pregnancy and 
smoking whilst pregnant5. 
 
Smoking in pregnancy has detrimental effects for the growth and development of 
the baby and health of the mother. Smokers have more complications during 
pregnancy and labour, including bleeding during pregnancy, placental abruption 
and premature rupture of membranes5.  

 

Obese women are at greater risk of complications relating to pregnancy and 
birth6.  
 
Diabetes in pregnancy is associated with risks to the woman and the developing 
fetus.  Miscarriage, perinatal mortality, birth injuries, congenital malformations, 
pre-eclampsia and preterm labour are more common in women with pre-
existing diabetes6,7 
 
Although continuity of care is important to pregnant women who use drugs or 
alcohol, they experience a number of barriers to access.  Barriers include anxiety 
about the attitudes of healthcare staff and the potential 8  role of social services; 
or feeling overwhelmed by the involvement of multiple agencies. These women 
need supportive and coordinated care during pregnancy8. 
 
The risk of post operative complications (post caesarean) is increased with 
obesity, smoking, co-morbidities (often diabetes) and socioeconomic 
deprivation12. 
 
 
BME Women  
Women from BME communities in the UK experience persistent inequalities in 
receipt of maternity services and in reproductive outcomes compared to the 
majority White British population9 
Mothers from non-white ethnic groups are at increased risk of perinatal 
mortality, and maternal mortality9 and have a 62% increased risk of having a low 
birth weight baby when compared with white mothers. 
BME mothers experience less favourable maternity care than white mothers9.  
They are significantly more likely to book lateError! Bookmark not defined., report 
shortfalls in choice and continuity of care10, and are less likely to see a midwife 
as often as they wanted after birth9,10.  Often this experience is compounded by 
language or cultural barriers combined with socio-deprivationError! Bookmark not 

defined..  
 
Mental health and Emotional wellbeing - For many women, even those who 
have given birth before, anticipation of labour and birth can give rise to anxiety, 
uncertainty and, on occasion, outright fear12. 

Around 1 in 5 women report not being asked about their emotional and mental 
health state at the time of booking, or about past mental health problems and 
family history11.  
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Perinatal mental illnesses are very common, affecting 1 in 5 women at some 
point during the perinatal period11,19.  
Depression and anxiety affects 15-20% of women in the first year after 
childbirth.  About half of all cases of perinatal depression and anxiety go 
undetected, with many of those which are detected failing to receive evidence-
based forms of treatment19.   Effective integrated multi-agency care is vital for 
emotional wellbeing21. 
 
A woman who is experiencing domestic abuse may have particular difficulties 
using antenatal care services: for example, the perpetrator of the abuse may try 
to prevent her from attending appointments; the woman may be afraid that 
disclosure of the abuse to a healthcare professional will worsen her situation, or 
she may be anxious about the reaction of the healthcare professional8.   
 
 
 
 

 

Health Care Quality and Maternity Services: evidence summary 
Maternity care in England - Having a baby is the most common reason for 
admission to hospital in England12. The total cost represents around 2.8 per cent 
of health spending12.    Maternity is a unique area of the NHS as the services 
support predominantly healthy people through a natural, but very important, life 
event that does not always require doctor-led intervention11. 
 
NICE recognizes pregnancy as a normal physiological process and therefore any 
interventions should have known benefits and be acceptable to pregnant 
women3. 
 

For women in the United Kingdom, giving birth remains safer than ever – less 
than 9 in very 100,000 women die in pregnancy and around childbirth12.  
 

Population needs for maternity care have been changing over the last decade–
birth rates are fluctuating but have been increasing, the mean age of mothers at 

childbirth is rising, the numbers of women giving birth over the age of 35 

rising steeply13.  This increase is associated with an increase in the proportion of 
‘complex’ births, such as multiple births (for example twins) or women with 
obesity or pre-existing medical conditions. These complexities increase the risks 
of childbirth, meaning care often requires greater clinical involvement14.  
 
Effectiveness  
Antenatal care seeks to optimise the health of the mother and baby throughout 
pregnancy and minimise the risk of any perinatal or postnatal complications.  
The first appointment should be within 10 weeks of conception to maximise the 
health benefits and identify risk factors as soon as possible3 (see Table 18). 
Continuity is a priority for antenatal care3.  
 
Intra-partum care seeks to minimise interventions and transfers whilst 
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delivering a baby without serious medical problems17. Safety is of paramount 
importance19.  Babies with problems require neonatal care17.  
 
Greater levels of consultant staffing are associated with improved outcomes, 
including fewer stillbirths and fewer readmissions14. 
 
Postnatal care seeks to promote maternal and infant health and infant feeding 
(ideally successful breast feeding)15. 
 
A study of French births found that distance to an Obstetrics unit did not 
increase neonatal mortality risk except for distances greater than 45km14.  
 
One Dutch study found that women who changed risk status from ‘low’ to ‘high’ 
during labour had worse outcomes; it also found that a transfer time from home 
to hospital of more than 20 minutes by car was associated with increased risk of 
mortality and adverse outcomes14.  
 
One-to-one midwife care for women during childbirth reduces the chance of 
intervention without compromising outcomes and reduces the length of 
labour14.  
 
NICE3,7,16 recommends that women at low risk of complications during labour 
are given the choice of all 4 birth settings and information about local birth 
outcomes.  The 4 settings where a woman at low risk of complications may 
choose to have her baby are:  

 at home,  
 in a freestanding midwifery unit,  
 in an alongside midwifery unit   

 in an Obstetrics unit.  
 
Outcomes for women for each planned place of birth include16,17 

 rates of spontaneous vaginal birth,  
 transfer to Obstetrics unit,  
 Obstetrics intervention  
 delivering a baby with or without serious medical problems. 

 
 
Patient experience  
Patient experience for maternity care can affect the long term health outcomes 
for mother, baby and family.  The experience of birth often remains with a 
woman for decades and can influence the manner in which they relate to and 
bond with their baby, maternal psychological well-being, relationships within 
the family, subsequent levels of engagement in healthcare22.  
 
Choice and continuity in care are key determinants of satisfaction in maternity 
services11,12.  
 
Women’s experiences relating to continuity of care are mixed10,11,12. The 
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availability of sufficient midwives is a key factor in providing continuity of care19 

and one to one midwife care during childbirth improves women’s reported birth 
experience14.  
 
Risks and benefits of different birth settings - there are no significant 
differences in outcome for the baby associated with planning birth in any 
setting3,14,17.  The birthplace national cohort study18 examined these questions ( 
See Table 13 - Table 17 for data on rates of interventions, outcomes for babies 
and indications for transfer)  with a focus on healthy women with 
straightforward pregnancies who are at low risk of complications.  The study 
evaluated over 64,000 births and showed that:  
 

 Adverse events are rare  - 4.3 per 1000 births 
 Midwifery units are safe for the baby and offer benefits for the mother  
 For planned births in freestanding midwifery and alongside midwifery 

units there were no significant differences in adverse perinatal outcomes 
compared with planned birth in an Obstetrics unit 

 Women who planned birth in a midwifery unit (freestanding or 
alongside) had significantly fewer interventions including caesarean 
sections and more ‘normal births’ than women who planned birth in an 
Obstetrics unit 

 For multiparous women, there were no significant differences in adverse 
perinatal outcomes between planned home births or midwifery units and 
planned births in Obstetrics units   

 For multiparous women, birth in a non Obstetrics unit setting 
significantly and substantially reduced the risk of having an intrapartum 
caesarean section, instrumental delivery, episiotomy 

 For women having a first baby, there is a fairly high probability of 
transferring to an Obstetrics unit during labour or immediately after the 
birth   - 36% for planned freestanding midwifery unit births and 40% for 
planned alongside midwifery unit births. 

 For women having a second or subsequent baby, the transfer rate is 
around 10% (9%for planned FMU births and 13% for planned AMU 
births). 

 
Patient Safety - Outcomes in maternity care are good for the vast majority of 
women and babies but, when things go wrong, the consequences can be very 
serious.   Maternity care accounted for a third of the clinical negligence bill in 
2012‐1312. 
 
Almost half of CQC inspections of maternity units result in assessments either 
inadequate (7%) or requires improvement (41%)19.  
 
There is evidence demonstrating poorer outcomes for mother and child out of 
hours12.   Rates of maternal infection, infection to the baby and injury to the baby 
are all higher at the weekend19. 
 
Most clinical negligence compensation claims are based on mistakes in the 
management of labour, mistakes relating to caesarean sections and errors 
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resulting in cerebral palsy12.  
 
Less-experienced operators have been associated with adverse outcomes for 
instrumental births and failure to recognise the severity of a woman’s 
condition10. 
 
Around 10% of all deliveries are carried out by elective caesarean section and 
15% as an emergency caesarean section19 . As with any other operation, it carries 
risks of post surgical complications eg infection, pain, thrombo-embolism.  
Complications can affect the family relationships, maternal bonding and lead to a 
hospital readmission.  
 
NICE recommend that a Class 1 Emergency Caesarian Section should be 
performed within 30 minutes of the decision to deliver20.   
 
Risk assessment is essential to effective and safe care planning in pregnancy.  It 
is estimated that18: 

 1 in 3  women can be assessed as at low risk 
 1 in 6 women can be assessed as at high risk 
 1 in 2 women cannot be assessed for risk level  

 
Readmissions have emotional and social consequences relating to the length of 
time for which a new family is apart from one another6.    Common reasons 
include surgical complications post caesarean section and feeding problems in 
babies with associated jaundice and dehydration6.  
 

Cost –efficiency - Nearly a fifth of spending on maternity services is for clinical 
negligence cover12.  There are significant variations in the provision and costs of 
maternity services across England11. 

 

The birthplace cost-effectiveness study18 examined costs associated with 
different birth settings.  The costs related to avoided adverse perinatal and 
maternal outcomes and normal births.  The study showed that costs were 
highest for Obstetrics units and lowest for planned home births.  Average costs 
were as follows:  

 £1361 for a planned birth in an Obstetrics unit 
 £1461 for a planned birth in an alongside midwifery unit 
 £1435 for a planned birth in a freestanding midwifery unit  
 £1067 for a planned home birth 
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Equality Indicators 
 
 

Gender 
Table 5: Population gender profile (Source ONS Census Data 2011 KS101EW) 

 

S Tyneside Sunderland 

Count % Count % 

Total 148127 100 275506 100 

Males 71560 48.3 133953 48.6 

Females 76567 51.7 141553 51.4 

 

Age 
Table 6: Population age profile (Source ONS Census Data 2011 KS102EW) 

 

South Tyneside Sunderland 

Count % Count % 

All Usual Residents 148127 
 

275506 
 

Age 0 to 4 8182 5.5 15378 5.6 

Age 5 to 7 4619 3.1 8599 3.1 

Age 8 to 9 2932 2 5534 2 

Age 10 to 14 8233 5.6 15355 5.6 

Age 15 1961 1.3 3326 1.2 

Age 16 to 17 3735 2.5 6753 2.5 

Age 18 to 19 3797 2.6 7708 2.8 

Age 20 to 24 9447 6.4 19709 7.2 
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Age 25 to 29 8901 6 16945 6.2 

Age 30 to 44 27436 18.5 52854 19.2 

Age 45 to 59 32394 21.9 58541 21.2 

Age 60 to 64 9637 6.5 18011 6.5 

Age 65 to 74 13634 9.2 25031 9.1 

Age 75 to 84 
9632 6.5 16600 6 

Age 85 to 89 
2503 1.7 3576 1.3 

Age 90 and Over 1084 0.7 1586 0.6 

Population aged 
Total aged 15-44 55277 37.3 107295 39.1 

 

 

Ethnic Group 
Table 7: Ethnic groups (Source ONS Census Data 2011 KS201EW) 

Ethnic Group  
  

South Tyneside 
 

Sunderland 
 

Count % Count % 

All Usual Residents 148127 100 275506 100 
White; 
English/Welsh/Scottish/Northern 
Irish/British 140821 95.1 261209 94.8 
White; Irish 305 0.2 608 0.2 
White; Gypsy or Irish Traveller 9 0 70 0 
White; Other White 964 0.7 2395 0.9 
Mixed/Multiple Ethnic Groups; 
White and Black Caribbean 324 0.2 539 0.2 
Mixed/Multiple Ethnic Groups; 
White and Black African 229 0.2 239 0.1 
Mixed/Multiple Ethnic Groups; 
White and Asian 440 0.3 608 0.2 
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Mixed/Multiple Ethnic Groups; 
Other Mixed 332 0.2 392 0.1 
Asian/Asian British; Indian 643 0.4 1736 0.6 
Asian/Asian British; Pakistani 434 0.3 669 0.2 
Asian/Asian British; Bangladeshi 1534 1 2075 0.8 
Asian/Asian British; Chinese 235 0.2 1536 0.6 
Asian/Asian British; Other Asian 465 0.3 1320 0.5 
Black/African/Caribbean/Black 
British; African 316 0.2 1062 0.4 
Black/African/Caribbean/Black 
British; Caribbean 61 0 111 0 
Black/African/Caribbean/Black 
British; Other Black 43 0 100 0 
Other Ethnic Group; Arab 566 0.4 292 0.1 
Other Ethnic Group; Any Other 
Ethnic Group 406 0.3 545 0.2 

 

Religion 
Table 8: Religion profile (Source ONS census data 2011: KS209EW) 

 

S Tyne Sunderland 

Count % Count % 

All Usual 
Residents 148127 100 275506 100 

Christian 104090 70.3 193642 70.3 

Buddhist 223 0.2 550 0.2 

Hindu 254 0.2 607 0.2 

Jewish 57 0 76 0 

Muslim 2854 1.9 3650 1.3 

Sikh 424 0.3 814 0.3 

Other Religion 362 0.2 511 0.2 

No Religion 31247 21.1 60358 21.9 

Religion Not 
Stated 8616 5.8 15298 5.6 

 

Marital status 
Table 9: Marital and Civil partnership profile (Source ONS census data 2011: KS103EW) 

 

S Tyneside Sunderland 

Count % Count % 

All Usual Residents Aged 16 and 122200 100 227314 100 
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Over 

Single (Never Married or Never 
Registered a Same-Sex Civil 
Partnership) 41841 34.2 80195 35.3 

Married 53528 43.8 102531 45.1 

In a Registered Same-Sex Civil 
Partnership 163 0.1 313 0.1 

Separated (but Still Legally 
Married or Still Legally in a 
Same-Sex Civil Partnership) 3460 2.8 5530 2.4 

Divorced or Formerly in a Same-
Sex Civil Partnership which is 
Now Legally Dissolved 12546 10.3 20823 9.2 

Widowed or Surviving Partner 
from a Same-Sex Civil 
Partnership 10662 8.7 17922 7.9 

 
 

Disability 
Table 10: Disability profile (Source ONS Census Data 2011: QS303EW) 

 

S Tyneside Sunderland 

Count % Count % 

All Usual Residents 148127 100 275506 100 

Day-to-Day Activities Limited a Lot 18166 12 34206 12 

Day-to-Day Activities Limited a Little 16315 11 30346 11 

Day-to-Day Activities Not Limited 113646 77 210954 77 
 

Pregnancy and Maternity 
Table 11: Total Number of Live births in each area: (source ONS Data 2015) 

 

Total number of live births (2015) 

South Tyneside 1,647 

Sunderland 2,889 
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Socioeconomic Deprivation 
Table 12: Socio-economic deprivation of households (source ONS Census data 2011: 
QS119EW) 

 

S Tyneside Sunderland 

Count % Count % 

All Households 67167 100 119758 100 

Household is Not Deprived in Any 
Dimension 24531 37 42790 36 

Household is Deprived in 1 
Dimension 21705 32 38223 32 

Household is Deprived in 2 
Dimensions 15947 24 29259 24 

Household is Deprived in 3 
Dimensions 4679 7 8920 7 

Household is Deprived in 4 
Dimensions 305 0 566 0 

 
Description : All households in the area at the time of the 2011 Census with four of 
the selected deprivation dimensions. The dimensions of deprivation are indicators 
based on the four selected household characteristics - Employment (any member of 
a household not a full-time student is either unemployed or long-term sick); 
Education (no person in the household has at least level 2 education, and no person 
aged 16-18 is a full-time student); Health and disability (any person in the household 
has general health 'bad or very bad' or has a long term health problem.); and 
Housing (Household's accommodation is either overcrowded, with an occupancy 
rating -1 or less, or is in a shared dwelling, or has no central heating). 
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Figure 2: Excerpt from PHE adult social care profiles 2015 – People with care and support 
needs – S Tyneside 
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Figure 3: Excerpt from PHE adult social care profiles 2015 – People with care and support 
needs – Sunderland 
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Maternity and Sexual Health Indicators  

Delivery and Birth Outcomes in different birth settings 
Table 13 Rates of spontaneous vaginal birth, transfer to an Obstetrics unit and Obstetrics 
interventions for each planned place of birth (Source NICE Table 1 and 3Error! Bookmark not 

defined.) 

A = low risk multiparous women B= low risk nulliparous women  

Intervention Mother Number of incidences per 1000 multiparous 
women giving birth 

Home Freestanding 
midwife unit 

Alongside 
midwife 

unit 

Obstetrics 
unit 

Spontaneous 
vaginal birth 

A (multi) 984 980 967 927 

B (nullip) 794 813 765 688 

Transfer to an 
Obstetrics unit 

A (multi) 115 94 125 10* 

B (nullip) 450 363 402 10* 

Regional 
anesthesia 

A (multi) 28 40 60 121 

B (nullip) 218 200 240 349 

Episiotomy A (multi) 15 23 35 56 

B (nullip) 165 165 216 242 

Caesarian birth A (multi) 7 8 10 35 

B (nullip) 80 69 76 121 

Instrumental 
birth (forceps, 
ventouse) 

A (multi) 9 12 23 38 

B (nullip) 126 118 159 191 

Blood 
transfusion 

A (multi) 4 4 5 8 

B (nullip) 12 8 11 16 

*estimated transfer rate from an Obstetrics unit owing to lack of capacity or 
expertise  
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Table 14: Outcomes for the baby for each planned place of birth (Source NICE Table 2 and 
4Error! Bookmark not defined.) 

  Number of babies per 1000 births 

  Home Freestanding 
midwife unit 

Alongside 
midwife unit 

Obstetrics 
unit 

Low risk 
multiparous 
women 

Babies 
without 
serious 
medical 
problems 

997 997 998 997 

Babies with 
serious 
medical 
problems* 

3 3 2 3 

Low risk 
nulliparous 
women 

Babies 
without 
serious 
medical 
problems 

991 995 995 995 

Babies with 
serious 
medical 
problems* 

9 5 5 5 

*Serious medical problems – neonatal encephalopathy and meconium aspiration syndrome were 
the most common adverse events accounting for 75% of the total.  Stillbirths after the start of 
labour and death of the baby in the first week of life accounted for 13% of the events. Fractured 
humerus and clavicle were uncommon (less than 4% of adverse events) 

 

Birth and Delivery Complications 
Table 15 Numbers and proportions of adverse outcomes recorded in the Birthplace UK 
(2011) study (Source NICE Appendix A1Error! Bookmark not defined.) 

Adverse Outcome Incidence per 
1000 births 

Percentage of all 
adverse 

outcomes 

Stillbirth after start of care in labour  0.22 5 

Death of the baby in the first week after 
birth 

0.28 7 

Neonatal encephalopathy caused by oxygen 
deprivation before or during birth (clinical 
diagnosis) 

1.6 40 

Meconium aspiration syndrome 1.3 34 

Brachial plexus injury 0.38 9 

Bone fractures 0.17 4 

TOTAL  adverse outcomes  4 99* 

*All categories are mutually exclusive and numbers do not add up to 100 due to rounding 

 
  



 

 113 

Table 16 Common birth and delivery complications (Source: Compendium of NHS 
maternity statistics, England, April 2015) 

 Complication Number of births  
/ deliveries 

(1000s) 

Birth Neonatal jaundice  51 
Disorders relating to short gestation and low 
birth weight 

48 

Intrauterine hypoxia 38 
Disorders relating to long gestation and high 
birth weight 

28 

Respiratory distress of newborn  26 
Delivery Perineal laceration during delivery 260 

Labour and delivery complicated by fetal 
distress 

160 

Post partum haemorrhage 90 
Maternal care for known or suspected 
abnormality of pelvic organs 

70 

Premature rupture of membranes 60 
 
 
Table 17 Primary reason for transfer to an Obstetrics unit  (Source NICE Table 5Error! Bookmark 

not defined.) 

 From home 

N=3529 

% of N 

From a 
freestanding 

midwifery 
unit 

N= 2457 

% of N 

From an 
alongside 
midwifery 

unit 

N= 4401 

% of N 

Delay during 1st or 2nd stage 
of labour 

32.4 37.1 35.2 

Abnormal fetal heart rate 7 10.5 10.8 

Request for regional 
analgesia 

5.1 6.6 13.3 

Meconium staining 12.2 12.2 12.2 

Retained placenta 7 7.3 4.6 

Repair of perineal trauma 10.9 7.5 8.4 

Neonatal concerns 
postpartum 

5.1 2.6 0 

Other  20.1 16.2 16.3 
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Higher risk pregnancies 
Table 18 Equality and inequality factors indicating additional care requirements  
(Adapted from Source NICE Table 8 and 9Error! Bookmark not defined.) 

 Medical conditions such as cardiac disease, diabetes and other conditions  
 Substance misuse 
 Alcohol dependency requiring assessment or treatment  
 Onset of gestational diabetes 
 BMI at booking greater than 35Kg /m2 or BMI at booking of 30-35Kg /m2 
 Small for gestational age 
 TB under treatment 
 Previous CVA 
 Psychiatric disorder requiring inpatient care – under current outpatient 

psychiatric care 
 Age over 35 at booking 
 Hypertensive disease 
 Sickle cell trait 
 Women who smoke 
 HIV or HBV infection 
 Vulnerable women eg teenagers, social isolation 

 
 
 

Infant Mortality and Stillbirths 
Table 19 Infant mortality and stillbirth indicators (Source: PHE Mortality profiles accessed 
February 2017) 

Indicator Time 
Period 

South 
Tyneside 

Sunderland England 

Infant mortality  2012-14 2.7 (13) 3.6 (32) 4 

Stillbirth rate  2013-15 3.7 (18) 4.8 (42) 4.6 

Neonatal mortality 2013-15 1.23 (6) 2.96 (26) 2.71 

Post-neonatal 
mortality 

2013-15 0.82 (4) 1.14 (10) 2.98 

Very low birth 
weight of all babies 

2015 1.09 (18) 1.49 (43) 1.26 
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Antenatal health, Sexual & Reproductive health 
Table 20 Prevalence of recognised antenatal risk factors and co-morbidities (Source : PHE 
General Practice profiles accessed February 2017) 

Indicator Time 
Period 

South 
Tyneside 
CCG 

Sunderland 
CCG 

England 

Diabetes (%) – 
QoF prevalence – 
17+ 

2015/16 7.1 6.8 6.5 

Hypertension 
(%) - QoF 
prevalence – all 
ages 

2015/16 16 16.5 13.8 

Obesity  (%)- QoF 
prevalence 18+ 

2015/16 13.8 12.3 9.5 

Epilepsy (%)– 
QoF prevalence – 
18+ 

2015/16 0.9 1.0 0.8 

% reporting 
blindness or 
severe visual 
impairment 

2015/16 1.4 1.0 1.0 

% reporting 
deafness or 
severe hearing 
impairment 

2015/16 5.7 5.3 3.8 

Learning 
disability  (%) – 
QoF prevalence 

2015/16 0.6 0.6 0.5 
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Table 21 Indicators of sexual and reproductive health  (Source PHE Sexual and 
Reproductive Health Profiles accessed February 2017)  

 Indicator Time 
period 

South 
Tyneside 

Sunderland England 

Reproductive 
health  

Pelvic inflammatory 
disease admissions 
rate / 100,000  

(count) 

2014/
15 

268.8 (73) 158.6 (84) 236.4 

Ectopic pregnancy 
admissions rate 
/100,000 

(count) 

2014/
15 

110.5 (30) 58.5 (31) 89.6 

Cervical cancer 
registrations rate / 
100,000 (count) 

2011-
13 

11.2 (26) 15.8 (65) 9.6 

Teenage 
pregnancy 

Under 16s conception 
rate/1000 (count) 

2014 5.5 (13) 9.2 (39) 4.4 

Under 18s conception 
rate / 1,000 (count) 

2014 30.9 (80) 34.9 (163) 22.8 

Under 18s 
conceptions leading 
to abortion  - 
percentage (count) 

2014 41.3 (33) 42.9 (70) 51.1 

Under 18s birth rate/ 
1,000 (count) 

2014 7.7 (20) 11.1 (50) 6.7 

HIV and STI Syphilis diagnostic 
rate / 100,000 

2015 7.4 (11) 4.7 (13) 9.3 

Gonorrhoea 
diagnostic rate / 
100,000 

2015 67.9 (101) 78.7 (218) 70.7 

Chlamydia detection 
rate /100,000 aged 
15-24 

2015 1,754 (315) 1,701 (624) 1887 

New HIV diagnosis 
rate / 100,000 aged 
15+ 

2015 4 (5) 3.4 (15) 12.1 

HIV prevalence rate  / 
1,000 aged 15-59 

2015 0.63 (54) 0.75 (123) 2.26 

Wider 
determinants 

Percentage of people 
living in 20% most 
deprived areas in 
England 

2014 46.2 38.2 20.2 
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Pregnancy, Birth, and Child Health 
Table 22 Indicators of child health, pregnancy and birth (Source PHE child health profiles 
accessed February 2017) 

Indicator Time 
Period 

South 
Tyneside 

Sunderland England 

Percentage of babies born to 
mothers born in Middle East 
and Asia  

2014 3.8 (61) 3.3 (94) 9.7 

Caesarian section  - percent 
(count) 

2014/15 20.6 (307) 21.9 (620) 25.8 

Percentage of deliveries to 
women aged 35 years or older  
(count) 

2014/15 11.5 (171) 13.4 (379) 20.4 

Low birth weight of term 
babies  - percent, (count) 

2014 7.2 (119) 4.2 (111) 2.9 

Smoking status at time of 
delivery  - percent (count) 

2015/16 21.8 (352) 18 (505) 10.6 

Breastfeeding initiation – 
percent (count) 

2014/15 53 (821) 57.5 (1,557) 74.3 

Breastfeeding prevalence at 6-
8 weeks after birth  

2015/16 24 (395) 26.8 (757) 43.2 

Hospital admissions for mental 
health conditions (count) 

2014/15 85.3 (25) 113.8 (62) 87.4 

Family homelessness  2014/15 2.4 (166) 0.5 (55) 1.8 

Hospital admissions due to 
substance misuse (15-24 
years) 

2012/13-
2014/15 

153.5 124.2 88.8 

Hospital admissions due to 
alcohol specific conditions  

2012/13-
2014/15 

85 92.9 36.6 
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North East Ambulance Service Performance Indicators 
Figure 4: Achievement of RED 1 Performance Target.  (Source: NHS Ambulance Quality Indicators, North East Ambulance Service, Association of 
Ambulance Chief Executives accessed February 2017)   
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Figure 5: Achievement of RED 1 Response Time target (Source: NHS Ambulance Quality Indicators, North East Ambulance Service, Association of 
Ambulance Chief Executives accessed February 2017)   
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Figure 6: Figure 1: Achievement of RED 2 Performance Target (Source: NHS Ambulance Quality Indicators, North East Ambulance Service, Association of 
Ambulance Chief Executives accessed February 2017) 
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Figure 7: Achievement of RED 19 Performance Target (Source: NHS Ambulance Quality Indicators, North East Ambulance Service, Association of 
Ambulance Chief Executives accessed February 2017)   
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Executive Summary 

 
The Path to Excellence is a five-year transformation of healthcare provision 
across South Tyneside and Sunderland that has been set up to secure the future 
of local NHS services.   
 
This report presents a desk top Integrated Impact Assessment (IIA) of the two 
options which have been proposed as part of the reconfiguration of acute 
paediatric services across South Tyneside and Sunderland.  Option 1 entails 
providing a 12-hour day-time paediatric Emergency Department (ED) service at 
South Tyneside District Hospital (STDH) with 24/7 paediatric ED at Sunderland 
Royal Hospital (SRH).  Option 2 entails the development of nurse-led paediatric 
minor injury/illness service between 8am-10pm at STDH with 24/7 acute 
paediatric services at SRH.  
 
Both options include changes to the provision of the Special Care Baby Unit in 
South Tyneside.  The IIA of obstetrics services examines the impact that changes 
to provision of special care for babies could have on new mothers and their 
babies.  
 
The IIA comprises an Equality Impact Assessment, and a Health and Health 
Inequalities Impact Assessment.  The assessments were based on research 
evidence and measures of population health, health care and health inequalities 
(see Appendix 3 for a summary of the evidence and statistics).   
 
For each of the two possible reconfiguration options, the assessment generated 
Equality Impact Scores for each equality group, and Health and Health 
Inequalities Integrated Impact Scores relating to eighteen attributes across four 
domains of health (Health Outcomes; Access to High Quality Health Care; 
Environment; Economy) relating to acute paediatrics services.   
 
The results of this IIA of acute paediatric services suggested that the changes 
could have a greater effect on communities in South Tyneside and on certain 
vulnerable groups, most notably: 

 Children, carers and families affected by socio-economic deprivation,  
 Children, carers and families affected by substance or alcohol misuse  
 Children, carers and families affected by physical or mental illness, 

disability or sensory impairment 
 Infants and Young people 
 BME communities 
 Children in need of safeguarding 
 Pregnant and recently delivered mothers and their babies  

 
The IIA impact scores gave a crude indication of the relative scale and direction 
of possible impacts.   Positive impact scores were higher for Option 2 than 
Option 1 due to the greater cost-efficiency savings associated with that option.   
However, negative impact scores were also higher for Option 2 because the 
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changes associated with that option are more far reaching and affect greater 
numbers of children.  The total (net) IIA impact scores were overwhelmingly 
positive and small scale negative scores were only identified for three attributes 
-  acceptable healthcare, pollution and housing.    

 

 Total HIIA Impact scores  

 Option 1 Option2 

Total positive integrated 
impact score 

130 133 

Total negative integrated 
impact score 

-51 -88 

Total Integrated Impact 
Scores 

79 45 

 
This report includes some suggestions around actions that could mitigate against 
the identified drawbacks.  These suggestions could enable stakeholders to 
identify how they can contribute to the reconfiguration so that the benefits can 
be maximised.   The suggestions largely relate to patient transport, 
organisational development, quality improvement, education and training, 
monitoring and evaluation.  
 
The IIA provides strong evidence that the proposed changes could achieve 
overwhelmingly positive impacts on health and inequalities.  These benefits 
related to the ability of the changes to result in:   

 More sustainable and consistent high quality care, regardless of the day of 
the week of the time of day 

 Safer Care due to improved levels of specialist staffing able to assess and 
treat children promptly  

 Improved levels of specialist staff and resources able to deal with rising 
population needs in terms of scale and complexity 

 Cost savings in the face of economic austerity 

 
These achievements could have profound benefits for children in relation to 

 More effective and timely treatment of acute illnesses 
 Less risk of deterioration  
 Less pain and distress due to delays in assessment and treatment 
 Shorter hospital stays and less readmissions or readmissions 
 Improved capacity to identify and safeguard children in need 

 
Ultimately, because of their benefits for all service users as well as vulnerable 
and equality groups, the proposed service improvements could lead to 
significant benefits to child health and inequalities across South Tyneside and 
Sunderland, giving children  ‘a better start in life’ and ‘enabling all children, 
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young people and adults to maximize their capabilities and have control over 
their lives’1. 
 
This IIA provides evidence based information to underpin the Path to Excellence 
rational planning and consultation process for the proposed reconfiguration of 
Acute Paediatric Services. It enables all stakeholders to contribute to the 
consultation process with due regard to the public sector duties around equality 
and health inequalities.   
 
 
 

 
  

                                                        
1 The Marmot Review.  Fair Society, healthy lives.  Strategic review of Health 
Inequalities in England post 2010 
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1  Introduction 

 
Path to Excellence is a five-year transformation of healthcare provision across 
South Tyneside and Sunderland. 
 
The transformation has been set up to secure the future of local NHS services 
and to identify new and innovative ways of delivering high quality, joined up, 
sustainable care that will benefit the population of Sunderland and South 
Tyneside both now and in the future. 
 
One of the first developments is a Clinical Services Review of Acute Paediatric  
Services across City Hospitals Sunderland and South Tyneside Foundation 
Trusts.  The review aims to overcome current challenges relating to quality, 
sustainability and cost-effectiveness of the current service configuration.   Two 
possible solutions have been identified to support the sustainability of  urgent 
and emergency paediatrics services across the two districts.  
 
In order to identify and plan for possible impacts on equality, health and health 
inequality, the Path to Excellence team commissioned an independent desk 
based Integrated Impact Assessment (IIA) of the proposed solutions.  
 
This report describes the approach to, and the results and recommendations of,  
an independent Integrated Impact Assessment of the possible models considered 
as part of the proposed reconfiguration of acute paediatric services.   
 

 

2  Integrated Impact Assessment (IIA) 

2.1 Context 
The NHS is committed to promoting equality and reducing health inequalities. 
These principles are embedded in the NHS constitution2: 

 a comprehensive service, available to all irrespective of gender, race, 
disability, age, sexual orientation, religion, belief, gender reassignment, 
pregnancy and maternity or marital or civil partnership status.  

 
 to promote equality through the services it provides and to pay particular 

attention to groups or sections of society where improvements in health and 
life expectancy are not keeping pace with the rest of the population. 

  
 
 
 

                                                        
2 The NHS constitution for England Department of Health 2015 
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In order to ensure these goals are met, all changes to NHS services are subject to 
a rigorous assurance process3.   
 

This assurance process comprises two major aims: 

1. Eliminating discrimination, harassment and victimisation, to advance 
equality of opportunity, and to foster good relations between people who 
share a relevant protected characteristic (as cited under the Equality Act 
2010) and those who do not share it;  

2. Identifying and reducing any inequalities in access to, and outcomes from, 
health care services and ensuring service are provided in an integrated 
way where this might reduce health inequalities4.  

Integrated impact assessments can provide information to inform this assurance 
process.  
 
 

2.2 Approaches to Integrated Impact Assessment 
Integrated Impact Assessment (IIA) is a method of estimating the possible 
implications, intended and unintended, of policies, plans, strategies, projects 
or initiatives.  An IIA examines how any proposal could affect the communities  
served and how these effects may be distributed amongst different groups 
within the community.  The aim of IIA is to make recommendations to 
enhance potential positive outcomes and minimise negative impacts of a 
proposal. 
 
There is no one single definition of, or approach to, IIA. Integrated assessments 
can consider a wide range of topics but will consider them simultaneously where 
previously they would have been considered separately. 
 

2.3  Commissioned Remit 
The remit was to undertake an integrated impact assessment that would 
consider the positive and negative impact that each possible service model could 
have on  

 equality groups 
 population health outcomes,  
 population health inequalities  

 
 

                                                        
3 NHS (2015) Planning, assuring and delivering service change for patients: a 
good practice guide for commissioners on the NHSE assurance process for major 
service changes and reconfigurations.  
4 NHS England (2015) Equality and Health Inequalities legal duties: Guidance for 
NHS Commissioners on Equality and Health Inequalities legal duties  
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If the assessment identified any potentially negative consequences, there was a 
remit to make recommendations regarding how these could be mitigated.  

 
 
The commissioned aims were:  
 
a) To explore the overall health impact (+ve, neutral, or –ve) and the impact on 
health inequalities (+ve, neutral, or –ve) in relation to: 

 Service outcomes; 
 Service activities; 
 The safety of the service; 
 The quality of the service; 
 Sustainability and resilience of the service (including its ability to respond 

to projected demographic changes); 
 Access to the service; 
 Choice for patients, their families and carers; 
 The mental, social and emotional wellbeing of patients, their families and 

carers. 

AND  

b) To explore the equalities impact (+ve, neutral, or –ve) in relation to: 

 Age 
 Disability 
 Gender reassignment 
 Marriage and Civil Partnership  
 Pregnancy and maternity 
 Race 
 Religion or belief 
 Sex 
 Sexual orientation 
 Deprivation or social economic status. 

 

Integrated Impact 
assessment  

Possible positive 
and negative 

impacts identified 
and described 

Mitigating actions 
identified and 

described 

Recommendations 
to Path to 
Excellence 
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3  The Integrated Impact Assessment  (IIA) Methods 

3.1  Overall Approach 
The approach combined three different methodologies and associated NHS 
guidance:  

 Equality Impact Assessment (EqIA)5;    
 Health Inequalities Impact Assessment (HIIA);  
 Health Impact Assessment (HIA) 6 

 

These methods were combined to develop assessment tools which were used in 
combination to generate a single integrated assessment of each proposed service 
model as indicated by Figure 1.  

 
 

 
Figure 1: Overview of the methods used in the Integrated Impact Assessment 

 
 

3.2  Concepts and definitions underpinning the IIA 
The assessment tools were developed with relevance to key concepts and definitions 
definitions summarised in Box 1: Concepts and definitions supporting the Integrated 
Impact Assessment 

.  
 
Health - Health is a complex, multidimensional concept.  The most commonly adopted definition 
is that formulated by the World Health Organisation in 1948 : 

                                                        
5 The NHS Centre for Equality and Human Rights.  A toolkit for carrying out 
Equality Impact Assessment 
 
6 DH (2010) Health Impact Assessment Tools.  Simple tools for recording the 
results of the Health Impact Assessment. 

Integrated 
Health & 

Inequalities 
Impact 

Assessment 
(IIA) 

Equality Impact 
Assessment 

(EqiIA) 

Health 
inequalities 

impact 
assessment 

(HIIA) 

Health Impact 
assessment 

(HIA) 
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“a state of complete physical, mental and social well-being and not merely the absence of disease or 
infirmity.7” 
 
In 1986, in response to modern ideas around molecular, individual and societal influences on 
health, the European Regional Office of the WHO redefined health as  “a resource for everyday life, 
not the objective of living. Health is a positive concept emphasizing social and personal resources, as 
well as physical capacities8”.  
 
Both definitions are frequently criticized as being idealistic or unattainable and alternative 
definitions continue to be debated9. 
 
Health impact -A health impact can be positive or negative. A positive health impact is an effect 
which contributes to good health or to improving health. A negative health impact has the 
opposite effect, causing or contributing to ill health10.  
 
Health Inequalities  - Health inequalities can be defined as differences in health status or in the 
distribution of health determinants between different population groups11. Health inequities are 
avoidable inequalities in health between groups of people. These inequities arise from 
inequalities within and between groups in society. Social and economic conditions and their 
effects on people’s lives determine their risk of illness and the actions taken to prevent them 
becoming ill or treat illness when it occurs12.  
 
Equality - Equality is about ensuring that every individual has an equal opportunity to make the 
most of their lives and talents, and believing that no one should have poorer life chances because 
of where, what or whom they were born, what they believe, or whether they have a disability.  
 
Equality recognises that historically, certain groups of people with particular characteristics e.g. 
race, disability, sex and sexuality, have experienced discrimination.   
 
The Equality Act 2010 brings together for the first time all the legal requirements for the private, 
public and voluntary sectors, making existing equality laws simpler, more effective and easier to 
understand. 
 
To meet the needs of disabled people, the Equality Act 2010 states that reasonable adjustments 
can be made for disabled people, and that it is not unlawful discrimination to treat disabled 
people more favourably than non-disabled people because of their disability13. 
 
 
Equity  - Equity in health can be defined as the absence of systematic disparities in health (or in 
the major social determinants of health) between social groups who have different levels of 
underlying social advantage/disadvantage14. 

                                                        
7  World Health Organization. (2006). Constitution of the World Health 
Organization – Basic Documents, Forty-fifth edition, Supplement, October 2006. 
8 WHO (1986)  First International Conference on Health Promotion, Ottawa,  
9 Huber M.  How should we define health? BMJ 2011;343 
 
10 WHO (accessed February 2017) Health Impact Assessment: glossary of terms 
used  
11 WHO (accessed February 2017) Health Impact Assessment: glossary of terms 
used 
12 WHO(accessed February 2017)  Social determinants of health – key concepts) 
13 Equality and human rights commission 
https://www.equalityhumanrights.com last accessed February 2017 
14 Braveman P, Gruskin S Defining equity in health Journal of Epidemiology & 
Community Health 2003;57:254-258.  

http://www.who.int/governance/eb/who_constitution_en.pdf
http://www.who.int/governance/eb/who_constitution_en.pdf
https://www.equalityhumanrights.com/
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Health impact assessment is usually underpinned by a focus on social justice in which equity 
plays a major role10.  
 
Equitable access has been defined as “care that does not vary in quality because of personal 
characteristics, such as gender, ethnicity, geographical location and socio-economic status”15. 
 
 
Box 1: Concepts and definitions supporting the Integrated Impact Assessment 

 
 

3.3  The Service Models addressed by the IIA. 
The proposed reconfiguration of urgent and emergency paediatric services aims 
to enable cost-effective, sustainable, service quality improvements and 
assurance across South Tyneside and Sunderland.  
 
Two possible solutions which were assessed during the IIA are summarised 
below.  Full details of each, supported by comprehensive business cases, are 
provided in the Path to Excellence suite of documents.  
 

Option 1: provision of 12-hour day-time paediatric ED service at STDH 
with 24/7 paediatric ED at SRH. The service would operate at STDH from 
8am to 10pm (doors closing at 8pm to allow children to be treated and 
discharged) The service would continue with full medical support.  

 
Option 2:  Development of nurse-led paediatric minor injury/illness 
service between 8am-10pm at STDH with 24/7 acute paediatric services 
at SRH. 

 
Under both options outpatient and community based paediatric services would 
continue to be provided within South Tyneside and Sunderland.  
 

3.4   Key Interdependencies 
Both possible options entail the relocation of the Special Care Baby Unit (SCBU) 
at STDH to SRH.  This has specific implications for maternity services and 
perinatal care.   The impact of this closure was fully considered within the 
integrated impact assessment of proposed changes to obstetric services.   
Further details of this assessment are available in the Path to Excellence suite of 
documents.  
 
As part of the Path to Excellence planning process, more detailed consideration 
and modelling is underway regarding implications for travel, transport and 

                                                                                                                                                               
 
15 Millman M, ed.Access to health care in America. Washington, DC: National 
Academy Press, 1993. 
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ambulance services.    These assessments will provide vital information but were 
not available to inform this IIA .  
 

3.5 The local context  
South Tyneside and Sunderland are both recognised to face significant health 
challenges relating to socioeconomic deprivation, health inequalities, long term 
unemployment and poor health outcomes16, 17,18,19.   
 
South Tyneside has slightly worse deprivation scores than Sunderland, with a 
higher proportion of the population living in the most deprived neighbourhoods 
in England.  Long term unemployment rates are also higher in South Tyneside 
than Sunderland.  
 
The life expectancy gap for females in South Tyneside is slightly higher than 
Sunderland (8 years compared with 7.6 years).  The life expectancy gap for males 
is higher than that for women in both areas and is higher in Sunderland  (9.9 
years) than in South Tyneside (8.6 years).  
 
The population of Sunderland is almost twice that of South Tyneside.  Both areas 
have a similar proportion of children (20%)20 with almost one quarter of them 
living in low income families and very small numbers with mothers born in the 
Middle East and Asia21.    
 

 
 South Tyneside Sunderland 

Number and percentage 
of children living in low 
income families 
 

6,565 (26%) 11,525 (24%) 

Number and Percentage 
of babies born to mothers 
born in Middle East and 
Asia (%) 

 
61 (4%) 

 
94 (3%) 

Box 2: Selected demographic details of deprivation and BME communities in the local 
population 

 
Comparative statistics indicate that both localities experience high rates of rates 
health care utilisation which, for acute paediatric problems, are higher than the 
national average20.  Children’s A&E attendance rates are significantly greater 
than their admission rates as indicated in Box 3 
 

                                                        
16 Sunderland Council:  Annual report of the Director of Public Health 2015 
17 South Tyneside Council : Annual report of the Director of Public Health 2015 
18 South Tyneside Council : Joint Strategic Needs Assessment 2013-2014 
19 Sunderland Council: JSNA suite of documents 
20 Source ONS  - see Appendix 3 for more details 
21 Source PHE - see Appendix 3 for more details 
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 South Tyneside Sunderland 

Number of A&E 
attendances 0-19 year 
old 2014/15 
 

18,466 45,442 

Number of emergency 
hospital admissions 
2014/15 

2,720 5,353 

Box 3: Healthcare utilisation data 

 

3.6   Assessment tools  

3.6.1 Equality Impact Assessment 
The EqIA was conducted with reference to the following groups: 

 Sex /Gender 
 Sexual orientation 
 Gender reassignment 
 Race 
 Marriage / civil partnership 
 Pregnancy and maternity 
 Religion or belief 
 Disability 
 Emotional wellbeing 
 Socio-economic deprivation 
 Age 

 

3.6.2 Health and Inequalities Impact Assessments  
These assessments examined health and health inequalities impacts relating to 
four domains of health and wellbeing:  

 Health care outcomes 
 Access to high quality Health Care; 
 Environmental determinants of health;  
 Economic determinants of health.   

 
Specific health attributes were identified for each of these domains. To meet the 
contract brief, there was a greater emphasis on health and wellbeing outcomes 
and access to health care.    
 
Five, service specific, health & wellbeing attributes were developed with 
reference to expert consensus regarding acute paediatric service outcomes 22.   
These attributes were: 

                                                        
22  RCPCH (accessed from website February 2017) Service Level Quality 
Improvement Measures (SLQMAPS) 
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1. Timely and effective management of acute illness – to achieve resolution 
and avoid unnecessary suffering or worsening of the condition 

2. Emotional wellbeing including pain management, anxiety and distress 
3. Health promotion to address biological risks and lifestyle risks to future 

health eg obesity, contraception,  
4. Safeguarding children from harm 
5. Avoidable health care eg length of stay, readmissions,  

 
The attributes adopted for each of the four domains are listed below:  
 

Acute 
paediatric 
service 
outcomes 

Access to high 
quality health 
care 
 

Environment Economy 
 

1. Timely and 
effective 
management 
of acute illness  

2. Emotional 
wellbeing  

3. Health 
promotion  

4. Safeguarding  
5. Avoidable 

health care, 
6. (health 

inequalities)*  
 

1. Effective 
health care 

2. Safe health 
care  

3. Cost - Efficient 
health care 

4. Sustainable 
health care 
relevant to 
population 
need 

5. Acceptable 
health care 
(patient 
experience) 

6. *(Equitable 
health care) 

 

1. Transport 
2. Natural and 

built 
environment 

3. Pollution 
4. Housing 

 

1. Education, 
skills, learning 

2. Employment 
3. Business 

development 
and 
investment 

4. Financial 
inclusion  

 

Box 4: Health & Wellbeing Attributes in each of the four domains 

 * Impacts on equity, equitable access and health inequalities are embedded throughout the assessment rather than 

being assessed individually. 
 

3.6.3  The population for assessment 
This assessment explored the impacts on the current and future population 
resident or working in South Tyneside and Sunderland Local Authority areas 
with respect to changes to acute paediatric services in those localities.    
 
Within these populations, specific attention was given to those groups most 
affected by the proposed reconfiguration: 

 Children with acute paediatric illness living in South Tyneside and 
Sunderland 

 Parents, carers, relatives and friends of the children with acute paediatric 
illness living in South Tyneside and Sunderland 

 Staff currently working in acute paediatric services across South Tyneside 
and Sunderland 

 The communities resident in South Tyneside and Sunderland. 
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3.6.4 Evidence and indicator reviews 
Each assessment was preceded by a review of the evidence and indicators 
relating to relevant equality, inequality and care quality issues both nationally 
and locally.  The reviews highlight relevant priorities and concerns and details of 
the communities affected by the reconfiguration.  Full details of the evidence 
sources and a summary of the findings, are provided in Appendix 3.  
 
The findings of these reviews were used during the assessment to 

 develop appropriate health attributes relating to the services being 
reconfigured  

 identify possible impacts on the equality, health and inequalities of the 
communities affected by the service reconfiguration 

 make judgements of impact severity and scale and assign appropriate 
scores  

The main data sources were Office of National Statistics (ONS) Neighbourhood 
Statistics for Local Authority Areas and Public Health England (PHE) profiles.   
Evidence was generated by published medical research, professional audits, 
international reviews, and best practice guidelines.  
 
This assessment process was underpinned by two, well documented, strands of 
evidence (see review in Appendix 3)  

 vulnerable groups are more likely to need and use acute paediatric services 
and can therefore significantly benefit from improvements in the quality of 
services provided.  

 high quality children’s services can help to improve health outcomes and 
reduce health inequalities by giving children ‘a better start in life’ and 
‘enabling all children, young people and adults to maximize their capabilities 
and have control over their lives23. 

 

3.6.5  Impact scores  

The scoring systems reflected those recommended in the NHS 
toolkits, and were a product of the level of available evidence 
of the scale of the impact in terms of severity and numbers 
are available in 

                                                        
23 The Marmot Review.  Fair Society, healthy lives.  Strategic review of Health 
Inequalities in England post 2010 
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Detailed results of the Equality Impact Assessment of both Options for Acute Paediatrics 
Table 1: Equality Impact Assessment for the Proposed Acute (Urgent and Emergency) Paediatric Service Reconfiguration (for further details regarding 
sources and statistics, please refer to the evidence base summarised in Appendix 3) 

KEY 

A score  = level of evidence B score  = scale of impact  C score  = AXB = Impact score  Total impact score  = sum of C scores 

ED = emergency department   CSSAU= children’s short stay assessment unit  SCBU = Special Care Baby Unit 

 
 Option 1:  

Provision of 12-hour day-time paediatric ED service at STDH with 24/7 paediatric ED 
at SRH.  

Option 2 

Development of nurse-led paediatric minor injury/illness service between 8am-10pm at 
STDH with 24/7 acute paediatric services at SRH.  

Protected 
characteristic 

Potentially Positive 
Impacts 

Potentially Negative 
Impacts 

Potentially Positive 
Impacts 

Potentially Negative 
Impacts 

Sex / Gender  

 

 The business plan demonstrates that 
this solution will achieve more 
sustainable, high quality cost effective 
care which will benefit all regardless of 
gender.  High quality children’s 
services play a vital role in population 
health and health inequalities  

No evidence that any children will suffer any 
negative impacts due to gender  

Evidence that women take a 
disproportionate share of caring roles as 
well as breastfeeding newborns suggests 
that they might be more inconvenienced by 
the changes than their male counterparts.  

Staff changes might disadvantage more 
women due to losses of nurses and the 
relative prevalence of females in these roles  
– net numbers are in single figures 

 

The business plan demonstrates that this 
solution will achieve more sustainable, 
high quality cost effective care which will 
benefit all regardless of gender.  High 
quality children’s services play a vital role 
in population health and health 
inequalities  



No evidence that any children will suffer any 
negative impacts due to gender  

Evidence that women take a 
disproportionate share of caring roles 
aswell as breastfeeding newborns suggests 
that they might be more inconvenienced by 
the changes than their male counterparts.  

Staff changes might disadvantage more 
women due to losses of nurses and the 
relative prevalence of females in these roles  
– net numbers are in single figures 

 

Impact Scores  A=3 B=3 C= 9 A=3 B=-1 C=-3 A=3 B=3 C= 9 A=3 B=-1 C=-3 

Sexual 
orientation 

The business plan demonstrates that 
this solution will achieve more 
sustainable, high quality cost effective 
care which will benefit all regardless of 

There is no indication that this option will 
have a disproportionate impact on groups in 
relation to sexual orientation  

The business plan demonstrates that this 
solution will achieve more sustainable, 
high quality cost effective care which will 
benefit all regardless of sexual 

There is no indication that this option will 
have a disproportionate impact on groups in 
relation to sexual orientation  
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 Option 1:  

Provision of 12-hour day-time paediatric ED service at STDH with 24/7 paediatric ED 
at SRH.  

Option 2 

Development of nurse-led paediatric minor injury/illness service between 8am-10pm at 
STDH with 24/7 acute paediatric services at SRH.  

Protected 
characteristic 

Potentially Positive 
Impacts 

Potentially Negative 
Impacts 

Potentially Positive 
Impacts 

Potentially Negative 
Impacts 

sexual orientation.  High quality 
children’s services play a vital role in 
population health and health 
inequalities  

 

 orientation.  High quality children’s 
services play a vital role in population 
health and health inequalities  

 

 

Impact scores  A=3 B=3 C=9 A=1 B=0 C=0 A=3 B=3 C=9 A=1 B=0 C=0 

Gender 
reassignment 

The business plan demonstrates that 
this solution will achieve more 
sustainable, high quality cost effective 
care which will benefit all regardless of 
gender assignment.  High quality 
children’s services play a vital role in 
population health and health 
inequalities  

 

There is no indication that this group will be 
disproportionately negatively affected by 
the proposed changes 

The business plan demonstrates that this 
solution will achieve more sustainable, 
high quality cost effective care which will 
benefit all regardless of gender 
assignment.  High quality children’s 
services play a vital role in population 
health and health inequalities  

 

There is no indication that this group will be 
disproportionately negatively affected by 
the proposed changes 

Impact scores A=3 B=3 C=9 A=1 B=0 C=0 A=3 B=3 C=9 A=1 B=0 C=0 

Race  

  

 

Evidence shows that BME groups 
generally have worse health than the 
overall population  - the business plan 
demonstrates that this solution will 
achieve more sustainable, high quality 
cost effective care better able to meet 
their needs and so they may 
experience a disproportionately 
positive benefit 

 

 Evidence shows that BME groups suffer 
worse health, are more likely to have 
perinatal problems, and experience many 
barriers to accessing health care.  These 
changes could disproportionately affect 
them by creating further barriers to access – 
relating to their ability to understand and 
adapt to the changes.  This solution entails 
the minimal changes for BME groups in 
South Tyneside compared with option 2.  

Evidence shows that BME groups 
generally have worse health than the 
overall population  - the business plan 
demonstrates that this solution will 
achieve more sustainable, high quality 
cost effective care better able to meet 
their needs and so they may experience a 
disproportionately positive benefit 



Evidence shows that BME groups suffer 
worse health, are more likely to have 
perinatal problems, and experience many 
barriers to accessing health care.  These 
changes could disproportionately affect 
them by creating further barriers to access – 
relating to their ability to understand and 
adapt to the changes.  This solution entails 
greater changes for BME groups in South 
Tyneside compared with option 1 
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 Option 1:  

Provision of 12-hour day-time paediatric ED service at STDH with 24/7 paediatric ED 
at SRH.  

Option 2 

Development of nurse-led paediatric minor injury/illness service between 8am-10pm at 
STDH with 24/7 acute paediatric services at SRH.  

Protected 
characteristic 

Potentially Positive 
Impacts 

Potentially Negative 
Impacts 

Potentially Positive 
Impacts 

Potentially Negative 
Impacts 

   

impact scores A=3 B=3 C=9 A=3 B=-1 C=-3 A=3 B=3 C=9 A=3 B=-2 C=-6 

Marriage and 
civil 
partnership  

The business plan demonstrates that 
this solution will achieve more 
sustainable, high quality cost effective 
care which will benefit all regardless of 
marital status.  High quality children’s 
services play a vital role in population 
health and health inequalities  

 

There is no indication that this group will be 
disproportionately negatively affected by 
the proposed changes 

The business plan demonstrates that this 
solution will achieve more sustainable, 
high quality cost effective care which will 
benefit all regardless of marital status.  
High quality children’s services play a 
vital role in population health and health 
inequalities  

.   

 

There is no indication that this group will be 
disproportionately negatively affected by 
the proposed changes 

Impact scores A=3 B=3 C=9 A=1 B=0 C=0 A=3 B=3 C=9 A=1 B=0 C=0 

Pregnancy 
and 
maternity  

 

 The impact on this group arising from 
the shift of SCBU from South Tyneside 
has been explored in detail in  the 
Obstetric service EqIA 

  

This group are more likely to have 
children with acute paediatric illness 
and will therefore benefit significantly 
from the quality improvements 
associated with this option as 
described in the business case  

 

The impact on this group arising from the 
shift of SCBU from South Tyneside has been 
explored in detail in the Obstetrics service 
EqIA 

This group is less likely to be working and 
will suffer from the increased costs of travel 

This group, as users, may be more likely to 
have other children needing childcare or 
having to accompany them to seek help for a 
sibling. The requirement to travel from 
South Tyneside to Sunderland during the 
night could be inconvenient.  

 

The impact on this group arising from the 
shift of SCBU from S Tyneside has been 
explored in detail in  the Obstetric service 
EqIA 

 

This group are more likely to have 
children with acute paediatric illness and 
will therefore benefit significantly from 
the quality improvements associated with 
this option as described in the business 
case  

 

The impact on this group arising from the 
shift of SCBU from South Tyneside has been 
explored in detail in the Obstetric service 
EqIA 

This group, as users, may be more likely to 
have other children needing childcare or 
having to accompany them to seek help for a 
sibling. The requirement to travel from 
South Tyneside to Sunderland during the 
day and night could be inconvenient and 
challenging.  

 

Pregnancy and 
maternity 

A=3 B=3 C= 9 A=2 B=-1 C= -2 A=3 B=3 C= 9 A=2 B=-2 C= -4 
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 Option 1:  

Provision of 12-hour day-time paediatric ED service at STDH with 24/7 paediatric ED 
at SRH.  

Option 2 

Development of nurse-led paediatric minor injury/illness service between 8am-10pm at 
STDH with 24/7 acute paediatric services at SRH.  

Protected 
characteristic 

Potentially Positive 
Impacts 

Potentially Negative 
Impacts 

Potentially Positive 
Impacts 

Potentially Negative 
Impacts 

equality impact 
scores 

Religion or 
belief 

 

The business plan demonstrates that 
this solution will achieve more 
sustainable, high quality cost effective 
care which will benefit all regardless of 
religion or belief.  High quality 
children’s services play a vital role in 
population health and health 
inequalities  

 

There is no indication that this group will be 
disproportionately negatively affected by 
the proposed changes 

The business plan demonstrates that this 
solution will achieve more sustainable, 
high quality cost effective care which will 
benefit all regardless of religion or belief  
High quality children’s services play a 
vital role in population health and health 
inequalities  

 

There is no indication that this group will be 
disproportionately negatively affected by 
the proposed changes 

Impact scores A=3 B=3 C=9 A=1 B=0 C=0 A=3 B=3 C=9 A=1 B=0 C=0 

Disability 

 

Children with disabilities may be more 
in need of acute paediatric services. 
The business plan demonstrates that 
this solution will achieve more 
sustainable, high quality cost effective 
care which will benefit all.  High quality 
children’s services play a vital role in 
population health and health 
inequalities  

 

Disability (affecting parents or carers or 
children) is associated with increased risk of 
financial difficulties, communication, 
problems, transport and travel difficulties, 
and complex medical problems.  

This group may experience increased  
challenges due to: 

 the increased costs (personal, social, 
economic)  of travel from South 
Tyneside to Sunderland especially 
during the night. 

 difficulties around understanding and 
adapting to the new changes in service 
provision 

Children with disabilities may be more in 
need of acute paediatric services. The 
business plan demonstrates that this 
solution will achieve more sustainable, 
high quality cost effective care which will 
benefit all.  High quality children’s 
services play a vital role in population 
health and health inequalities  

 

Disability (affecting parents or carers or 
children) is associated with increased risk of 
financial difficulties, communication, 
problems, transport and travel difficulties, 
and complex medical problems.  

This group may increase increased 
challenges due to:    

 the increased costs (personal, social, 
economic) of travel from South 
Tyneside to Sunderland day and night 

 difficulties around understanding and 
adapting to the new changes in service 
provision 

Impact scores A=3 B=3 C=9 A=3 B=-1 C=-3 A=3 B=3 C=9 A=3 B=-2 C=-6 

Socio - Socio=economic deprivation is proven 
to affect children’s health and 

There is strong evidence that lower 
economic status is associated with greater 

Socio=economic deprivation is proven to 
affect children’s health and healthcare 

There is strong evidence that lower 
economic status is associated with greater 
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 Option 1:  

Provision of 12-hour day-time paediatric ED service at STDH with 24/7 paediatric ED 
at SRH.  

Option 2 

Development of nurse-led paediatric minor injury/illness service between 8am-10pm at 
STDH with 24/7 acute paediatric services at SRH.  

Protected 
characteristic 

Potentially Positive 
Impacts 

Potentially Negative 
Impacts 

Potentially Positive 
Impacts 

Potentially Negative 
Impacts 

Economic 
deprivation 

 

healthcare outcomes.  This group may 
have greater needs for access to acute 
paediatric services.   The business plan 
demonstrates that this solution will 
achieve more sustainable, high quality 
cost effective care which will benefit 
all.  High quality children’s services 
play a vital role in population health 
and health inequalities  

 

difficulty in accessing information about 
care options, funding for travel and child 
care costs, and involvement with other 
services 

This group may experience increased  
challenges due to: 

 the increased costs (personal, social, 
economic) of travel from South 
Tyneside to Sunderland especially 
during the night. 

 difficulties around understanding and 
adapting to the new changes in service 
provision 

 fragmentation of care across 
boundaries 

outcomes.  This group may have greater 
needs for access to acute paediatric 
services.   The business plan demonstrates 
that this solution will achieve more 
sustainable, high quality cost effective 
care which will benefit all.  High quality 
children’s services play a vital role in 
population health and health inequalities  

 

difficulty in accessing information about 
care options, funding for travel and child 
care costs, and involvement with other 
services 

This group may experience increased  
challenges due to: 

 the increased costs (personal, social, 
economic) of travel from South 
Tyneside to Sunderland day and night. 

 difficulties around understanding and 
adapting to the new changes in service 
provision 

 fragmentation of care across 
boundaries 

Impact scores  

A=3 B=3 C=9 

 

A=3 B=-1 C=-3 

 

A=3 B=3 C=9 

 

A=3 B=-2 C=-6 

Age  

 

Acute paediatric service changes 
disproportionately affect younger age 
groups.  

The business plan demonstrates that 
this solution will achieve more 
sustainable, high quality cost effective 
care which will benefit all.  High quality 
children’s services play a vital role in 
population health and health 
inequalities 

Acute paediatric service changes 
disproportionately affect younger age 
groups.    

Evidence based best practice in provision of  
care for teenage children advocates 
convenience in terms of time, place, 
transport, location.  These changes do not 
meet those requirements by night.  

This group might also find increased 
difficulties relating to  

 understanding and adapting to the 
new changes in service provision 

Acute paediatric service changes 
disproportionately affect younger age 
groups.  

The business plan demonstrates that this 
solution will achieve more sustainable, 
high quality cost effective care which will 
benefit all.  High quality children’s 
services play a vital role in population 
health and health inequalities 

Acute paediatric service changes 
disproportionately affect younger age 
groups.    

Evidence based best practice in provision of  
care for teenage children advocates 
convenience in terms of time, place, 
transport, location.  These changes do not 
meet those requirements by day or night.  

This group might also find increased 
difficulties relating to  

 understanding and adapting to the 
new changes in service provision 
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 Option 1:  

Provision of 12-hour day-time paediatric ED service at STDH with 24/7 paediatric ED 
at SRH.  

Option 2 

Development of nurse-led paediatric minor injury/illness service between 8am-10pm at 
STDH with 24/7 acute paediatric services at SRH.  

Protected 
characteristic 

Potentially Positive 
Impacts 

Potentially Negative 
Impacts 

Potentially Positive 
Impacts 

Potentially Negative 
Impacts 

 the increased costs (personal, social, 
economic) of travel from South 
Tyneside to Sunderland especially 
during the night. 

 the increased costs (personal, social, 
economic) of travel from South 
Tyneside to Sunderland day and night. 

 

Age equality 
impact scores 

 

A=3 B=3 C=9 

 

A=3 B=-1 C=-3 

 

A=3 B=3 C=9 

 

A=3 B=-2 C=-6 
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Table 2: Equality impact scores for vulnerable groups 

Key to categories and colour codes  Total Impact (C) Score Positive Negative  

Major impact +/-     7 - 9   
 

 Moderate impact +/-     4 - 6   

Minor impact +/-     0 – 3   

 

Equality group Option 1:  

Rationalising acute paediatric services in Sunderland overnight, with 
continued provision of services in both localities by day  

Option 2 

Option 2 entails rationalising acute paediatric services in Sunderland day and night 
with the provision of nurse led minor injury and minor illness services in South 
Tyneside by day.    

Positive impact score Negative impact score Total Impact  score Positive impact score Negative impact score Total Impact  score 

Sex/ gender 9 -3 6 9 -3 6 

Sexual orientation 9 0 9 9 0 9 

Gender reassignment 9 0 9 9 0 9 

Race 9 -3 6 9 -6 3 

Marriage and civil partnership 9 0 9 9 0 9 

Pregnancy  / maternity 9 -2 7 9 -4 5 

Religion or belief 9 0 9 9 0 9 

Disability 9 -3 6 9 -6 3 

Socioeconomic deprivation 9 -3 6 9 -6 3 

Age 9 -3 6 9 -6 3 
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Detailed results of the Health and Health Inequalities Impact Assessment of both options 

 
Table 3: Details of the health and health inequalities assessment of both options (for further details regarding sources and statistics, please refer to the 
evidence base summarised in Appendix 3) 

A score  = level of evidence B score  = scale of impact  C score  = AXB 

 

 
Option 1:  

Provision of 12-hour day-time paediatric ED service at STDH with 24/7 paediatric 
ED at SRH.  

 

Health and Health Inequalities Impacts and Scores 

Option 2 

Development of nurse-led paediatric minor injury/illness service between 8am-10pm 
at STDH with 24/7 acute paediatric services at SRH  

 

Health and Health Inequalities Impacts and Scores 

 Positive 

 

Negative Positive Negative 

 

Health outcomes of acute paediatric services 

Disease management 

HEALTH IMPACT 

 

 The changes enable more children to 
benefit from high quality safe health 
care organised around their needs, 24 
hours per day, 7 days per week.  

This option will require some children 
in need in South Tyneside, during the 
night, to travel to Sunderland.    
 
A number of factors – albeit only 
overnight  - could lead to children 
suffering delays in assessment and 
treatment and subsequent 
deterioration.   These factors include: 
 
 Greater demands on services in 

Sunderland with an impact on 
triage efficiency 

 
 Increased travel times and 

The changes enable more children to benefit 
from high quality safe health care organised 
around their needs, 24 hours per day, 7 days 
per week.

This option will require some children 
in need in South Tyneside to travel to 
Sunderland day and night.  All of the 
negative impacts identified for Option 
1     are magnified because of the 
greater number of children affected .  
 
Another magnifier is the potential for 
delays by day arising from the 
additional step of triage and 
assessment in the nurse led unit when 
a transfer to Sunderland is required.  
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Option 1:  

Provision of 12-hour day-time paediatric ED service at STDH with 24/7 paediatric 
ED at SRH.  

 

Health and Health Inequalities Impacts and Scores 

Option 2 

Development of nurse-led paediatric minor injury/illness service between 8am-10pm 
at STDH with 24/7 acute paediatric services at SRH  

 

Health and Health Inequalities Impacts and Scores 

 Positive 

 

Negative Positive Negative 

 

ambulance transfers  
 
 Delays in the pathway due to 

children presenting to South 
Tyneside due to poor 
understanding of the new 
service 

 

Disease management 

HEALTH INEQUALITIES  
IMPACT 

 

Consistent access to high quality 
children’s services is key to reducing 
health inequalities  

As vulnerable children are more likely 
to need acute paediatric services and 
more likely to be disadvantaged by 
the changes this option could have a 
negative impact on inequalities within 
and across South Tyneside 

Consistent access to high quality children’s 
services is key to reducing health 
inequalities 

All of the negative impacts identified 
for Option 1  are higher in this option 
due to the greater numbers of 
children affected. As vulnerable 
children are more likely to need acute 
paediatric services and more likely to 
be disadvantaged by the changes this 
option could have a negative impact 
on inequalities within and across 
South Tyneside 

Disease management 

 HEALTH Impact Score 

A=3 B=3 C=9 A=2 B=-1 C=-2 A=3 B=3 C=9 A=2 B=-2 C=-4 

Disease management 

HEALTH INEQUALITIES  
Impact Score 

A=3 B=3 C=9 A=3 B=-1 C=-3 A=3 B=3 C=9 A=3 B= -2 C=-6 

Emotional wellbeing 
HEALTH IMPACT 

 

An acutely ill child is often distressed.  
Caring for such a child is also 
distressing for parents and carers  - 
timely expert assessment and advice 
can reduce the child’s suffering and 
reduce parental anxiety.  

Delays in access to care; transfers of 
care; confusion over pathways; travel 
to visit, care away from home; 
challenges around continuity with 
wider children’s services (e.g. social 
workers) can all have a detrimental 

An acutely ill child is often distressed.  
Caring for such a child is also distressing for 
parents and carers  - timely expert 
assessment and advice can reduce the 
child’s suffering and reduce parental 
anxiety.  

Delays in access to care; transfers of 
care; confusion over pathways; travel 
to visit, care away from home; 
challenges around continuity with 
wider children’s services (e.g. social 
workers) can all have a detrimental 
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Option 1:  

Provision of 12-hour day-time paediatric ED service at STDH with 24/7 paediatric 
ED at SRH.  

 

Health and Health Inequalities Impacts and Scores 

Option 2 

Development of nurse-led paediatric minor injury/illness service between 8am-10pm 
at STDH with 24/7 acute paediatric services at SRH  

 

Health and Health Inequalities Impacts and Scores 

 Positive 

 

Negative Positive Negative 

 

 
The changes will enable more children 
to benefit from high quality safe health 
care organised around their needs, 24 
hours per day, 7 days per week 
 
 

effect on the emotional wellbeing of 
children, their parents, carers, friends 
and families.    
 
This option introduces these factors 
for the small number of children in 
South Tyneside needing acute 
paediatric services overnight   

 
The changes will enable more children to 
benefit from high quality safe health care 
organised around their needs, 24 hours per 
day, 7 days per week 
 

effect on the emotional wellbeing of 
children, their parents, carers, friends 
and families.    
 
This option introduces these factors 
for more children in South Tyneside 
needing acute paediatric services day 
and night  

Emotional Wellbeing 

HEALTH INEQUALITIES  
IMPACT 

 

Consistent access to high quality 
children’s services is key to reducing 
health inequalities and could minimise 
unnecessary emotional suffering for 
carers/parents and children arising 
from avoidable mortality and morbidity.  

Vulnerable groups are at higher risk 
of needing acute paediatric services 
overnight and of suffering the 
negative impacts on emotional well 
being which are described above.    
However, health inequalities arise 
from more enduring and significant 
health impacts and so,  although these 
groups may experience greater 
suffering, the impact on health 
inequalities is likely to be small.  

Consistent access to high quality children’s 
services is key to reducing health 
inequalities and could minimise 
unnecessary emotional suffering for 
carers/parents and children 

Vulnerable groups are at higher risk 
of needing acute paediatric services 
overnight and of suffering the 
negative impacts on emotional well 
being which are described above.  
 
Again, this option magnifies the 
negative impacts noted in Option 1.  
   
But, since health inequalities arise 
from more enduring and significant 
health impacts the impact on health 
inequalities is likely to be small. 

Emotional wellbeing 
HEALTH impact score  

A=3 B=3 C=9 A=3 B=-1 C=-3 A=3 B=3 C=9 A=3 B=-2   C=-6 

Emotional wellbeing 
HEALTH  INEQUALITIES 
impact score 

 A=3 B=-1 C=-3  A=3 B=-1 C=-3 

Prevention 

 HEALTH IMPACTS 

Any presentation in the unscheduled 
care system should be seen as an 
opportunity for health promotion and 

Challenges to effective prevention can 
arise when care is fragmented, and 
when adequate information about 

The same benefits identified for Option 1 
can be achieved by Option 2.  

The challenges identified for Option 1 
are magnified for this option due to 
the greater numbers of children 
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Option 1:  

Provision of 12-hour day-time paediatric ED service at STDH with 24/7 paediatric 
ED at SRH.  

 

Health and Health Inequalities Impacts and Scores 

Option 2 

Development of nurse-led paediatric minor injury/illness service between 8am-10pm 
at STDH with 24/7 acute paediatric services at SRH  

 

Health and Health Inequalities Impacts and Scores 

 Positive 

 

Negative Positive Negative 

 

 
education on childhood illness and 
safety practices.  Rationalised, high 
quality acute paediatric services which 
are cost-effective have the potential to 
provide consistent advice and develop 
strong links with related services and 
stakeholders leading to enduring 
positive health benefits for children and 
their families and carers.  

children is not available.    
 
This option entails some risks to 
continuity and information sharing  
across boundaries as more children 
from South Tyneside will be crossing 
CCG and local authority boundaries 
over night.  Overall, the numbers and 
impact is likely to be small.   
 
 

affected and the extent of the 
reduction in services available in 
South Tyneside.  
 
 
 

Prevention 

 HEALTH INEQUALITIES 
impacts 

Effective system wide health promotion 
and prevention is essential to reducing 
children’s health inequalities and the 
reconfiguration provides an 
opportunity to implement enduring and 
far reaching changes to transform child 
health across south Tyneside and 
Sunderland.  

The small impacts described above 
will be of more relevance to 
vulnerable groups with a negative 
impact on health inequalities but, the 
numbers are likely to be small. 

The same benefits identified for Option 1 
can be achieved by Option 2. 

The negative impacts described above 
are more significant for vulnerable 
groups and could have an adverse 
impact on health inequalities.  

Prevention 

HEALTH impact score 

 

A=3 B=3 C=9 A=3 B=-1 C=-3 A=3 B=3 C=9 A=3 B=-2 C=-6 

Prevention HEALTH 
INEQUALITIES  impact 
score 

 

 A=3 B=-1 C=-3  A=3 B=-2 C=-6 
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Option 1:  

Provision of 12-hour day-time paediatric ED service at STDH with 24/7 paediatric 
ED at SRH.  

 

Health and Health Inequalities Impacts and Scores 

Option 2 

Development of nurse-led paediatric minor injury/illness service between 8am-10pm 
at STDH with 24/7 acute paediatric services at SRH  

 

Health and Health Inequalities Impacts and Scores 

 Positive 

 

Negative Positive Negative 

 

Safeguarding– HEALTH 
IMPACT 

Safeguarding is of paramount 
importance to child health.  The changes 
provide an opportunity to ensure access 
to specialist assessment and treatment 
24/7.   
 

Effective safeguarding relies on good 
information, communication, and 
cross working at a system level.    This 
option requires children in South 
Tyneside presenting in need 
overnight to cross LA and CCG 
boundaries and this may have a small 
negative impact on safeguarding 
effectiveness and subsequent health  

Safeguarding is of paramount importance to 
child health.  The changes provide an 
opportunity to ensure access to specialist 
assessment and treatment 24/7.   
 

The challenges to effective 
safeguarding are considerably greater 
for this option because more children 
and families from South Tyneside will 
be affected  

Safeguarding – HEALTH 
INEQUALITIES IMPACT 

Effective safeguarding can have a 
positive impact on health inequalities.  

The challenges to safeguarding are 
especially pertinent to vulnerable 
groups and health inequalities they 
suffer  

The same benefits are available in this 
option 

The challenges are especially relevant 
to vulnerable groups and the impact 
could have a larger effect on health 
inequalities.  

Safeguarding HEALTH 
impact score 

A= 3 B=3 C=9 A=2  B=-1 C=-2 A= 3 B=3 C=9 A=3 B=-2 C=-6 

Safeguarding HEALTH 
INEQUALITIES IMPACT 
score  

A=2 B=2 C=4 A=2 B=-1 C=-2 A=2 B=2 C=4 A=2 B=-2 C=-4 

Avoidable healthcare 

HEALTH IMPACT 

Effective and timely management, 
communication, information, safety 
netting and discharge advice can 
promote self care, reduce lengths of stay 
and avoid readmissions or returns to 
A&E .  
 
The changes offer an opportunity to 
improve care quality and rationalise 
and improve communication with 
families and carers to promote self care 

This option introduced some barriers 
to access for users from south 
Tyneside.  Such barriers to expert 
assessment could lead to children 
being transferred to Sunderland 
unnecessarily but the numbers are 
likely to be small.   This should be 
balanced against the much greater 
gains achieved by improved quality of 
care.  

This option can achieve the same potential 
positive health impacts as Option1.  

Evidence indicates that outcomes for 
patients seen by paediatric nurse 
practitioners compared to those seen 
by doctors are similar with no 
significant differences in discharge or 
re-attendance rates.   

Therefore, any negative impacts 
relating to this item will be similar to 
Option1  
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Option 1:  

Provision of 12-hour day-time paediatric ED service at STDH with 24/7 paediatric 
ED at SRH.  

 

Health and Health Inequalities Impacts and Scores 

Option 2 

Development of nurse-led paediatric minor injury/illness service between 8am-10pm 
at STDH with 24/7 acute paediatric services at SRH  

 

Health and Health Inequalities Impacts and Scores 

 Positive 

 

Negative Positive Negative 

 

and avoid complications or problems 
leading to further contact.  
 

Avoidable healthcare 
HEALTH INEQUALITIES 
IMPACT 

Improved care quality, user experience 
and communication could reduce the 
impact of avoidable care for vulnerable 
groups although this will have a limited 
impact on health inequalities.   

Although vulnerable groups may be 
affected in greater numbers, the 
impact on health inequalities remains 
small. 

This option has similar impacts on health 
inequalities as Option 1.  

Any negative impacts relating to this 
item will be similar to Option1  

 

Avoidable healthcare 
HEALTH impact score 

A= 3 B=3 C=9 A=2  B=-1  C=-2 A= 3 B=3 C=9 A=2  B=-1  C=-2 

Avoidable healthcare 
HEALTH  INEQUALITIES 
impact score 

A=2 B=1 C=2 A=2  B=-1 C=-1 A=2 B=1 C=2 A=2  B=-1 C=-1 

Health outcomes of Access to high quality health care 

Effective health care – 
HEALTH CARE IMPACT 
 

These changes have been developed to 
enable more children to benefit from 
high quality effective health care 
organised around their needs, 24 hours 
per day, 7 days per week. 
The changes are consistent with 
national expert guidance.  
 

Timeliness is key to effectiveness.  
These changes might generate some 
small delays for the small numbers of 
children presenting to South Tyneside 
overnight and requiring inter-hospital 
transfers.   

These changes have been developed to 
enable more children to benefit from high 
quality effective health care organised 
around their needs, 24 hours per day, 7 days 
per week. 
The changes are consistent with national 
expert guidance  

The timeliness of care may be affected 
more in this option whereby higher 
numbers of self presenting ‘sick 
children’ will require inter hospital 
transfer 

Effective health care – 
HEALTH CARE 
INEQUALITIES IMPACT 
 

High quality children’s services can 
have a major impact on health 
inequalities  

The numbers are small but vulnerable 
groups may be disproportionately 
affected resulting in a small negative 
impact on health inequalities.  

High quality children’s services can have a 
major impact on health inequalities 

The numbers are small but vulnerable 
groups may be disproportionately 
affected resulting in a small negative 
impact on health inequalities. 

Effective health care –  A=3 B=-1 C=-3  A=3 B=-2 C=-6 
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Option 1:  

Provision of 12-hour day-time paediatric ED service at STDH with 24/7 paediatric 
ED at SRH.  

 

Health and Health Inequalities Impacts and Scores 

Option 2 

Development of nurse-led paediatric minor injury/illness service between 8am-10pm 
at STDH with 24/7 acute paediatric services at SRH  

 

Health and Health Inequalities Impacts and Scores 

 Positive 

 

Negative Positive Negative 

 

HEALTH IMPACT SCORE  
 
Effective health care – 
HEALTH INEQUALITIES 
IMPACT SCORE  
 

 A=2 B=-1 C=-2  A=2 B=-1 C=-2 

Safe care - HEALTH 
CARE IMPACT 

 The changes address safety concerns 
arising from inconsistent levels of 
specialist staffing.  This will improve 
safety with a positive impact on child 
health outcomes 

Safety can be affectedby delays in 
care, during transfers and handovers 
of care and when adequate 
information about children is 
unavailable.   
 
These risks will be greater for 
children in South Tyneside  - if they 
self refer and  require transfer.   

The changes address safety concerns arising 
from inconsistent levels of specialist 
staffing.  This will improve safety with a 
positive impact on child health outcomes

Safety can be compromised during 
transfers and handovers of care and 
when adequate information about 
children is unavailable.   
 
This option carries greater risks to 
safety because it requires greater 
numbers of children to cross LA and 
CCG boundaries  and to undergo inter 
hospital transfer 

Safe care - HEALTH 
CARE INEQUALITIES 
IMPACT 

The improved safety could have a small 
but positive impact on health 
inequalities with fewer significant 
events affecting children

The numbers involved are small but 
could affect health inequalities due to 
the significance of the health risks

The improved safety could have a small but 
positive impact on health inequalities with 
fewer significant events affecting children

inequalities  

Safe care - HEALTH 
IMPACT SCORE 

 B=3 C=9 A=3 B=-1 C=--3  B=3 C=9 A=3 B=-2 C=-6 

Safe care - HEALTH 
INEQUALITIES IMPACT 
SCORE 

 B=1 C=3 A=3 B=-1 C=-3  B=1 C=3 A=3 B=-2 C=-6 

Cost - Efficient health 
care HEALTH CARE 
IMPACT 

This option achieves some cost savings 
whilst maintaining services close to 
home for all users and also overall 
higher quality services  

The savings associated with this 
option may also be associated with 
some delays in care due to higher 
demands on services in Sunderland 

This option achieves higher cost savings 
than option 2 and overall higher quality 
services  

The savings associated with this 
option may also be associated with 
some inefficiencies relating to higher 
demands on services in Sunderland 
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Option 1:  

Provision of 12-hour day-time paediatric ED service at STDH with 24/7 paediatric 
ED at SRH.  

 

Health and Health Inequalities Impacts and Scores 

Option 2 

Development of nurse-led paediatric minor injury/illness service between 8am-10pm 
at STDH with 24/7 acute paediatric services at SRH  

 

Health and Health Inequalities Impacts and Scores 

 Positive 

 

Negative Positive Negative 

 

 and also additional needs for inter 
hospital transfer.  

and also additional needs for inter 
hospital transfer.  

Cost - Efficient health 
care HEALTH CARE 
INEQUALITIES IMPACT 
 

There is insufficient evidence to assess 
the impact on health inequalities  

There is insufficient evidence to 
assess the impact on health 
inequalities 

There is insufficient evidence to assess the 
impact on health inequalities 

There is insufficient evidence to 
assess the impact on health 
inequalities 

Cost - Efficient health 
care HEALTH CARE 
IMPACT score 
 

 A=2 B=-1 C=-2  A=2 B=-2 C=-6 

Cost - Efficient health 
care HEALTH 
INEQUALITIES  CARE 
IMPACT score 
 

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 

Health care relevant to 
population need 
HEALTH IMPACT 
 

The planned changes meet the 
requirements for change in the face of 
changing population needs – the 
business plan indicates adequate 
capacity to deal with the additional 
demands on services in Sunderland.  
 
There is no available modelling to 
explore the impact of the changes in 
relation  to future demographic changes  

No negative impacts could be 
determined 

The planned changes meet the requirements 
for change in the face of changing 
population needs – the business plan 
indicates adequate capacity to deal with the 
additional demands on services in 
Sunderland.  
 
There is no available modelling to explore 
the impact of the changes in relation  future 
demographic changes 

No negative impacts could be 
determined 

Health care relevant to 
population need 
HEALTH INEQUALITIES 

The current plans indicate that the 
changes will meet the needs of the 
population and, because of their 
significance, could reduce  health 

There is no suggestion of any negative 
impacts on health inequalities.    

The current plans indicate that the changes 
will meet the needs of the population and, 
because of their significance, could reduce  
health inequalities 

There is no suggestion of any negative 
impacts on health inequalities.  
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Option 1:  

Provision of 12-hour day-time paediatric ED service at STDH with 24/7 paediatric 
ED at SRH.  

 

Health and Health Inequalities Impacts and Scores 

Option 2 

Development of nurse-led paediatric minor injury/illness service between 8am-10pm 
at STDH with 24/7 acute paediatric services at SRH  

 

Health and Health Inequalities Impacts and Scores 

 Positive 

 

Negative Positive Negative 

 

IMPACT 
 

inequalities  

Health care relevant to 
population need 
HEALTH IMPACT score 
 

A=2 B=3 C=6 A=1 B=0 C=0 A=2 B=3 C=6 A=1 B=0 C=0 

Health care relevant to 
population need 
HEALTH INEQUALITIES 
IMPACT score 
 

A=2 B=1 C=2 A=1 B=0 C=0 A=2 B=1 C=2 A=1 B=0 C=0 

Acceptable health care 
(patient and carer 
experience) HEALTH 
IMPACT 
 

There is evidence that users value 
compassion, care closer to home, 
timeliness, communication, integration, 
accessibility, smooth transitions.   
 
The service improvements could 
address users needs for improved 
timeliness and communication within a 
24/7 frame but the evidence is limited.  
 
 

Given user preferences and priorities, 
these plans may not be wholly 
acceptable to users due to the loss of 
some overnight care close to home in 
South Tyneside. 

The service improvements could address 
users needs for improved timeliness and 
communication within a 24/7 frame but the 
evidence is limited.  

Given user preferences and priorities, 
these plans may not be wholly 
acceptable to users due to the loss of 
so overnight and day care close to 
home in South Tyneside.  
 
The access to nurse led care will offset 
some of these concerns.    
 
The additional barrier to acceptable 
access may lead to missed 
opportunities for health improvement 
though there is a lack of concrete 
evidence to quantify this impact  

Acceptable health care 
(patient and carer 
experience) HEALTH 
INEQUALITIES IMPACT 

There was no evidence to determine 
how the user experience could manifest 
positively in relation to health 
inequalities  

Although vulnerable groups may 
benefit from higher quality care, the 
changes may be unpopular and 
perceived as barriers to care.  
 

There was no evidence to determine how 
the user experience could manifest 
positively in relation to health inequalities  

Any negative impacts arising from 
barriers to access will have a 
disproportionate impact on 
vulnerable groups and in this option, 
significantly greater numbers are 
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Option 1:  

Provision of 12-hour day-time paediatric ED service at STDH with 24/7 paediatric 
ED at SRH.  

 

Health and Health Inequalities Impacts and Scores 

Option 2 

Development of nurse-led paediatric minor injury/illness service between 8am-10pm 
at STDH with 24/7 acute paediatric services at SRH  

 

Health and Health Inequalities Impacts and Scores 

 Positive 

 

Negative Positive Negative 

 

This could have a small negative 
impact on healthcare  inequalities 

involved. 
 
This could have a small negative 
impact on healthcare  inequalities 

Acceptable health care 
(patient and carer 
experience) HEALTH 
IMPACT SCORE 

A=2 B=1 C=2 A=2 B=-1 C=-2 A=2 B=1 C=2 A=2 B=-2 C=-4 

Acceptable health care 
(patient and carer  
experience)HEALTH 
INEQUALITIES IMPACT 
SCORE  

A=1 B=0  C=0 A=2 B=-1 C=-2 A=1 B=0  C=0 A=2 B=-2 C=-4 

Equitable health care – not scored as addressed throughout 

Health outcomes relating to Environmental Determinants of Health 

Transport HEALTH 
IMPACT 
 

A detailed transport analysis is 
underway.  The proposals will increase 
commuting traffic between S Tyneside 
and Sunderland and carry travel 
implications for service users, carers 
family and friends.  
No clear health benefits could be 
identified 

 and traffic 
could generate an increased risk of 
Road Traffic accidents especially 
affecting those commuting for health 
care and those living close to 
Sunderland and South Tyneside 
hospital sites  

A detailed transport analysis is underway.  
The proposals will increase commuting 
traffic between S Tyneside and Sunderland 
and carry travel implications for service 
users, carers family and friends.  
No clear health benefits could be identified 

 and traffic 
could generate an increased risk of 
Road Traffic accidents especially 
affecting those commuting for health 
care and those living close to 
Sunderland and South Tyneside 
hospital sites  

Transport HEALTH 
INEQUALITIES IMPACT 

No clear health inequalities benefits 
could be identified  are more likely 

to be affected by accidents and traffic 
pollution thus contributing to health 
inequalities for those populations 

No clear health inequalities benefits could 
be identified  are more likely 

to be affected by accidents and traffic 
thus contributing to health 
inequalities for those populations
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Option 1:  

Provision of 12-hour day-time paediatric ED service at STDH with 24/7 paediatric 
ED at SRH.  

 

Health and Health Inequalities Impacts and Scores 

Option 2 

Development of nurse-led paediatric minor injury/illness service between 8am-10pm 
at STDH with 24/7 acute paediatric services at SRH  

 

Health and Health Inequalities Impacts and Scores 

 Positive 

 

Negative Positive Negative 

 

Transport HEALTH 
IMPACT score  

A=1 B=0 C=0 A=1 B=-1 C=-1 A=1 B=0 C=0 A=1 B=-1 C=-1 

Transport HEALTH 
INEQUALITIES IMPACT 
score  

A=1 B=0 C=0 A=1 B=-1 C=-1 A=1 B=0 C=0 A=1 B=-1 C=-1

Natural and built 
environment HEALTH 
IMPACT 
 

No clear health benefits / disadvantages 
could be identified 

No clear health benefits / 
disadvantages could be identified

No clear health benefits / disadvantages 
could be identified 

No clear health benefits / 
disadvantages could be identified

Natural and built 
environment HEALTH 
INEQUALITIES IMPACT 

No clear health benefits / disadvantages 
could be identified 

No clear health benefits / 
disadvantages could be identified

No clear health benefits / disadvantages 
could be identified 

No clear health benefits / 
disadvantages could be identified

Natural and built 
environment HEALTH 

IMPACT SCORE 

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0

Natural and built 
environment HEALTH 
INEQUALITIES IMPACT 

SCORE 

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0

Pollution HEALTH 
IMPACT 

No clear health benefits could be 
identified 

The increased traffic could marginally 
increase noise and air pollution

No clear health benefits could be identified The increased traffic could marginally 
increase noise and air pollution

Pollution HEALTH 
INEQUALITIES IMPACT 

No clear health inequalities benefits 
could be identified  are more likely 

to be affected by pollution thus 
contributing to health inequalities for 
those populations 

No clear health inequalities benefits could 
be identified  are more likely 

to be affected by pollution thus 
contributing to health inequalities for 
those populations 

Pollution HEALTH 
IMPACT SCORE 

A=1 B=0 C=0  A=1 B=0 C=0 
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Option 1:  

Provision of 12-hour day-time paediatric ED service at STDH with 24/7 paediatric 
ED at SRH.  

 

Health and Health Inequalities Impacts and Scores 

Option 2 

Development of nurse-led paediatric minor injury/illness service between 8am-10pm 
at STDH with 24/7 acute paediatric services at SRH  

 

Health and Health Inequalities Impacts and Scores 

 Positive 

 

Negative Positive Negative 

 

Pollution HEALTH 
INEQUALITIES IMPACT 
SCORE 

A=1 B=0 C=0  A=1 B=0 C=0 

Housing HEALTH 
impact 

No clear health benefits / disadvantages 
could be identified 

No clear health benefits / 
disadvantages could be identified

No clear health benefits / disadvantages 
could be identified 

No clear health benefits / 
disadvantages could be identified

Housing HEALTH 
INEQUALITIES impact 

No clear health benefits / disadvantages 
could be identified 

No clear health benefits / 
disadvantages could be identified

No clear health benefits / disadvantages 
could be identified 

No clear health benefits / 
disadvantages could be identified

Housing HEALTH 
impact score 

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0

Housing HEALTH 
INEQUALITIES impact 
score  

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0

Health outcomes relating to Economic determinants of health  

Education, skills, 
learning HEALTH 
IMPACT 

 

Both proposals entail staff losses albeit 
in very small numbers.  There is an 
overall net shift of specialist skills out of 
South Tyneside and into Sunderland 
with an associated small health benefit 
for Sunderland residents  

Both proposals entail staff losses 
albeit in very small numbers.  The 
losses in this option are marginally 
lower than option 2.  
 
There is an overall net shift of 
specialist skills out of South Tyneside 
and into Sunderland with an 
associated small negative health 
impact for South Tyneside residents 

Both proposals entail staff losses albeit in 
very small numbers.  There is an overall net 
shift of specialist skills out of South 
Tyneside and into Sunderland with an 
associated small health benefit for 
Sunderland residents.  The net impact is 
greater for this option.  

Both proposals entail staff losses 
albeit in very small numbers.  The 
losses in this option are marginally 
higher than option 1. 
 
There is an overall net shift of 
specialist skills out of South Tyneside 
and into Sunderland with an 
associated small negative health 
impact for South Tyneside residents.  
The net negative impact is greater for 
this option than option 1  

Education, skills, 
learning HEALTH 
INEQUALITIES IMPACT 

The numbers are very small but could 
have a marginal positive impact on 
health inequalities in Sunderland,  

The numbers are very small but could 
have a marginal negative impact on 
health inequalities in South Tyneside 

The numbers are very small but could have 
a marginal positive impact on health 
inequalities in Sunderland 

The numbers are very small but could 
have a marginal negative impact on 
health inequalities in South Tyneside 
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Option 1:  

Provision of 12-hour day-time paediatric ED service at STDH with 24/7 paediatric 
ED at SRH.  

 

Health and Health Inequalities Impacts and Scores 

Option 2 

Development of nurse-led paediatric minor injury/illness service between 8am-10pm 
at STDH with 24/7 acute paediatric services at SRH  

 

Health and Health Inequalities Impacts and Scores 

 Positive 

 

Negative Positive Negative 

 

 
Education, skills, 
learning HEALTH 
IMPACT score 
 

A=1 B=1 C=1 A=1 B=-1 C=-1 A=1 B=1 C=1 A=1 B=-1 C=-1 

Education, skills, 
learning HEALTH 
INEQUALITIES IMPACT 
score 
 

A=1 B=1 C=1 A=1 B=-1 C=-1 A=1 B=1 C=1 A=1 B=-1 C=-1 

Employment HEALTH 
IMPACT 

Both proposals entail staff losses albeit 
in very small numbers.  There is an 
overall net shift of specialist skills out of 
South Tyneside and into Sunderland 
with an associated small health benefit 
for Sunderland residents 

Both proposals entail staff losses 
albeit in very small numbers.  The 
losses in this option are marginally 
lower than option 2.  Fewer jobs in 
South Tyneside could have a negative 
impact on health there 
 



Both proposals entail staff losses albeit in 
very small numbers – less jobs in South 
Tyneside and more in Sunderland. The net 
impact is marginally greater for this option 
with a potentially positive impact on health 
in Sunderland.. 

Both proposals entail staff losses 
albeit in very small numbers.  The 
losses in this option are marginally 
higher than option 1.  Fewer jobs in 
South Tyneside could have a negative 
impact on health i there  
 



Employment HEALTH 
INEQUALITIES IMPACT 

The numbers are very small but 
increased jobs could have a marginal 
positive impact on health inequalities in 
Sunderland, 

The numbers are very small but could 
have a marginal negative impact on 
health inequalities in South Tyneside

The numbers are very small but increased 
jobs could have a marginal positive impact 
on health inequalities in Sunderland

The numbers are very small but could 
have a marginal negative impact on 
health inequalities in South Tyneside

Employment HEALTH 
IMPACT SCORE 

A=1 B=1 C=1 A=1 B=-1 C=-1 A=1 B=1 C=1 A=1 B=-1 C=-1

Employment HEALTH 
INEQUALITIES IMPACT 
SCORE  

A=1 B=1 C=1 A=1 B=-1 C=-1 A=1 B=1 C=1 A=1 B=-1 C=-1

Business development specialist paediatric 
care in Sunderland could generates 

Losses to investment in specialist 
paediatric services in South Tyneside 

specialist paediatric 
care in Sunderland could generates business 

Losses to investment in specialist 
paediatric services in South Tyneside 
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Option 1:  

Provision of 12-hour day-time paediatric ED service at STDH with 24/7 paediatric 
ED at SRH.  

 

Health and Health Inequalities Impacts and Scores 

Option 2 

Development of nurse-led paediatric minor injury/illness service between 8am-10pm 
at STDH with 24/7 acute paediatric services at SRH  

 

Health and Health Inequalities Impacts and Scores 

 Positive 

 

Negative Positive Negative 

 

and investment 
HEALTH IMPACT 

 

business opportunities for this area 
with potentially positive impacts on 
health 

could have a marginal negative impact 
on the health of the population there  

opportunities for this area with potentially 
positive impacts on health 

could have a marginal negative impact 
on the health of the population there 

Business development 
and investment 
HEALTH INEQUALITIES 
IMPACT 

This expansion could have a small  
positive impact on health inequalities in 
Sunderland 

These losses could have a small 
negative impact on health inequalities 
in South Tyneside 

This expansion could have a small  positive 
impact on health inequalities in Sunderland 

These losses could have a small 
negative impact on health inequalities 
in South Tyneside 

Business development 
and investment 
HEALTH IMPACT SCORE 

A=1 B=1 C=1 A=1 B=-1 C=-1 A=1 B=1 C=1 A=1 B=-1 C=-1 

Business development 
and investment 
HEALTH INEQUALITIES 
IMPACT SCORE 

A=1 B=1 C=1 A=1 B=-1 C=-1 A=1 B=1 C=1 A=1 B=-1 C=-1 

Financial inclusion 
HEALTH IMPACT 

 

No clear health benefits / disadvantages 
could be identified 

No clear health benefits / 
disadvantages could be identified 

No clear health benefits / disadvantages 
could be identified 

No clear health benefits / 
disadvantages could be identified 

Financial inclusion 
HEALTH INEQUALITIES 
IMPACT 

 

No clear health benefits / disadvantages 
could be identified 

No clear health benefits / 
disadvantages could be identified 

No clear health benefits / disadvantages 
could be identified 

No clear health benefits / 
disadvantages could be identified 

Financial inclusion 
HEALTH IMPACT SCORE 

 

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 
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Option 1:  

Provision of 12-hour day-time paediatric ED service at STDH with 24/7 paediatric 
ED at SRH.  

 

Health and Health Inequalities Impacts and Scores 

Option 2 

Development of nurse-led paediatric minor injury/illness service between 8am-10pm 
at STDH with 24/7 acute paediatric services at SRH  

 

Health and Health Inequalities Impacts and Scores 

 Positive 

 

Negative Positive Negative 

 

Financial inclusion 
HEALTH INEQUALITIES  
IMPACT SCORE 

 

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 

 
Table 4: Integrated Health & Health Inequalities Impact scores for both Options  

Colour Key   

Positive Negative  Option 1 Option 2 

Major impact 
13-18 

Major impact 
_13-18 

 
Provision of 12-hour day-time paediatric ED 
service at STDH with 24/7 paediatric ED at 
SRH.  
 
 

 
Development of nurse-led paediatric minor 
injury/illness service between 8am-10pm at STDH 
with 24/7 acute paediatric services at SRH. 
 

Moderate impact 
7-12 

Moderate impact 
-(7- 12) 

Minor impact 
0-6 

Minor impact 
-(0—6) 

 
  

  Total POSITIVE integrated 
health and health inequality 

impact score 

Total NEGATIVE integrated 
health and health inequality 

impact score 

TOTAL INTEGRATED IMPACT SCORE 

Impact Domains 
Impact Domain 
Attributes 

Option 1 Option 2 Option 1 Option 2 Option 1 Option 2 
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  Total POSITIVE integrated 
health and health inequality 

impact score 

Total NEGATIVE integrated 
health and health inequality 

impact score 

TOTAL INTEGRATED IMPACT SCORE 

Impact Domains 
Impact Domain 
Attributes 

Option 1 Option 2 Option 1 Option 2 Option 1 Option 2 

Health  & 
wellbeing 
relating to use 
of acute 
paediatric  
services 

Disease management 18 18 -5 -10 13 8 

Emotional Wellbeing  18 18 -6 -9 12 9 

Prevention 18 18 -6 -12 12 6 

Safeguarding 13 13 -4 -10 9 3 

Avoidable health care  11 11 -3 -3 8 8 

Health  & 
wellbeing 
status relating 
to access to 
high quality 
health care 

Effective health care 18 18 -5 -8 13 10 

Safe health care 12 12 -6 -12 6 0 

Cost efficient health care 6 9 -2 -6 4 3 

Relevance to healthcare 
need 

8 8 0 0 8 8 

Acceptable health care 2 2 -4 -8 -2 -6 

Health  & 
wellbeing 
status relating 
to 
Environmental 
determinants 
of health 

Transport 0 0 -2 -2 -2 -2 

Natural and built 
environment 

0 0 0 0 0 0 

Pollution  0 0 -2 -2 -2 -2 

Housing 0 0 0 0 0 0 
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  Total POSITIVE integrated 
health and health inequality 

impact score 

Total NEGATIVE integrated 
health and health inequality 

impact score 

TOTAL INTEGRATED IMPACT SCORE 

Impact Domains 
Impact Domain 
Attributes 

Option 1 Option 2 Option 1 Option 2 Option 1 Option 2 

Health  & 
wellbeing 
status relating 
to Economic 
determinants 
of health  

Education, skills and 
learning  

2 2 -2 -2 0 0 

Employment 2 2 -2 -2 0 0 

Business development 2 2 -2 -2 0 0 

Financial inclusion 0 0 0 0 0 0 

TOTAL ALL 130 133 -51 -88 79 45 
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Appendix  and Appendix 2.  
 
Following the assessment, scores were graded as falling into three categories of 
impact : Major – Moderate  - Minor.    These categories were colour coded to give 
an ‘at a glance’ overview of the impacts on the different health issues and 
equality groups.  
 

3.7  Assumptions and Limitations 
 
Stakeholder engagement is recognised as fundamental to high quality impact 
assessments.  This review was commissioned as a desktop exercise to identify 
and outline key issues that could enable wider stakeholder consultation and 
more detailed subsequent assessment.   

 
 
The assessment was undertaken in parallel with a review of the travel and 
transport implications of the proposed reconfiguration and discussions of the 
impact on North East Ambulance Services.  The results of those discussions and 
reviews were not available to inform this assessment.  
 
The assessments use a population based methodology to consider scale and 
severity of impact with respect to groups of people who share similar 
characteristics.  

 

3.8  Language 
 
Wherever possible, this report has avoided specialist medical and healthcare 
language and terminology in order to widen accessibility and promote 
engagement.  
 
 

4 Integrated Impact Assessment Findings 

 
This section describes the results of the equality impact assessment and the 
health & inequalities impact assessment.    
 

Integrated Impact 
Assessment Scoping Paper 

Public and Wider 
Stakeholder Consultation 

Finalised Integrated 
Impact Assessment  
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Further details of the Equality Impact Assessment (EqIA) findings are presented 
in Table 1 and the positive, negative and total impact scores are presented in 
Table 2.     
 
The findings from the Integrated Health and Health Inequalities Impact 
Assessment (HIIA) are fully described in Table 3 and the scores are summarised 
in Table 4.     
 
All of the findings were developed with reference to the data, indicators and 
evidence presented in Appendix 3 and the scoring systems described in 
Appendices 1 and 2.  
 
Throughout this Section, the labels Option 1 and Option 2 are used to denote the 
following possible solutions arising from the Path to Excellence reconfiguration 
of acute paediatric services: 
 

Option 1: provision of 12-hour day-time paediatric ED service at STDH 
with 24/7 paediatric ED at SRH. The service would operate at STDH from 
8am to 10pm (doors closing at 8pm to allow children to be treated and 
discharged) The service would continue with full medical support.  

 
Option 2:  Development of nurse-led paediatric minor injury/illness 
service between 8am-10pm at STDH with 24/7 acute paediatric services 
at SRH. 

 

4.1 Integrated Impact Scores 
The absolute numeric scores should be considered with caution as the scoring 
system is blunt.  The figures should be considered as crude indicators of the 
direction of impact rather than accurate measures.  

 

4.1.1  Positive EqIA and HIIA Impact Scores  

Positive equality impact scores 
The positive EqIA impact scores for each option and equality group are 
summarised in the Box below:  
 

Equality group Positive Equality Impact Scores 

Option 1 Option 2 

Sex/ gender 9 9 

Sexual orientation 9 9 

Gender reassignment 9 9 

Race 9 9 
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Marriage and civil 
partnership 

9 9 

Pregnancy  / maternity 9 9 

Religion or belief 9 9 

Disability 9 9 

Socioeconomic 
deprivation 

9 9 

Age 9 9 

Box 5: Positive EqIA impact scores 

These results show that both the proposed solutions have the potential to 
transform the provision of high quality acute paediatric services with all equality 
groups benefiting equally across Sunderland and South Tyneside  
 
The scale of the benefits was identical for both Options.  
 

Positive health and inequalities impact scores 
The positive HIIA impact scores across the four domains and the related 18 
service-specific attributes of health status are summarised in the table below:  
 

Impact 
Domains 

Impact Domain 
Attributes 

Total POSITIVE integrated 
health and health inequality 

impact score 

Option 1 Option 2 

 

Health status 
relating to use of 
acute paediatric  
services  

Disease management 18 18 

Emotional Wellbeing  18 18 

Prevention 18 18 

Safeguarding 13 13 

Avoidable health care  11 11 

Health status 
relating to access 
to high quality 
health care  

Effective health care 18 18 

Safe health care 12 12 

Cost efficient health care 6 9 

Relevance to healthcare 
need 

8 8 

Acceptable health care 2 2 

Health status 
relating to 
Environmental 
determinants of 
health  

Transport 0 0 

Natural and built 
environment 

0 0 

Pollution  0 0 

Housing 0 0 

Health status Education, skills and 2 2 
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Impact 
Domains 

Impact Domain 
Attributes 

Total POSITIVE integrated 
health and health inequality 

impact score 

Option 1 Option 2 

relating to 
Economic 
determinants of 
health  

learning  

Employment 2 2 

Business development 2 2 

Financial inclusion 0 0 

TOTAL ALL 130 133 

Box 6: Positive HIIA impact scores 

 
The HIIA indicated that both Options have the potential to result in significant 
gains to population health and inequalities.  These gains largely relate to use of, 
and access to, acute paediatric services rather than economic or environmental 
determinants.    
 
Moreover, the total positive HIIA impact scores were very similar for both 
Options – 130 for Option 1 compared with 133 for Option 2.   
 
The slightly higher score for Option 2 related to its potential to achieve greater 
cost efficiencies.   
 
 

4.1.2 Negative EqIA and HIIA Impact Scores  

Negative equality impact scores 
The negative EqIA impact scores for each option and equality group are 
summarised in the table below:  
 

Equality group Negative Equality Impact Scores 

Option 1 Option 2 

Sex/ gender -3 -3 

Sexual orientation 0 0 

Gender reassignment 0 0 

Race -3 -6 

Marriage and civil 
partnership 

0 0 

Pregnancy  / maternity -2 -4 

Religion or belief 0 0 
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Disability -3 -6 

Socioeconomic deprivation -3 -6 

Age -3 -6 

Box 7: Negative EqIA impact scores 

 

These results show that both options were assessed as having a small but 
potentially negative impact on the following Equality groups:  

 Sex - female 
 Race (BME) 
 Pregnancy and maternity 
 Disability 
 Socioeconomic Deprivation 
 Age (children and young people) 

 
The negative impacts on equality relating to age, pregnancy and gender were an 
inevitable finding relating to acute paediatric services which disproportionately 
serve children, new mothers and female carers.   However, teenage children are a 
specific sub group to consider in terms of their specific needs around accessing 
timely and convenient care24.  
 
Negative impacts on women were also noted with respect to job losses but the 
net numbers were in single figures and therefore minimal in comparison to the 
other issues affecting larger numbers of users.  
 
The negative impacts associated with Option 2 were considered to affect more 
people than in Option1 and this resulted in higher negative impact scores  

The equality groups living in South Tyneside were most likely to be affected 
because of the more significant changes relating to availability of services there.  
This has important implications for health inequalities within and across South 
Tyneside.  

Negative health and inequalities impact scores 
The negative HIIA impact scores for each option and health attribute are 
summarised in the table below:  
 
 

Impact 
Domains 

Attributes Option 1 Option 2 

Health status 
relating to use 

of acute 
paediatric  

Disease 
management 

-5 -10 

Emotional 
Wellbeing  

-6 -9 

                                                        
24 Department of Health ( 2011) Quality criteria for young people friendly health 
services 
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Impact 
Domains 

Attributes Option 1 Option 2 

services Prevention -6 -12 

Safeguarding -4 -10 

Avoidable health 
care  

-3 -3 

Health status 
relating to 

access to high 
quality health 

care 

Effective health 
care 

-5 -8 

Safe health care -6 -12 

Cost efficient 
health care 

-2 -6 

Relevance to 
healthcare need 

0 0 

Acceptable health 
care 

-4 -8 

Health status 
relating to 

Environmental 
determinants 

of health 

Transport -2 -2 

Natural and built 
environment 

0 0 

Pollution  -2 -2 

Housing 0 0 

Economic 
determinants 

of health  

Education, skills 
and learning  

-2 -2 

Employment -2 -2 

Business 
development 

-2 -2 

Financial inclusion 0 0 

TOTAL ALL -51 -88 

Box 8: Negative HIIA Impact scores 

The numeric results indicate that any negative impacts are on a much smaller 
scale than the positive impacts.  
 
The scale of the negative impacts was considered to be higher for Option 2 than 
Option 1 because the associated changes are more far reaching and affect more 
people.  
 
The small negative HIIA scores were associated with all four HIIA impact 
domains, although the scale of the impact was higher in relation to use of, and 
access to, acute paediatric services.   Further details of these drawbacks are 
described below. 
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4.1.3 Total Integrated Impact Scores 

Total equality impact scores 
When summed together, the large positive and small negative impacts resulted 
in strongly positive impact scores for all equality groups as indicated by the 
summary below:  
 

Equality group Total Equality Impact Scores 

Option 1 Option 2 

Sex/ gender 6 6 

Sexual orientation 9 9 

Gender 
reassignment 

9 9 

Race 6 3 

Marriage and civil 
partnership 

9 9 

Pregnancy  / 
maternity 

7 5 

Religion or belief 9 9 

Disability 6 3 

Socioeconomic 
deprivation 

6 3 

Age 6 3 

Box 9: Total EqIA impact scores 

 
For both Options, the total EqIA impact scores were positive for all equality 
groups.  This shows that, for either Option,  the considerable benefits for equality 
groups outweigh any of the drawbacks identified during the assessment.  The 
nature of these benefits is described below. 

Total Health and Inequality Impact scores 
When summed together, the majority of the total HIIA impact scores were 
positive as indicated by the summary below:  
 

Impact Domains Impact Domain 
Attributes 

Option 1 Option 2 

Health status 
relating to use of 
acute paediatric  

services 

Disease 
management 

13 8 

Emotional 
Wellbeing  

12 9 
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Impact Domains Impact Domain 
Attributes 

Option 1 Option 2 

Prevention 12 6 

Safeguarding 9 3 

Avoidable 
health care  

8 8 

Health status 
relating to access 

to high quality 
health care 

Effective health 
care 

13 10 

Safe health care 6 0 

Cost efficient 
health care 

4 3 

Relevance to 
healthcare need 

8 8 

Acceptable 
health care 

-2 -6 

Health status 
relating to 

Environmental 
determinants of 

health 

Transport -2 -2 

Natural and 
built 

environment 

0 0 

Pollution  -2 -2 

Housing 0 0 

Economic 
determinants of 

health  

Education, skills 
and learning  

0 0 

Employment 0 0 

Business 
development 

0 0 

Financial 
inclusion 

0 0 

TOTAL ALL 79 45 

Box 10: Total HIIA scores 

 
For both Options, the positive total HIIA impact scores related to use of, or access 
to high quality, acute paediatric services.  
 
There were some differences between the two Options as summarised in the 
following table:  
 

Total 
HIIA 

scores 

Option 1 Option2 
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Positive  All five attributes relating to 
the Healthcare use Domain 

Four of the five attributes 
relating to the Health care 
access domain  - not 
acceptable health care 

 

All five attributes relating to the 
Healthcare use Domain 

Three of the five attributes relating 
to the Health care access domain – 
not safe care  (scored neutral) or 
acceptable care 

Two of the four attributes in the 
Environment domain i.e. housing 
and natural/built environment 

Negative  Acceptable healthcare 

Two of the four attributes in 
the Environment domain i.e. 
pollution and transport 

 

Acceptable Healthcare 

Two of the four attributes in the 
Environment domain i.e. pollution 
and transport 

Neutral  All four attributes in the 
Economic domain 

Two of the four attributes in 
the Environment domain i.e. 
housing and natural/built 
environment 

Safe healthcare 

All four attributes in the Economic 
domain 

Two of the four attributes in the 
Environment domain i.e. housing 
and natural/built environment 

 

Box 11: Summary of differences between the two options in the HIIA impact scores 

 
Negative total impact scores related to acceptable healthcare, pollution and 
housing.   
 
The nature of the benefits and drawbacks is described below.   
 
 

4.2 Details of the rationale driving the IIA scores   

4.2.1 Vulnerable groups 
The EqIA and HIIA indicated that vulnerable groups, especially those living in  
South Tyneside, would be more likely to be affected by the changes.  These 
groups were:  

 Children and families affected by socio-economic deprivation,  
 Children and families affected by substance or alcohol misuse  
 Infants and Young people 
 BME communities 
 Children in need of safeguarding 
 Children and families affected by physical or mental illness, disability or 

sensory impairment 
 Pregnant and recently delivered mothers and their babies  

 
 
Demographic information relating to those groups is summarised below (further 
details and sources provided in Appendix 3): 
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Equality group South Tyneside 

Count  (%) 

 

Sunderland 

Count  (%) 

Race  BME groups  7,259  (4.9) 14,326  (5.2) 

Babies born to mothers 
born in Middle East and 
Asia (2014)  

61  (3.8) 94  (3.3) 

Pregnancy 
& 
maternity  

Women aged 15-44 
years 

28,024 (36.6) 54,215 (38.3) 

Number of live births 
(2015)  

1,647 2,889 

Disability Disability – day to day 
activities limited a little 
or a lot  

34,069 (23%) 63,366 (23%) 

Mean number of 
disabled children   

831-1,496 (3-5) 1,552-2,794 (3-5) 

Socio-
economic 
deprivation  

Socio-economic 
Deprivation – 
households with some 
level of deprivation  

42,315 (63%) 76,645 (64%) 

Age Number of children aged 
0-18 years  

29,662 (20%) 54,945  (20%) 

Young people – 15-17 
years  

5,696 (3.8) 10,079 (3.7) 

Box 12 Summary of demographic details for key vulnerable groups 

 
These groups are disproportionately affected because they are more likely to 
need and use acute paediatric services.  Positively, these groups are more likely 
to realise the benefits of any improvements arising from the changes, but they 
may also be more vulnerable to any associated drawbacks.  
 

4.2.2 Service users in South Tyneside 
Service users living in South Tyneside were most likely to be affected by any 
weaknesses because of the more significant changes relating to availability of 
acute paediatric services in the borough.  This has important implications for 
health inequalities within and across South Tyneside.  

 

4.2.3  Positive impacts on equality, population health and inequalities  
The benefits identified by the HIIA were similar to those identified by the EqIA 
and related to improvements in the services provided i.e: 
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 More sustainable and consistent high quality care, regardless of the day of 
the week of the time of day 

 Safer Care due to improved levels of specialist staffing able to assess and 
treat children promptly  

 Improved levels of specialist staff and resources able to deal with rising 
population needs in terms of scale and complexity 

 Cost savings in the face of economic austerity  

 
These service improvements could have profound benefits for children, 
especially in relation to 

 More effective and timely treatment of acute illnesses 
 Less risk of deterioration  
 Less pain and distress due to delays in assessment and treatment 
 Shorter hospital stays and less readmissions or readmissions 
 Improved capacity to identify and  safeguard children in need 

 
Ultimately, because of their benefits for all service users as well as vulnerable 
and equality groups, the service improvements could lead to significant benefits 
to child health and inequalities across South Tyneside and Sunderland, giving 
children  ‘a better start in life’ and ‘enabling all children, young people and adults 
to maximize their capabilities and have control over their lives’25. 
 
The changes will result in more specialist skills, services and jobs in Sunderland 
which could have a positive impact on health and health inequalities there but 
the associated losses in South Tyneside meant that the related total  impact 
scores were neutral. .  

4.2.4 Possible negative impacts on equality, health and health inequalities  
It is essential to recognise that identified drawbacks were rarely significant 
enough to offset the strongly positive benefits that were identified.   
 
The drawbacks of both Options related to (in no specific order) 

1. the challenges of understanding and adapting to the proposed changes 
2. vulnerable groups experiencing possible barriers to access  
3. continuity of care during hand overs between hospitals and when 

crossing local authority and CCG boundaries  
4. increased travel costs (personal, social and economic) 
5. acutely ill children being transferred from South Tyneside to Sunderland 
6. increases in demand for acute ambulance services and acute paediatric 

services in Sunderland  
7. increases in traffic commuting between South Tyneside and Sunderland  

 

                                                        
25 The Marmot Review.  Fair Society, healthy lives.  Strategic review of Health 
Inequalities in England post 2010 
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The identified drawbacks were considered to pose a greater risk to the 
vulnerable groups identified above and also those living in South Tyneside with 
implications for health inequalities within and across South Tyneside.  

The possible drawbacks are described more fully below:  
 
1) Possible challenges, especially for vulnerable groups, to understanding 
and adapting to the proposed changes  
Adapting to any change is more challenging for the identified equality groups 
due to their increased risk of English language, communication or cognitive 
difficulties.  

 
For these reasons, these groups may find it harder to access health care in the 
face of acute illness and may be less resilient in the face of unexpected transfers 
of care.  They may also be less likely to become involved in public consultations 
relating to the reconfiguration. 

 
These difficulties can manifest in poorer health outcomes, delays in accessing 
timely care in an emergency,  ‘dropping out of the care system’, coordinating 
care, and increased social exclusion.  

 
 
2) Possible barriers, especially for vulnerable groups, to accessing acute 
paediatric health care  
The equality groups identified are more likely to need access to acute paediatric 
care due to the increased incidence of acute childhood illnesses in these groups.  
 
Evidence shows that BME groups, disabled groups, socio-economically deprived 
groups and young people experience multiple barriers to access.  The changes 
introduce further barriers to access which in turn could lead to poorer health 
outcomes and health inequalities.  
 
For these groups, timely, convenient, coordinated care is valued and can 
promote improved health outcomes and reduce health inequalities.  

 
The key access barriers that were identified,  relate to children, families and 
carers, in the face of existing challenges (social, economic, disability or 
impairment, emotional wellbeing, caring) and in need of timely specialist 
paediatric care 

 understanding where to take an acutely ill child in South Tyneside at 
different times of the day and night and where they might be 
transferred  

 travelling further from South Tyneside to Sunderland to seek 
assessment, treatment or advice or to accompany an acutely ill child  

 accompanying acutely sick children requiring inter-hospital transfers 
transferred from South Tyneside to Sunderland 

 navigating and coordinating care across CCG and LA boundaries 
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Option 1 is associated with minimal changes for the population and only during 
the night, whereas Option 2 is associated with more significant changes day and 
night.   

 
 

3) Possible challenges to continuity of care, especially for vulnerable groups, 
when transferring across hospital sites and Local Authority and CCG 
boundaries  
The identified equality groups may be more likely to benefit from a range of 
health and social care services.  Integrated care across these providers can 
achieve better outcomes for children and families but this may be more difficult 
in the light of the change because 

 Acutely ill children from South Tyneside, treated in Sunderland may need 
to cross CCG and LA boundaries  

 Crossing boundaries may lead to gaps in coordination or communication 
increase risks relating to patient safety, emotional wellbeing and 
safeguarding for children and families 

 Organisational changes and loss of ‘co-terminosity’ may undermine joint 
working and exacerbate fragmentation due to loss of organisational 
memory, and changes to working relationships e.g. links between 
Sunderland paediatricians and GPs or lifestyle services in South Tyneside  

 Changes in care provision associated with inter hospital transfers 
requires more team handovers which are known to be a risk to patient 
safety 

 Loss of, or challenges to, continuity might act as a further barrier to access 
because families may be reluctant to engage with unfamiliar service 
providers.  

 Access to good quality information about children is essential for effective 
clinical management and such information may be lost during handovers 
or its availability may be affected by the loss of co-terminosity 

 
Option 2 is associated with more significant changes to services in South 
Tyneside than Option 1 and will require higher numbers of children to cross  
CCG and LA boundaries.  
 
 
4) Possible increased travel costs (personal, social and economic) for 
vulnerable groups travelling between South Tyneside and Sunderland. 
These proposals will require more sick children to travel between South 
Tyneside and Sunderland.  The numbers affected by Option 2 are greater than 
those affected by Option1.  
 
Travelling further for care or to visit sick children and/or newborns generates 
additional expense, time, inconvenience and emotional stress for everyone 
concerned.  
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These difficulties are magnified when caring for an acutely sick child who may be 
in pain or distressed and even more when caring for other siblings or children 
simultaneously.  
  
The challenges are even greater for those from affected vulnerable groups 
because of related socio-economic difficulties; disabilities and impairments; 
cognitive and mental or emotional problems; language difficulties; difficulties 
navigating an unfamiliar environment or service; being pregnant or 
breastfeeding.   
 
Such challenges can undermine health and wellbeing resulting in deeper health 
inequalities.   
 
The detailed transport analysis could provide further information regarding the 
extent of this risk.  
 
5) Possible risks associated with acutely ill children being transferred from 
South Tyneside to Sunderland 
Both proposed solutions, will lead to acutely ill children being transferred 
between South Tyneside and Sunderland.   These will largely be children who 
self present to the South Tyneside site and the numbers should reduce over time 
as users become more familiar with the service models.     
 
The consequences for these children relate to the extra steps in their patient 
pathway which arise from assessment in South Tyneside and subsequent inter-
hospital transfer.    
 
This extra step has implications for timeliness and cost-efficiency of care.   It 
could result in some children experiencing delays in effective treatment 
increasing the risk of clinical deterioration and delays in relief for their pain and 
distress.  Avoiding delays will rely on the timely assessment of children in need 
of inter hospital transfer in South Tyneside, the availability of emergency 
ambulances to provide the transfer, and the efficiency of the clinical response in 
Sunderland when receiving and treating the transferred children.  
 
Extra steps in a pathway increase the number of team handovers which, 
according to the research literature, are associated with increased risks to 
patient safety. Such risks might disproportionately affect key groups with 
language or communication difficulties in South Tyneside i.e. BME communities, 
disabled groups, older patients and those with socioeconomic deprivation.   
 
Extra steps can generate increased anxiety for children, parents and carers and 
less satisfaction as, in the face of concerns about their acutely ill child, they 
repeatedly convey their concerns to changing medical teams. 
 
 
6) Possible pressures on the service arising from increases in demand for 
acute ambulance services and acute paediatric services in Sunderland  
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Both Options, Option 2 more than Option1, generate additional demands on 
Sunderland hospitals and the ambulance services.   The business case 
demonstrates that there will be adequate clinical capacity to accommodate the 
children.   
 
The ambulance service capacity to respond is currently under consideration as 
part of the Path to Excellence plans.  Relevant North East Ambulance Service 
performance data are presented in Appendix 3.  
 
There will be additional pressures in Sunderland due to the additional demands 
for amenities such as refreshments and parking.   This might affect user 
satisfaction.  
  
 
7) Possible environmental impacts arising from increased traffic commuting 
between South Tyneside and Sunderland 
The small increases in traffic flow were identified as having a potentially small 
negative impact on health risks associated with noise and air pollution and road 
traffic accidents.   These negative impacts will have a greater impact on residents 
in South Tyneside and Sunderland living close to commuter routes and the 
hospitals.    The detailed transport analysis could provide further information to 
ascertain whether this is a relevant health risk. 
 

4.3 Summary of the IIA findings 
 
The results provide detailed and systematic evidence based insights into the 
possible impacts of the proposals on population equality, health and inequalities. 
 
South Tyneside communities and vulnerable groups could be more likely to be 
affected by the changes.  These groups are:  

 Children and families affected by socio-economic deprivation,  
 Children and families affected by substance or alcohol misuse  
 Infants and Young people 
 BME communities 
 Children in need of safeguarding 
 Children and families affected by physical or mental illness, disability or 

sensory impairment 
 Pregnant and recently delivered mothers and their babies  

 
Importantly, the results indicate that both Options can achieve significant gains 
for population health and inequalities in South Tyneside and Sunderland.    
 
The HIIA assessment identified the following key areas of concern for each 
Option 

Negative total HIIA Impact scores  - Health Attributes  
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Option 1 Option2 

Acceptable Healthcare 

Pollution 

Transport 

Acceptable Healthcare 

Pollution 

Transport 

 
The impacts relating to transport and pollution are currently being examined by 
a detailed study.  
 

Although possible drawbacks have been described in detail, they should be 
viewed in context because, as the HIIA scores indicate below, there is strong 
evidence that the significant benefits associated with the proposed changes 
outweigh the drawbacks. 
 
 

 Total HIIA Impact Scores 

 Option 1 Option2 

Total positive integrated 
impact score 

130 133 

Total negative integrated 
impact score 

-51 -88 

Total Integrated Impact 
Scores 

79 45 

 
The drawbacks associated with Option 2 are on a larger scale than those 
associated with Option 1 because the changes are more far reaching and affect a 
larger number of people.  However, this must be balanced against the benefits 
Option 2 has in terms of greater cost efficiency savings compared to Option 1.  
 
In summary, the IIA indicated that both Options could achieve considerable net 
gains with significant benefits for equality, children’s health and inequalities.  
 

5  Mitigating Action Planning  

Undertaking an integrated impact assessment enables services to be developed 
in an integrated way to reduce potential health inequalities.  
 
This section outlines actions that could mitigate against the potentially negative 
impacts identified by the integrated assessment and described more fully in 
Section 4.    
 
These actions are merely suggestions, they are not intended to be either 
instructions or recommendations.  They provide an opportunity for stakeholders 
– across all sectors including the voluntary and  3rd sector  -  to consider how 
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they can contribute to maximise the impact of the changes on equality, health or 
inequalities.  
 
The suggestions should also be considered with realistic reference to what can 
be achieved in the face of overstretched resources and the economic pressures 
on the NHS, hospitals and acute paediatric services.  
 
There may also be advantages to considering these suggestions alongside those 
identified in other service re-configurations as there may be interdependencies.   
The IIA relating to Path to Excellence plans for obstetric and gynaecology 
services would be a key example.   Where the findings are similar, there may be 
opportunities to achieve economies of scale.    
 
In general, the suggestions should be considered with reference to the identified 
at risk groups which are most likely to be affected by the proposals 

 Children and families affected by socio-economic deprivation,  
 Children and families affected by substance or alcohol misuse  
 Infants and Young people 
 BME communities 
 Children in need of safeguarding 
 Children and families affected by physical or mental illness, disability or 

sensory impairment 
 Pregnant and recently delivered mothers and their babies  

 
 

5.1  Suggested mitigating actions  

5.1.1 Helping everyone to understand and adapt to the new changes, especially 
vulnerable groups. 
 

 Patient and public information campaigns could be developed and 
targeted to promote understanding and enable service users to adapt to 
the changes in the face of a child with an acute illness and ensure care can 
be given in the right place at the right time.  

 A cross-area young people’s user group could be supported to champion 
the views and needs of young people. 

 The new service specification could specify responsibilities for 
monitoring and evaluation of service outcomes including equity of access  

 Introducing oversight arrangements could ensure scrutiny of equity and 
user experience data and ensure that this information is translated into 
timely and appropriate service developments whenever necessary 

 Community engagement and development schemes could be implemented to 

build the capability and confidence of children and their parents and carers to 

self-care and use health services appropriately, for example, the provision of 

education interventions in schools and the community.  

 



 60 

5.1.2 Promoting continuity of care especially for vulnerable groups  

 New oversight arrangements could monitor user satisfaction and critical 
incidents relating to service continuity and coordination for all users, 
especially vulnerable groups and ensure that this information is 
translated into service developments as appropriate and necessary.  

 New oversight arrangements could monitor equity of access audit data for 
each service and ensure that this information is translated into timely and 
appropriate  service developments whenever necessary 

 Protected learning events for relevant professional groups, could help to 
build relationships and improve skills and knowledge especially with 
reference to adoption and development of key care pathways26 

 NHS patient safety initiatives could focus on quality assuring handovers 
between different teams 

 Whole system learning collaboratives could help to build strategic 
connections across the system and to drive through system-wide 
improvements.  

 System-wide collaboratives could champion the development of 
integrated records and information systems to promote information 
sharing and communication across service and sector boundaries 

 

5.1.3 Addressing travel and transport costs especially for vulnerable groups 

 A range of opportunities to minimise the additional travel costs could be 
explored.  Possibilities include provision of shuttle buses between 
hospital sites or less costly alternatives such as volunteer drivers or 
subsidised parking at hospital sites  

 Additional disabled and maternity parking bays could be provided at both 
hospital sites  

 Patient and public information campaigns could maximise the benefits of 
any new transport services 

 Future service user experience surveys could monitor and evaluate travel 
needs and experiences with reference to differences between equality 
groups in South Tyneside and Sunderland.  

 Oversight arrangements could be introduced to scrutinise user 
experience data and ensure that this information is translated into timely 
and appropriate service developments whenever necessary.  

 

5.1.4 Transfers of acutely ill children  

 The capacity of the North East Ambulance Service to respond to the 
increased demand for timely and emergency transfers could be clarified 
using data modelling – this is already underway and the preliminary 
results suggest the service has sufficient capacity to accommodate the 
small numbers   

                                                        
26  RCPCH and RCGP (2015) Facing the future: together for child health 
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 The proposed health service specifications could include protocols which 
seek to avoid delays in transfer and handovers eg application of early 
warning systems and provision for patient safety  

 Oversight arrangements could be introduced to monitor patient safety, 
user satisfaction, and critical incidents relating to inter hospital transfers 
and handovers of care and to ensure that this information is translated 
into service developments as appropriate and necessary.  

 Oversight arrangements could monitor ambulance performance data and 
ensure that this information is translated into service developments as 
appropriate and necessary 

 

5.1.5 Demand for ambulance services and hospital services in Sunderland  

 Ambulance capacity is already under review and early results indicate 
few difficulties in accommodating the additional numbers 

 The impact on other aspects of the Sunderland hospital services can be 
monitored and addressed 

 Commissioners will inevitably monitor and evaluate the ongoing 
performance of these providers and ensure service improvements as 
necessary. 

 

5.1.6 Exploring the implications of traffic commuting between South Tyneside and 
Sunderland  

 Wherever possible, any new transport initiatives could seek to minimise 
air and noise pollution, avoid congestion and promote road safety. 
Possible solutions include park and ride facilities with free hospital 
shuttle buses and less costly options such as advocating car share 
schemes 

 The transport analysis currently underway will provide additional 
insights into this aspect of the reconfiguration 
  

 

6 Conclusions and Recommendations 

6.1 Conclusions 
  
This IIA entailed a process which systematically assessed positive and negative 
impacts on equality, health and health inequalities.  It drew on relevant research 
and statistics to evaluate the impact which two proposed models for acute 
paediatric services could have on 18 service specific attributes of health.  
 
There are inter-dependencies between the proposed changes to acute paediatric 
services and plans to reconfigure obstetrics and gynaecology services.  Both sets 
of plans have been the subject of an IIA.  The IIA of obstetrics services examines 
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the impact that changes to provision of special care for babies could have on new 
mothers and their babies.  
 
The results of this IIA of acute paediatric services suggested that the changes 
could be more likely to affect communities in South Tyneside and certain 
vulnerable groups, most notably: 

 Children, carers and families affected by socio-economic deprivation,  
 Children, carers and families affected by substance or alcohol misuse  
 Children, carers and families affected by physical or mental illness, 

disability or sensory impairment 
 Infants and Young people 
 BME communities 
 Children in need of safeguarding 
 Pregnant and recently delivered mothers and their babies  

 
The IIA impact scores gave a crude indication of the relative scale and direction 
of possible impacts.   Positive impact scores were higher for Option 2 than 
Option 1 due to the greater cost-efficiency savings associated with that option.   
However, negative impact scores were also higher for Option 2 because the 
changes associated with that option are more far reaching and affect greater 
numbers of children.  The total (net) IIA impact scores were overwhelmingly 
positive and small scale negative scores were only identified for three attributes 
-  acceptable healthcare, pollution and housing.    
 

 Total HIIA Impact scores  

 Option 1 Option2 

Total positive integrated 
impact score 

130 133 

Total negative integrated 
impact score 

-51 -88 

Total Integrated Impact 
Scores 

79 45 

 
 
The IIA process identified and described the nature of the benefits and 
drawbacks associated with the proposed changes.  It also included some 
suggested actions that could mitigate against the identified drawbacks.  These 
suggestions could enable stakeholders to identify how they can contribute to the 
reconfiguration so that the benefits can be maximised.   The suggestions largely 
relate to patient transport, organisational development, quality improvement, 
education and training, monitoring and evaluation.  
 
The IIA provides strong evidence that the proposed changes could achieve 
overwhelmingly positive impacts on health and inequalities.  These benefits 
related to the ability of the changes to result in:   
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 More sustainable and consistent high quality care, regardless of the day of 
the week of the time of day 

 Safer Care due to improved levels of specialist staffing able to assess and 
treat children promptly  

 Improved levels of specialist staff and resources able to deal with rising 
population needs in terms of scale and complexity 

 Cost savings in the face of economic austerity  

 
These outcomes could have profound benefits for children, especially in relation 
to 

 More effective and timely treatment of acute illnesses 
 Less risk of deterioration  
 Less pain and distress due to delays in assessment and treatment 
 Shorter hospital stays and less readmissions or readmissions 
 Improved capacity to identify and  safeguard children in need 

 
Ultimately, because of their benefits for all service users as well as vulnerable 
and equality groups, the proposed service improvements could lead to 
significant benefits to child health and inequalities across South Tyneside and 
Sunderland, giving children  ‘a better start in life’ and ‘enabling all children, 
young people and adults to maximize their capabilities and have control over 
their lives’27. 
 
The results of this integrated impact assessment can be used, alongside the other 
evidence developed by the Path to Excellence Board, to:  

 empower stakeholders to contribute to the consultation process by 
enabling them to understand the potential positive and negative impacts 
of each option  

 enable Commissioners to demonstrate compliance with their Public 
Sector duties around equality and health inequalities 

 enable all decision makers to rigorously consider, and give due regard, to 
the equality, health and health inequality impacts of each Option  

 identify possible ways in which services can be integrated to promote 
equality and reduce health inequalities 

 re-configure local services which promote equality, promote health,  and 
reduce health inequalities. 

 
The consultation process might generate additional insights into other impacts 
arising from the proposals.  

                                                        
27 The Marmot Review.  Fair Society, healthy lives.  Strategic review of Health 
Inequalities in England post 2010 
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6.2 Recommendations to all stakeholders  

All stakeholders are invited to:  

1. Consider and give due regard to the nature, scale, and scope of the benefits 
and challenges identified by this integrated impact assessment  

2. Consider and highlight any other positive or negative impacts which should 
be incorporate into the assessment  

3. Consider the suggested mitigating actions and identify whether there are 
other opportunities to maximise the benefits arising from the proposed 
reconfiguration 

4. Identify mitigating actions which should be implemented and consider 
contributing to the development of relevant mitigating action plans. 
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Detailed results of the Equality Impact Assessment of both Options for Acute Paediatrics 
Table 1: Equality Impact Assessment for the Proposed Acute (Urgent and Emergency) Paediatric Service Reconfiguration (for further details regarding 
sources and statistics, please refer to the evidence base summarised in Appendix 3) 

KEY 

A score  = level of evidence B score  = scale of impact  C score  = AXB = Impact score  Total impact score  = sum of C scores 

ED = emergency department   CSSAU= children’s short stay assessment unit  SCBU = Special Care Baby Unit 

 
 Option 1:  

Provision of 12-hour day-time paediatric ED service at STDH with 24/7 paediatric ED 
at SRH.  

Option 2 

Development of nurse-led paediatric minor injury/illness service between 8am-10pm at 
STDH with 24/7 acute paediatric services at SRH.  

Protected 
characteristic 

Potentially Positive 
Impacts 

Potentially Negative 
Impacts 

Potentially Positive 
Impacts 

Potentially Negative 
Impacts 

Sex / Gender  

 

 The business plan demonstrates that 
this solution will achieve more 
sustainable, high quality cost effective 
care which will benefit all regardless of 
gender.  High quality children’s 
services play a vital role in population 
health and health inequalities  

No evidence that any children will suffer any 
negative impacts due to gender  

Evidence that women take a 
disproportionate share of caring roles as 
well as breastfeeding newborns suggests 
that they might be more inconvenienced by 
the changes than their male counterparts.  

Staff changes might disadvantage more 
women due to losses of nurses and the 
relative prevalence of females in these roles  
– net numbers are in single figures 

 

The business plan demonstrates that this 
solution will achieve more sustainable, 
high quality cost effective care which will 
benefit all regardless of gender.  High 
quality children’s services play a vital role 
in population health and health 
inequalities  



No evidence that any children will suffer any 
negative impacts due to gender  

Evidence that women take a 
disproportionate share of caring roles 
aswell as breastfeeding newborns suggests 
that they might be more inconvenienced by 
the changes than their male counterparts.  

Staff changes might disadvantage more 
women due to losses of nurses and the 
relative prevalence of females in these roles  
– net numbers are in single figures 

 

Impact Scores  A=3 B=3 C= 9 A=3 B=-1 C=-3 A=3 B=3 C= 9 A=3 B=-1 C=-3 

Sexual 
orientation 

The business plan demonstrates that 
this solution will achieve more 
sustainable, high quality cost effective 
care which will benefit all regardless of 

There is no indication that this option will 
have a disproportionate impact on groups in 
relation to sexual orientation  

The business plan demonstrates that this 
solution will achieve more sustainable, 
high quality cost effective care which will 
benefit all regardless of sexual 

There is no indication that this option will 
have a disproportionate impact on groups in 
relation to sexual orientation  
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 Option 1:  

Provision of 12-hour day-time paediatric ED service at STDH with 24/7 paediatric ED 
at SRH.  

Option 2 

Development of nurse-led paediatric minor injury/illness service between 8am-10pm at 
STDH with 24/7 acute paediatric services at SRH.  

Protected 
characteristic 

Potentially Positive 
Impacts 

Potentially Negative 
Impacts 

Potentially Positive 
Impacts 

Potentially Negative 
Impacts 

sexual orientation.  High quality 
children’s services play a vital role in 
population health and health 
inequalities  

 

 orientation.  High quality children’s 
services play a vital role in population 
health and health inequalities  

 

 

Impact scores  A=3 B=3 C=9 A=1 B=0 C=0 A=3 B=3 C=9 A=1 B=0 C=0 

Gender 
reassignment 

The business plan demonstrates that 
this solution will achieve more 
sustainable, high quality cost effective 
care which will benefit all regardless of 
gender assignment.  High quality 
children’s services play a vital role in 
population health and health 
inequalities  

 

There is no indication that this group will be 
disproportionately negatively affected by 
the proposed changes 

The business plan demonstrates that this 
solution will achieve more sustainable, 
high quality cost effective care which will 
benefit all regardless of gender 
assignment.  High quality children’s 
services play a vital role in population 
health and health inequalities  

 

There is no indication that this group will be 
disproportionately negatively affected by 
the proposed changes 

Impact scores A=3 B=3 C=9 A=1 B=0 C=0 A=3 B=3 C=9 A=1 B=0 C=0 

Race  

  

 

Evidence shows that BME groups 
generally have worse health than the 
overall population  - the business plan 
demonstrates that this solution will 
achieve more sustainable, high quality 
cost effective care better able to meet 
their needs and so they may 
experience a disproportionately 
positive benefit 

 

 Evidence shows that BME groups suffer 
worse health, are more likely to have 
perinatal problems, and experience many 
barriers to accessing health care.  These 
changes could disproportionately affect 
them by creating further barriers to access – 
relating to their ability to understand and 
adapt to the changes.  This solution entails 
the minimal changes for BME groups in 
South Tyneside compared with option 2.  

Evidence shows that BME groups 
generally have worse health than the 
overall population  - the business plan 
demonstrates that this solution will 
achieve more sustainable, high quality 
cost effective care better able to meet 
their needs and so they may experience a 
disproportionately positive benefit 



Evidence shows that BME groups suffer 
worse health, are more likely to have 
perinatal problems, and experience many 
barriers to accessing health care.  These 
changes could disproportionately affect 
them by creating further barriers to access – 
relating to their ability to understand and 
adapt to the changes.  This solution entails 
greater changes for BME groups in South 
Tyneside compared with option 1 
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 Option 1:  

Provision of 12-hour day-time paediatric ED service at STDH with 24/7 paediatric ED 
at SRH.  

Option 2 

Development of nurse-led paediatric minor injury/illness service between 8am-10pm at 
STDH with 24/7 acute paediatric services at SRH.  

Protected 
characteristic 

Potentially Positive 
Impacts 

Potentially Negative 
Impacts 

Potentially Positive 
Impacts 

Potentially Negative 
Impacts 

   

impact scores A=3 B=3 C=9 A=3 B=-1 C=-3 A=3 B=3 C=9 A=3 B=-2 C=-6 

Marriage and 
civil 
partnership  

The business plan demonstrates that 
this solution will achieve more 
sustainable, high quality cost effective 
care which will benefit all regardless of 
marital status.  High quality children’s 
services play a vital role in population 
health and health inequalities  

 

There is no indication that this group will be 
disproportionately negatively affected by 
the proposed changes 

The business plan demonstrates that this 
solution will achieve more sustainable, 
high quality cost effective care which will 
benefit all regardless of marital status.  
High quality children’s services play a 
vital role in population health and health 
inequalities  

.   

 

There is no indication that this group will be 
disproportionately negatively affected by 
the proposed changes 

Impact scores A=3 B=3 C=9 A=1 B=0 C=0 A=3 B=3 C=9 A=1 B=0 C=0 

Pregnancy 
and 
maternity  

 

 The impact on this group arising from 
the shift of SCBU from South Tyneside 
has been explored in detail in  the 
Obstetric service EqIA 

  

This group are more likely to have 
children with acute paediatric illness 
and will therefore benefit significantly 
from the quality improvements 
associated with this option as 
described in the business case  

 

The impact on this group arising from the 
shift of SCBU from South Tyneside has been 
explored in detail in the Obstetrics service 
EqIA 

This group is less likely to be working and 
will suffer from the increased costs of travel 

This group, as users, may be more likely to 
have other children needing childcare or 
having to accompany them to seek help for a 
sibling. The requirement to travel from 
South Tyneside to Sunderland during the 
night could be inconvenient.  

 

The impact on this group arising from the 
shift of SCBU from S Tyneside has been 
explored in detail in  the Obstetric service 
EqIA 

 

This group are more likely to have 
children with acute paediatric illness and 
will therefore benefit significantly from 
the quality improvements associated with 
this option as described in the business 
case  

 

The impact on this group arising from the 
shift of SCBU from South Tyneside has been 
explored in detail in the Obstetric service 
EqIA 

This group, as users, may be more likely to 
have other children needing childcare or 
having to accompany them to seek help for a 
sibling. The requirement to travel from 
South Tyneside to Sunderland during the 
day and night could be inconvenient and 
challenging.  

 

Pregnancy and 
maternity 

A=3 B=3 C= 9 A=2 B=-1 C= -2 A=3 B=3 C= 9 A=2 B=-2 C= -4 
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 Option 1:  

Provision of 12-hour day-time paediatric ED service at STDH with 24/7 paediatric ED 
at SRH.  

Option 2 

Development of nurse-led paediatric minor injury/illness service between 8am-10pm at 
STDH with 24/7 acute paediatric services at SRH.  

Protected 
characteristic 

Potentially Positive 
Impacts 

Potentially Negative 
Impacts 

Potentially Positive 
Impacts 

Potentially Negative 
Impacts 

equality impact 
scores 

Religion or 
belief 

 

The business plan demonstrates that 
this solution will achieve more 
sustainable, high quality cost effective 
care which will benefit all regardless of 
religion or belief.  High quality 
children’s services play a vital role in 
population health and health 
inequalities  

 

There is no indication that this group will be 
disproportionately negatively affected by 
the proposed changes 

The business plan demonstrates that this 
solution will achieve more sustainable, 
high quality cost effective care which will 
benefit all regardless of religion or belief  
High quality children’s services play a 
vital role in population health and health 
inequalities  

 

There is no indication that this group will be 
disproportionately negatively affected by 
the proposed changes 

Impact scores A=3 B=3 C=9 A=1 B=0 C=0 A=3 B=3 C=9 A=1 B=0 C=0 

Disability 

 

Children with disabilities may be more 
in need of acute paediatric services. 
The business plan demonstrates that 
this solution will achieve more 
sustainable, high quality cost effective 
care which will benefit all.  High quality 
children’s services play a vital role in 
population health and health 
inequalities  

 

Disability (affecting parents or carers or 
children) is associated with increased risk of 
financial difficulties, communication, 
problems, transport and travel difficulties, 
and complex medical problems.  

This group may experience increased  
challenges due to: 

 the increased costs (personal, social, 
economic)  of travel from South 
Tyneside to Sunderland especially 
during the night. 

 difficulties around understanding and 
adapting to the new changes in service 
provision 

Children with disabilities may be more in 
need of acute paediatric services. The 
business plan demonstrates that this 
solution will achieve more sustainable, 
high quality cost effective care which will 
benefit all.  High quality children’s 
services play a vital role in population 
health and health inequalities  

 

Disability (affecting parents or carers or 
children) is associated with increased risk of 
financial difficulties, communication, 
problems, transport and travel difficulties, 
and complex medical problems.  

This group may increase increased 
challenges due to:    

 the increased costs (personal, social, 
economic) of travel from South 
Tyneside to Sunderland day and night 

 difficulties around understanding and 
adapting to the new changes in service 
provision 

Impact scores A=3 B=3 C=9 A=3 B=-1 C=-3 A=3 B=3 C=9 A=3 B=-2 C=-6 

Socio - Socio=economic deprivation is proven 
to affect children’s health and 

There is strong evidence that lower 
economic status is associated with greater 

Socio=economic deprivation is proven to 
affect children’s health and healthcare 

There is strong evidence that lower 
economic status is associated with greater 
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 Option 1:  

Provision of 12-hour day-time paediatric ED service at STDH with 24/7 paediatric ED 
at SRH.  

Option 2 

Development of nurse-led paediatric minor injury/illness service between 8am-10pm at 
STDH with 24/7 acute paediatric services at SRH.  

Protected 
characteristic 

Potentially Positive 
Impacts 

Potentially Negative 
Impacts 

Potentially Positive 
Impacts 

Potentially Negative 
Impacts 

Economic 
deprivation 

 

healthcare outcomes.  This group may 
have greater needs for access to acute 
paediatric services.   The business plan 
demonstrates that this solution will 
achieve more sustainable, high quality 
cost effective care which will benefit 
all.  High quality children’s services 
play a vital role in population health 
and health inequalities  

 

difficulty in accessing information about 
care options, funding for travel and child 
care costs, and involvement with other 
services 

This group may experience increased  
challenges due to: 

 the increased costs (personal, social, 
economic) of travel from South 
Tyneside to Sunderland especially 
during the night. 

 difficulties around understanding and 
adapting to the new changes in service 
provision 

 fragmentation of care across 
boundaries 

outcomes.  This group may have greater 
needs for access to acute paediatric 
services.   The business plan demonstrates 
that this solution will achieve more 
sustainable, high quality cost effective 
care which will benefit all.  High quality 
children’s services play a vital role in 
population health and health inequalities  

 

difficulty in accessing information about 
care options, funding for travel and child 
care costs, and involvement with other 
services 

This group may experience increased  
challenges due to: 

 the increased costs (personal, social, 
economic) of travel from South 
Tyneside to Sunderland day and night. 

 difficulties around understanding and 
adapting to the new changes in service 
provision 

 fragmentation of care across 
boundaries 

Impact scores  

A=3 B=3 C=9 

 

A=3 B=-1 C=-3 

 

A=3 B=3 C=9 

 

A=3 B=-2 C=-6 

Age  

 

Acute paediatric service changes 
disproportionately affect younger age 
groups.  

The business plan demonstrates that 
this solution will achieve more 
sustainable, high quality cost effective 
care which will benefit all.  High quality 
children’s services play a vital role in 
population health and health 
inequalities 

Acute paediatric service changes 
disproportionately affect younger age 
groups.    

Evidence based best practice in provision of  
care for teenage children advocates 
convenience in terms of time, place, 
transport, location.  These changes do not 
meet those requirements by night.  

This group might also find increased 
difficulties relating to  

 understanding and adapting to the 
new changes in service provision 

Acute paediatric service changes 
disproportionately affect younger age 
groups.  

The business plan demonstrates that this 
solution will achieve more sustainable, 
high quality cost effective care which will 
benefit all.  High quality children’s 
services play a vital role in population 
health and health inequalities 

Acute paediatric service changes 
disproportionately affect younger age 
groups.    

Evidence based best practice in provision of  
care for teenage children advocates 
convenience in terms of time, place, 
transport, location.  These changes do not 
meet those requirements by day or night.  

This group might also find increased 
difficulties relating to  

 understanding and adapting to the 
new changes in service provision 
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 Option 1:  

Provision of 12-hour day-time paediatric ED service at STDH with 24/7 paediatric ED 
at SRH.  

Option 2 

Development of nurse-led paediatric minor injury/illness service between 8am-10pm at 
STDH with 24/7 acute paediatric services at SRH.  

Protected 
characteristic 

Potentially Positive 
Impacts 

Potentially Negative 
Impacts 

Potentially Positive 
Impacts 

Potentially Negative 
Impacts 

 the increased costs (personal, social, 
economic) of travel from South 
Tyneside to Sunderland especially 
during the night. 

 the increased costs (personal, social, 
economic) of travel from South 
Tyneside to Sunderland day and night. 

 

Age equality 
impact scores 

 

A=3 B=3 C=9 

 

A=3 B=-1 C=-3 

 

A=3 B=3 C=9 

 

A=3 B=-2 C=-6 
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Table 2: Equality impact scores for vulnerable groups 

Key to categories and colour codes  Total Impact (C) Score Positive Negative  

Major impact +/-     7 - 9   
 

 Moderate impact +/-     4 - 6   

Minor impact +/-     0 – 3   

 

Equality group Option 1:  

Rationalising acute paediatric services in Sunderland overnight, with 
continued provision of services in both localities by day  

Option 2 

Option 2 entails rationalising acute paediatric services in Sunderland day and night 
with the provision of nurse led minor injury and minor illness services in South 
Tyneside by day.    

Positive impact score Negative impact score Total Impact  score Positive impact score Negative impact score Total Impact  score 

Sex/ gender 9 -3 6 9 -3 6 

Sexual orientation 9 0 9 9 0 9 

Gender reassignment 9 0 9 9 0 9 

Race 9 -3 6 9 -6 3 

Marriage and civil partnership 9 0 9 9 0 9 

Pregnancy  / maternity 9 -2 7 9 -4 5 

Religion or belief 9 0 9 9 0 9 

Disability 9 -3 6 9 -6 3 

Socioeconomic deprivation 9 -3 6 9 -6 3 

Age 9 -3 6 9 -6 3 
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Detailed results of the Health and Health Inequalities Impact Assessment of both options 

 
Table 3: Details of the health and health inequalities assessment of both options (for further details regarding sources and statistics, please refer to the 
evidence base summarised in Appendix 3) 

A score  = level of evidence B score  = scale of impact  C score  = AXB 

 

 
Option 1:  

Provision of 12-hour day-time paediatric ED service at STDH with 24/7 paediatric 
ED at SRH.  

 

Health and Health Inequalities Impacts and Scores 

Option 2 

Development of nurse-led paediatric minor injury/illness service between 8am-10pm 
at STDH with 24/7 acute paediatric services at SRH  

 

Health and Health Inequalities Impacts and Scores 

 Positive 

 

Negative Positive Negative 

 

Health outcomes of acute paediatric services 

Disease management 

HEALTH IMPACT 

 

 The changes enable more children to 
benefit from high quality safe health 
care organised around their needs, 24 
hours per day, 7 days per week.  

This option will require some children 
in need in South Tyneside, during the 
night, to travel to Sunderland.    
 
A number of factors – albeit only 
overnight  - could lead to children 
suffering delays in assessment and 
treatment and subsequent 
deterioration.   These factors include: 
 
 Greater demands on services in 

Sunderland with an impact on 
triage efficiency 

 
 Increased travel times and 

The changes enable more children to benefit 
from high quality safe health care organised 
around their needs, 24 hours per day, 7 days 
per week.

This option will require some children 
in need in South Tyneside to travel to 
Sunderland day and night.  All of the 
negative impacts identified for Option 
1     are magnified because of the 
greater number of children affected .  
 
Another magnifier is the potential for 
delays by day arising from the 
additional step of triage and 
assessment in the nurse led unit when 
a transfer to Sunderland is required.  
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Option 1:  

Provision of 12-hour day-time paediatric ED service at STDH with 24/7 paediatric 
ED at SRH.  

 

Health and Health Inequalities Impacts and Scores 

Option 2 

Development of nurse-led paediatric minor injury/illness service between 8am-10pm 
at STDH with 24/7 acute paediatric services at SRH  

 

Health and Health Inequalities Impacts and Scores 

 Positive 

 

Negative Positive Negative 

 

ambulance transfers  
 
 Delays in the pathway due to 

children presenting to South 
Tyneside due to poor 
understanding of the new 
service 

 

Disease management 

HEALTH INEQUALITIES  
IMPACT 

 

Consistent access to high quality 
children’s services is key to reducing 
health inequalities  

As vulnerable children are more likely 
to need acute paediatric services and 
more likely to be disadvantaged by 
the changes this option could have a 
negative impact on inequalities within 
and across South Tyneside 

Consistent access to high quality children’s 
services is key to reducing health 
inequalities 

All of the negative impacts identified 
for Option 1  are higher in this option 
due to the greater numbers of 
children affected. As vulnerable 
children are more likely to need acute 
paediatric services and more likely to 
be disadvantaged by the changes this 
option could have a negative impact 
on inequalities within and across 
South Tyneside 

Disease management 

 HEALTH Impact Score 

A=3 B=3 C=9 A=2 B=-1 C=-2 A=3 B=3 C=9 A=2 B=-2 C=-4 

Disease management 

HEALTH INEQUALITIES  
Impact Score 

A=3 B=3 C=9 A=3 B=-1 C=-3 A=3 B=3 C=9 A=3 B= -2 C=-6 

Emotional wellbeing 
HEALTH IMPACT 

 

An acutely ill child is often distressed.  
Caring for such a child is also 
distressing for parents and carers  - 
timely expert assessment and advice 
can reduce the child’s suffering and 
reduce parental anxiety.  

Delays in access to care; transfers of 
care; confusion over pathways; travel 
to visit, care away from home; 
challenges around continuity with 
wider children’s services (e.g. social 
workers) can all have a detrimental 

An acutely ill child is often distressed.  
Caring for such a child is also distressing for 
parents and carers  - timely expert 
assessment and advice can reduce the 
child’s suffering and reduce parental 
anxiety.  

Delays in access to care; transfers of 
care; confusion over pathways; travel 
to visit, care away from home; 
challenges around continuity with 
wider children’s services (e.g. social 
workers) can all have a detrimental 
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Option 1:  

Provision of 12-hour day-time paediatric ED service at STDH with 24/7 paediatric 
ED at SRH.  

 

Health and Health Inequalities Impacts and Scores 

Option 2 

Development of nurse-led paediatric minor injury/illness service between 8am-10pm 
at STDH with 24/7 acute paediatric services at SRH  

 

Health and Health Inequalities Impacts and Scores 

 Positive 

 

Negative Positive Negative 

 

 
The changes will enable more children 
to benefit from high quality safe health 
care organised around their needs, 24 
hours per day, 7 days per week 
 
 

effect on the emotional wellbeing of 
children, their parents, carers, friends 
and families.    
 
This option introduces these factors 
for the small number of children in 
South Tyneside needing acute 
paediatric services overnight   

 
The changes will enable more children to 
benefit from high quality safe health care 
organised around their needs, 24 hours per 
day, 7 days per week 
 

effect on the emotional wellbeing of 
children, their parents, carers, friends 
and families.    
 
This option introduces these factors 
for more children in South Tyneside 
needing acute paediatric services day 
and night  

Emotional Wellbeing 

HEALTH INEQUALITIES  
IMPACT 

 

Consistent access to high quality 
children’s services is key to reducing 
health inequalities and could minimise 
unnecessary emotional suffering for 
carers/parents and children arising 
from avoidable mortality and morbidity.  

Vulnerable groups are at higher risk 
of needing acute paediatric services 
overnight and of suffering the 
negative impacts on emotional well 
being which are described above.    
However, health inequalities arise 
from more enduring and significant 
health impacts and so,  although these 
groups may experience greater 
suffering, the impact on health 
inequalities is likely to be small.  

Consistent access to high quality children’s 
services is key to reducing health 
inequalities and could minimise 
unnecessary emotional suffering for 
carers/parents and children 

Vulnerable groups are at higher risk 
of needing acute paediatric services 
overnight and of suffering the 
negative impacts on emotional well 
being which are described above.  
 
Again, this option magnifies the 
negative impacts noted in Option 1.  
   
But, since health inequalities arise 
from more enduring and significant 
health impacts the impact on health 
inequalities is likely to be small. 

Emotional wellbeing 
HEALTH impact score  

A=3 B=3 C=9 A=3 B=-1 C=-3 A=3 B=3 C=9 A=3 B=-2   C=-6 

Emotional wellbeing 
HEALTH  INEQUALITIES 
impact score 

 A=3 B=-1 C=-3  A=3 B=-1 C=-3 

Prevention 

 HEALTH IMPACTS 

Any presentation in the unscheduled 
care system should be seen as an 
opportunity for health promotion and 

Challenges to effective prevention can 
arise when care is fragmented, and 
when adequate information about 

The same benefits identified for Option 1 
can be achieved by Option 2.  

The challenges identified for Option 1 
are magnified for this option due to 
the greater numbers of children 
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Option 1:  

Provision of 12-hour day-time paediatric ED service at STDH with 24/7 paediatric 
ED at SRH.  

 

Health and Health Inequalities Impacts and Scores 

Option 2 

Development of nurse-led paediatric minor injury/illness service between 8am-10pm 
at STDH with 24/7 acute paediatric services at SRH  

 

Health and Health Inequalities Impacts and Scores 

 Positive 

 

Negative Positive Negative 

 

 
education on childhood illness and 
safety practices.  Rationalised, high 
quality acute paediatric services which 
are cost-effective have the potential to 
provide consistent advice and develop 
strong links with related services and 
stakeholders leading to enduring 
positive health benefits for children and 
their families and carers.  

children is not available.    
 
This option entails some risks to 
continuity and information sharing  
across boundaries as more children 
from South Tyneside will be crossing 
CCG and local authority boundaries 
over night.  Overall, the numbers and 
impact is likely to be small.   
 
 

affected and the extent of the 
reduction in services available in 
South Tyneside.  
 
 
 

Prevention 

 HEALTH INEQUALITIES 
impacts 

Effective system wide health promotion 
and prevention is essential to reducing 
children’s health inequalities and the 
reconfiguration provides an 
opportunity to implement enduring and 
far reaching changes to transform child 
health across south Tyneside and 
Sunderland.  

The small impacts described above 
will be of more relevance to 
vulnerable groups with a negative 
impact on health inequalities but, the 
numbers are likely to be small. 

The same benefits identified for Option 1 
can be achieved by Option 2. 

The negative impacts described above 
are more significant for vulnerable 
groups and could have an adverse 
impact on health inequalities.  

Prevention 

HEALTH impact score 

 

A=3 B=3 C=9 A=3 B=-1 C=-3 A=3 B=3 C=9 A=3 B=-2 C=-6 

Prevention HEALTH 
INEQUALITIES  impact 
score 

 

 A=3 B=-1 C=-3  A=3 B=-2 C=-6 
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Option 1:  

Provision of 12-hour day-time paediatric ED service at STDH with 24/7 paediatric 
ED at SRH.  

 

Health and Health Inequalities Impacts and Scores 

Option 2 

Development of nurse-led paediatric minor injury/illness service between 8am-10pm 
at STDH with 24/7 acute paediatric services at SRH  

 

Health and Health Inequalities Impacts and Scores 

 Positive 

 

Negative Positive Negative 

 

Safeguarding– HEALTH 
IMPACT 

Safeguarding is of paramount 
importance to child health.  The changes 
provide an opportunity to ensure access 
to specialist assessment and treatment 
24/7.   
 

Effective safeguarding relies on good 
information, communication, and 
cross working at a system level.    This 
option requires children in South 
Tyneside presenting in need 
overnight to cross LA and CCG 
boundaries and this may have a small 
negative impact on safeguarding 
effectiveness and subsequent health  

Safeguarding is of paramount importance to 
child health.  The changes provide an 
opportunity to ensure access to specialist 
assessment and treatment 24/7.   
 

The challenges to effective 
safeguarding are considerably greater 
for this option because more children 
and families from South Tyneside will 
be affected  

Safeguarding – HEALTH 
INEQUALITIES IMPACT 

Effective safeguarding can have a 
positive impact on health inequalities.  

The challenges to safeguarding are 
especially pertinent to vulnerable 
groups and health inequalities they 
suffer  

The same benefits are available in this 
option 

The challenges are especially relevant 
to vulnerable groups and the impact 
could have a larger effect on health 
inequalities.  

Safeguarding HEALTH 
impact score 

A= 3 B=3 C=9 A=2  B=-1 C=-2 A= 3 B=3 C=9 A=3 B=-2 C=-6 

Safeguarding HEALTH 
INEQUALITIES IMPACT 
score  

A=2 B=2 C=4 A=2 B=-1 C=-2 A=2 B=2 C=4 A=2 B=-2 C=-4 

Avoidable healthcare 

HEALTH IMPACT 

Effective and timely management, 
communication, information, safety 
netting and discharge advice can 
promote self care, reduce lengths of stay 
and avoid readmissions or returns to 
A&E .  
 
The changes offer an opportunity to 
improve care quality and rationalise 
and improve communication with 
families and carers to promote self care 

This option introduced some barriers 
to access for users from south 
Tyneside.  Such barriers to expert 
assessment could lead to children 
being transferred to Sunderland 
unnecessarily but the numbers are 
likely to be small.   This should be 
balanced against the much greater 
gains achieved by improved quality of 
care.  

This option can achieve the same potential 
positive health impacts as Option1.  

Evidence indicates that outcomes for 
patients seen by paediatric nurse 
practitioners compared to those seen 
by doctors are similar with no 
significant differences in discharge or 
re-attendance rates.   

Therefore, any negative impacts 
relating to this item will be similar to 
Option1  

 



 77 

 
Option 1:  

Provision of 12-hour day-time paediatric ED service at STDH with 24/7 paediatric 
ED at SRH.  

 

Health and Health Inequalities Impacts and Scores 

Option 2 

Development of nurse-led paediatric minor injury/illness service between 8am-10pm 
at STDH with 24/7 acute paediatric services at SRH  

 

Health and Health Inequalities Impacts and Scores 

 Positive 

 

Negative Positive Negative 

 

and avoid complications or problems 
leading to further contact.  
 

Avoidable healthcare 
HEALTH INEQUALITIES 
IMPACT 

Improved care quality, user experience 
and communication could reduce the 
impact of avoidable care for vulnerable 
groups although this will have a limited 
impact on health inequalities.   

Although vulnerable groups may be 
affected in greater numbers, the 
impact on health inequalities remains 
small. 

This option has similar impacts on health 
inequalities as Option 1.  

Any negative impacts relating to this 
item will be similar to Option1  

 

Avoidable healthcare 
HEALTH impact score 

A= 3 B=3 C=9 A=2  B=-1  C=-2 A= 3 B=3 C=9 A=2  B=-1  C=-2 

Avoidable healthcare 
HEALTH  INEQUALITIES 
impact score 

A=2 B=1 C=2 A=2  B=-1 C=-1 A=2 B=1 C=2 A=2  B=-1 C=-1 

Health outcomes of Access to high quality health care 

Effective health care – 
HEALTH CARE IMPACT 
 

These changes have been developed to 
enable more children to benefit from 
high quality effective health care 
organised around their needs, 24 hours 
per day, 7 days per week. 
The changes are consistent with 
national expert guidance.  
 

Timeliness is key to effectiveness.  
These changes might generate some 
small delays for the small numbers of 
children presenting to South Tyneside 
overnight and requiring inter-hospital 
transfers.   

These changes have been developed to 
enable more children to benefit from high 
quality effective health care organised 
around their needs, 24 hours per day, 7 days 
per week. 
The changes are consistent with national 
expert guidance  

The timeliness of care may be affected 
more in this option whereby higher 
numbers of self presenting ‘sick 
children’ will require inter hospital 
transfer 

Effective health care – 
HEALTH CARE 
INEQUALITIES IMPACT 
 

High quality children’s services can 
have a major impact on health 
inequalities  

The numbers are small but vulnerable 
groups may be disproportionately 
affected resulting in a small negative 
impact on health inequalities.  

High quality children’s services can have a 
major impact on health inequalities 

The numbers are small but vulnerable 
groups may be disproportionately 
affected resulting in a small negative 
impact on health inequalities. 

Effective health care –  A=3 B=-1 C=-3  A=3 B=-2 C=-6 
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Option 1:  

Provision of 12-hour day-time paediatric ED service at STDH with 24/7 paediatric 
ED at SRH.  

 

Health and Health Inequalities Impacts and Scores 

Option 2 

Development of nurse-led paediatric minor injury/illness service between 8am-10pm 
at STDH with 24/7 acute paediatric services at SRH  

 

Health and Health Inequalities Impacts and Scores 

 Positive 

 

Negative Positive Negative 

 

HEALTH IMPACT SCORE  
 
Effective health care – 
HEALTH INEQUALITIES 
IMPACT SCORE  
 

 A=2 B=-1 C=-2  A=2 B=-1 C=-2 

Safe care - HEALTH 
CARE IMPACT 

 The changes address safety concerns 
arising from inconsistent levels of 
specialist staffing.  This will improve 
safety with a positive impact on child 
health outcomes 

Safety can be affectedby delays in 
care, during transfers and handovers 
of care and when adequate 
information about children is 
unavailable.   
 
These risks will be greater for 
children in South Tyneside  - if they 
self refer and  require transfer.   

The changes address safety concerns arising 
from inconsistent levels of specialist 
staffing.  This will improve safety with a 
positive impact on child health outcomes

Safety can be compromised during 
transfers and handovers of care and 
when adequate information about 
children is unavailable.   
 
This option carries greater risks to 
safety because it requires greater 
numbers of children to cross LA and 
CCG boundaries  and to undergo inter 
hospital transfer 

Safe care - HEALTH 
CARE INEQUALITIES 
IMPACT 

The improved safety could have a small 
but positive impact on health 
inequalities with fewer significant 
events affecting children

The numbers involved are small but 
could affect health inequalities due to 
the significance of the health risks

The improved safety could have a small but 
positive impact on health inequalities with 
fewer significant events affecting children

inequalities  

Safe care - HEALTH 
IMPACT SCORE 

 B=3 C=9 A=3 B=-1 C=--3  B=3 C=9 A=3 B=-2 C=-6 

Safe care - HEALTH 
INEQUALITIES IMPACT 
SCORE 

 B=1 C=3 A=3 B=-1 C=-3  B=1 C=3 A=3 B=-2 C=-6 

Cost - Efficient health 
care HEALTH CARE 
IMPACT 

This option achieves some cost savings 
whilst maintaining services close to 
home for all users and also overall 
higher quality services  

The savings associated with this 
option may also be associated with 
some delays in care due to higher 
demands on services in Sunderland 

This option achieves higher cost savings 
than option 2 and overall higher quality 
services  

The savings associated with this 
option may also be associated with 
some inefficiencies relating to higher 
demands on services in Sunderland 
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Option 1:  

Provision of 12-hour day-time paediatric ED service at STDH with 24/7 paediatric 
ED at SRH.  

 

Health and Health Inequalities Impacts and Scores 

Option 2 

Development of nurse-led paediatric minor injury/illness service between 8am-10pm 
at STDH with 24/7 acute paediatric services at SRH  

 

Health and Health Inequalities Impacts and Scores 

 Positive 

 

Negative Positive Negative 

 

 and also additional needs for inter 
hospital transfer.  

and also additional needs for inter 
hospital transfer.  

Cost - Efficient health 
care HEALTH CARE 
INEQUALITIES IMPACT 
 

There is insufficient evidence to assess 
the impact on health inequalities  

There is insufficient evidence to 
assess the impact on health 
inequalities 

There is insufficient evidence to assess the 
impact on health inequalities 

There is insufficient evidence to 
assess the impact on health 
inequalities 

Cost - Efficient health 
care HEALTH CARE 
IMPACT score 
 

 A=2 B=-1 C=-2  A=2 B=-2 C=-6 

Cost - Efficient health 
care HEALTH 
INEQUALITIES  CARE 
IMPACT score 
 

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 

Health care relevant to 
population need 
HEALTH IMPACT 
 

The planned changes meet the 
requirements for change in the face of 
changing population needs – the 
business plan indicates adequate 
capacity to deal with the additional 
demands on services in Sunderland.  
 
There is no available modelling to 
explore the impact of the changes in 
relation  to future demographic changes  

No negative impacts could be 
determined 

The planned changes meet the requirements 
for change in the face of changing 
population needs – the business plan 
indicates adequate capacity to deal with the 
additional demands on services in 
Sunderland.  
 
There is no available modelling to explore 
the impact of the changes in relation  future 
demographic changes 

No negative impacts could be 
determined 

Health care relevant to 
population need 
HEALTH INEQUALITIES 

The current plans indicate that the 
changes will meet the needs of the 
population and, because of their 
significance, could reduce  health 

There is no suggestion of any negative 
impacts on health inequalities.    

The current plans indicate that the changes 
will meet the needs of the population and, 
because of their significance, could reduce  
health inequalities 

There is no suggestion of any negative 
impacts on health inequalities.  
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Option 1:  

Provision of 12-hour day-time paediatric ED service at STDH with 24/7 paediatric 
ED at SRH.  

 

Health and Health Inequalities Impacts and Scores 

Option 2 

Development of nurse-led paediatric minor injury/illness service between 8am-10pm 
at STDH with 24/7 acute paediatric services at SRH  

 

Health and Health Inequalities Impacts and Scores 

 Positive 

 

Negative Positive Negative 

 

IMPACT 
 

inequalities  

Health care relevant to 
population need 
HEALTH IMPACT score 
 

A=2 B=3 C=6 A=1 B=0 C=0 A=2 B=3 C=6 A=1 B=0 C=0 

Health care relevant to 
population need 
HEALTH INEQUALITIES 
IMPACT score 
 

A=2 B=1 C=2 A=1 B=0 C=0 A=2 B=1 C=2 A=1 B=0 C=0 

Acceptable health care 
(patient and carer 
experience) HEALTH 
IMPACT 
 

There is evidence that users value 
compassion, care closer to home, 
timeliness, communication, integration, 
accessibility, smooth transitions.   
 
The service improvements could 
address users needs for improved 
timeliness and communication within a 
24/7 frame but the evidence is limited.  
 
 

Given user preferences and priorities, 
these plans may not be wholly 
acceptable to users due to the loss of 
some overnight care close to home in 
South Tyneside. 

The service improvements could address 
users needs for improved timeliness and 
communication within a 24/7 frame but the 
evidence is limited.  

Given user preferences and priorities, 
these plans may not be wholly 
acceptable to users due to the loss of 
so overnight and day care close to 
home in South Tyneside.  
 
The access to nurse led care will offset 
some of these concerns.    
 
The additional barrier to acceptable 
access may lead to missed 
opportunities for health improvement 
though there is a lack of concrete 
evidence to quantify this impact  

Acceptable health care 
(patient and carer 
experience) HEALTH 
INEQUALITIES IMPACT 

There was no evidence to determine 
how the user experience could manifest 
positively in relation to health 
inequalities  

Although vulnerable groups may 
benefit from higher quality care, the 
changes may be unpopular and 
perceived as barriers to care.  
 

There was no evidence to determine how 
the user experience could manifest 
positively in relation to health inequalities  

Any negative impacts arising from 
barriers to access will have a 
disproportionate impact on 
vulnerable groups and in this option, 
significantly greater numbers are 
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Option 1:  

Provision of 12-hour day-time paediatric ED service at STDH with 24/7 paediatric 
ED at SRH.  

 

Health and Health Inequalities Impacts and Scores 

Option 2 

Development of nurse-led paediatric minor injury/illness service between 8am-10pm 
at STDH with 24/7 acute paediatric services at SRH  

 

Health and Health Inequalities Impacts and Scores 

 Positive 

 

Negative Positive Negative 

 

This could have a small negative 
impact on healthcare  inequalities 

involved. 
 
This could have a small negative 
impact on healthcare  inequalities 

Acceptable health care 
(patient and carer 
experience) HEALTH 
IMPACT SCORE 

A=2 B=1 C=2 A=2 B=-1 C=-2 A=2 B=1 C=2 A=2 B=-2 C=-4 

Acceptable health care 
(patient and carer  
experience)HEALTH 
INEQUALITIES IMPACT 
SCORE  

A=1 B=0  C=0 A=2 B=-1 C=-2 A=1 B=0  C=0 A=2 B=-2 C=-4 

Equitable health care – not scored as addressed throughout 

Health outcomes relating to Environmental Determinants of Health 

Transport HEALTH 
IMPACT 
 

A detailed transport analysis is 
underway.  The proposals will increase 
commuting traffic between S Tyneside 
and Sunderland and carry travel 
implications for service users, carers 
family and friends.  
No clear health benefits could be 
identified 

 and traffic 
could generate an increased risk of 
Road Traffic accidents especially 
affecting those commuting for health 
care and those living close to 
Sunderland and South Tyneside 
hospital sites  

A detailed transport analysis is underway.  
The proposals will increase commuting 
traffic between S Tyneside and Sunderland 
and carry travel implications for service 
users, carers family and friends.  
No clear health benefits could be identified 

 and traffic 
could generate an increased risk of 
Road Traffic accidents especially 
affecting those commuting for health 
care and those living close to 
Sunderland and South Tyneside 
hospital sites  

Transport HEALTH 
INEQUALITIES IMPACT 

No clear health inequalities benefits 
could be identified  are more likely 

to be affected by accidents and traffic 
pollution thus contributing to health 
inequalities for those populations 

No clear health inequalities benefits could 
be identified  are more likely 

to be affected by accidents and traffic 
thus contributing to health 
inequalities for those populations
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Option 1:  

Provision of 12-hour day-time paediatric ED service at STDH with 24/7 paediatric 
ED at SRH.  

 

Health and Health Inequalities Impacts and Scores 

Option 2 

Development of nurse-led paediatric minor injury/illness service between 8am-10pm 
at STDH with 24/7 acute paediatric services at SRH  

 

Health and Health Inequalities Impacts and Scores 

 Positive 

 

Negative Positive Negative 

 

Transport HEALTH 
IMPACT score  

A=1 B=0 C=0 A=1 B=-1 C=-1 A=1 B=0 C=0 A=1 B=-1 C=-1 

Transport HEALTH 
INEQUALITIES IMPACT 
score  

A=1 B=0 C=0 A=1 B=-1 C=-1 A=1 B=0 C=0 A=1 B=-1 C=-1

Natural and built 
environment HEALTH 
IMPACT 
 

No clear health benefits / disadvantages 
could be identified 

No clear health benefits / 
disadvantages could be identified

No clear health benefits / disadvantages 
could be identified 

No clear health benefits / 
disadvantages could be identified

Natural and built 
environment HEALTH 
INEQUALITIES IMPACT 

No clear health benefits / disadvantages 
could be identified 

No clear health benefits / 
disadvantages could be identified

No clear health benefits / disadvantages 
could be identified 

No clear health benefits / 
disadvantages could be identified

Natural and built 
environment HEALTH 

IMPACT SCORE 

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0

Natural and built 
environment HEALTH 
INEQUALITIES IMPACT 

SCORE 

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0

Pollution HEALTH 
IMPACT 

No clear health benefits could be 
identified 

The increased traffic could marginally 
increase noise and air pollution

No clear health benefits could be identified The increased traffic could marginally 
increase noise and air pollution

Pollution HEALTH 
INEQUALITIES IMPACT 

No clear health inequalities benefits 
could be identified  are more likely 

to be affected by pollution thus 
contributing to health inequalities for 
those populations 

No clear health inequalities benefits could 
be identified  are more likely 

to be affected by pollution thus 
contributing to health inequalities for 
those populations 

Pollution HEALTH 
IMPACT SCORE 

A=1 B=0 C=0  A=1 B=0 C=0 
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Option 1:  

Provision of 12-hour day-time paediatric ED service at STDH with 24/7 paediatric 
ED at SRH.  

 

Health and Health Inequalities Impacts and Scores 

Option 2 

Development of nurse-led paediatric minor injury/illness service between 8am-10pm 
at STDH with 24/7 acute paediatric services at SRH  

 

Health and Health Inequalities Impacts and Scores 

 Positive 

 

Negative Positive Negative 

 

Pollution HEALTH 
INEQUALITIES IMPACT 
SCORE 

A=1 B=0 C=0  A=1 B=0 C=0 

Housing HEALTH 
impact 

No clear health benefits / disadvantages 
could be identified 

No clear health benefits / 
disadvantages could be identified

No clear health benefits / disadvantages 
could be identified 

No clear health benefits / 
disadvantages could be identified

Housing HEALTH 
INEQUALITIES impact 

No clear health benefits / disadvantages 
could be identified 

No clear health benefits / 
disadvantages could be identified

No clear health benefits / disadvantages 
could be identified 

No clear health benefits / 
disadvantages could be identified

Housing HEALTH 
impact score 

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0

Housing HEALTH 
INEQUALITIES impact 
score  

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0

Health outcomes relating to Economic determinants of health  

Education, skills, 
learning HEALTH 
IMPACT 

 

Both proposals entail staff losses albeit 
in very small numbers.  There is an 
overall net shift of specialist skills out of 
South Tyneside and into Sunderland 
with an associated small health benefit 
for Sunderland residents  

Both proposals entail staff losses 
albeit in very small numbers.  The 
losses in this option are marginally 
lower than option 2.  
 
There is an overall net shift of 
specialist skills out of South Tyneside 
and into Sunderland with an 
associated small negative health 
impact for South Tyneside residents 

Both proposals entail staff losses albeit in 
very small numbers.  There is an overall net 
shift of specialist skills out of South 
Tyneside and into Sunderland with an 
associated small health benefit for 
Sunderland residents.  The net impact is 
greater for this option.  

Both proposals entail staff losses 
albeit in very small numbers.  The 
losses in this option are marginally 
higher than option 1. 
 
There is an overall net shift of 
specialist skills out of South Tyneside 
and into Sunderland with an 
associated small negative health 
impact for South Tyneside residents.  
The net negative impact is greater for 
this option than option 1  

Education, skills, 
learning HEALTH 
INEQUALITIES IMPACT 

The numbers are very small but could 
have a marginal positive impact on 
health inequalities in Sunderland,  

The numbers are very small but could 
have a marginal negative impact on 
health inequalities in South Tyneside 

The numbers are very small but could have 
a marginal positive impact on health 
inequalities in Sunderland 

The numbers are very small but could 
have a marginal negative impact on 
health inequalities in South Tyneside 
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Option 1:  

Provision of 12-hour day-time paediatric ED service at STDH with 24/7 paediatric 
ED at SRH.  

 

Health and Health Inequalities Impacts and Scores 

Option 2 

Development of nurse-led paediatric minor injury/illness service between 8am-10pm 
at STDH with 24/7 acute paediatric services at SRH  

 

Health and Health Inequalities Impacts and Scores 

 Positive 

 

Negative Positive Negative 

 

 
Education, skills, 
learning HEALTH 
IMPACT score 
 

A=1 B=1 C=1 A=1 B=-1 C=-1 A=1 B=1 C=1 A=1 B=-1 C=-1 

Education, skills, 
learning HEALTH 
INEQUALITIES IMPACT 
score 
 

A=1 B=1 C=1 A=1 B=-1 C=-1 A=1 B=1 C=1 A=1 B=-1 C=-1 

Employment HEALTH 
IMPACT 

Both proposals entail staff losses albeit 
in very small numbers.  There is an 
overall net shift of specialist skills out of 
South Tyneside and into Sunderland 
with an associated small health benefit 
for Sunderland residents 

Both proposals entail staff losses 
albeit in very small numbers.  The 
losses in this option are marginally 
lower than option 2.  Fewer jobs in 
South Tyneside could have a negative 
impact on health there 
 



Both proposals entail staff losses albeit in 
very small numbers – less jobs in South 
Tyneside and more in Sunderland. The net 
impact is marginally greater for this option 
with a potentially positive impact on health 
in Sunderland.. 

Both proposals entail staff losses 
albeit in very small numbers.  The 
losses in this option are marginally 
higher than option 1.  Fewer jobs in 
South Tyneside could have a negative 
impact on health i there  
 



Employment HEALTH 
INEQUALITIES IMPACT 

The numbers are very small but 
increased jobs could have a marginal 
positive impact on health inequalities in 
Sunderland, 

The numbers are very small but could 
have a marginal negative impact on 
health inequalities in South Tyneside

The numbers are very small but increased 
jobs could have a marginal positive impact 
on health inequalities in Sunderland

The numbers are very small but could 
have a marginal negative impact on 
health inequalities in South Tyneside

Employment HEALTH 
IMPACT SCORE 

A=1 B=1 C=1 A=1 B=-1 C=-1 A=1 B=1 C=1 A=1 B=-1 C=-1

Employment HEALTH 
INEQUALITIES IMPACT 
SCORE  

A=1 B=1 C=1 A=1 B=-1 C=-1 A=1 B=1 C=1 A=1 B=-1 C=-1

Business development specialist paediatric 
care in Sunderland could generates 

Losses to investment in specialist 
paediatric services in South Tyneside 

specialist paediatric 
care in Sunderland could generates business 

Losses to investment in specialist 
paediatric services in South Tyneside 
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Option 1:  

Provision of 12-hour day-time paediatric ED service at STDH with 24/7 paediatric 
ED at SRH.  

 

Health and Health Inequalities Impacts and Scores 

Option 2 

Development of nurse-led paediatric minor injury/illness service between 8am-10pm 
at STDH with 24/7 acute paediatric services at SRH  

 

Health and Health Inequalities Impacts and Scores 

 Positive 

 

Negative Positive Negative 

 

and investment 
HEALTH IMPACT 

 

business opportunities for this area 
with potentially positive impacts on 
health 

could have a marginal negative impact 
on the health of the population there  

opportunities for this area with potentially 
positive impacts on health 

could have a marginal negative impact 
on the health of the population there 

Business development 
and investment 
HEALTH INEQUALITIES 
IMPACT 

This expansion could have a small  
positive impact on health inequalities in 
Sunderland 

These losses could have a small 
negative impact on health inequalities 
in South Tyneside 

This expansion could have a small  positive 
impact on health inequalities in Sunderland 

These losses could have a small 
negative impact on health inequalities 
in South Tyneside 

Business development 
and investment 
HEALTH IMPACT SCORE 

A=1 B=1 C=1 A=1 B=-1 C=-1 A=1 B=1 C=1 A=1 B=-1 C=-1 

Business development 
and investment 
HEALTH INEQUALITIES 
IMPACT SCORE 

A=1 B=1 C=1 A=1 B=-1 C=-1 A=1 B=1 C=1 A=1 B=-1 C=-1 

Financial inclusion 
HEALTH IMPACT 

 

No clear health benefits / disadvantages 
could be identified 

No clear health benefits / 
disadvantages could be identified 

No clear health benefits / disadvantages 
could be identified 

No clear health benefits / 
disadvantages could be identified 

Financial inclusion 
HEALTH INEQUALITIES 
IMPACT 

 

No clear health benefits / disadvantages 
could be identified 

No clear health benefits / 
disadvantages could be identified 

No clear health benefits / disadvantages 
could be identified 

No clear health benefits / 
disadvantages could be identified 

Financial inclusion 
HEALTH IMPACT SCORE 

 

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 
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Option 1:  

Provision of 12-hour day-time paediatric ED service at STDH with 24/7 paediatric 
ED at SRH.  

 

Health and Health Inequalities Impacts and Scores 

Option 2 

Development of nurse-led paediatric minor injury/illness service between 8am-10pm 
at STDH with 24/7 acute paediatric services at SRH  

 

Health and Health Inequalities Impacts and Scores 

 Positive 

 

Negative Positive Negative 

 

Financial inclusion 
HEALTH INEQUALITIES  
IMPACT SCORE 

 

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 

 
Table 4: Integrated Health & Health Inequalities Impact scores for both Options  

Colour Key   

Positive Negative  Option 1 Option 2 

Major impact 
13-18 

Major impact 
_13-18 

 
Provision of 12-hour day-time paediatric ED 
service at STDH with 24/7 paediatric ED at 
SRH.  
 
 

 
Development of nurse-led paediatric minor 
injury/illness service between 8am-10pm at STDH 
with 24/7 acute paediatric services at SRH. 
 

Moderate impact 
7-12 

Moderate impact 
-(7- 12) 

Minor impact 
0-6 

Minor impact 
-(0—6) 

 
  

  Total POSITIVE integrated 
health and health inequality 

impact score 

Total NEGATIVE integrated 
health and health inequality 

impact score 

TOTAL INTEGRATED IMPACT SCORE 

Impact Domains 
Impact Domain 
Attributes 

Option 1 Option 2 Option 1 Option 2 Option 1 Option 2 
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  Total POSITIVE integrated 
health and health inequality 

impact score 

Total NEGATIVE integrated 
health and health inequality 

impact score 

TOTAL INTEGRATED IMPACT SCORE 

Impact Domains 
Impact Domain 
Attributes 

Option 1 Option 2 Option 1 Option 2 Option 1 Option 2 

Health  & 
wellbeing 
relating to use 
of acute 
paediatric  
services 

Disease management 18 18 -5 -10 13 8 

Emotional Wellbeing  18 18 -6 -9 12 9 

Prevention 18 18 -6 -12 12 6 

Safeguarding 13 13 -4 -10 9 3 

Avoidable health care  11 11 -3 -3 8 8 

Health  & 
wellbeing 
status relating 
to access to 
high quality 
health care 

Effective health care 18 18 -5 -8 13 10 

Safe health care 12 12 -6 -12 6 0 

Cost efficient health care 6 9 -2 -6 4 3 

Relevance to healthcare 
need 

8 8 0 0 8 8 

Acceptable health care 2 2 -4 -8 -2 -6 

Health  & 
wellbeing 
status relating 
to 
Environmental 
determinants 
of health 

Transport 0 0 -2 -2 -2 -2 

Natural and built 
environment 

0 0 0 0 0 0 

Pollution  0 0 -2 -2 -2 -2 

Housing 0 0 0 0 0 0 
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  Total POSITIVE integrated 
health and health inequality 

impact score 

Total NEGATIVE integrated 
health and health inequality 

impact score 

TOTAL INTEGRATED IMPACT SCORE 

Impact Domains 
Impact Domain 
Attributes 

Option 1 Option 2 Option 1 Option 2 Option 1 Option 2 

Health  & 
wellbeing 
status relating 
to Economic 
determinants 
of health  

Education, skills and 
learning  

2 2 -2 -2 0 0 

Employment 2 2 -2 -2 0 0 

Business development 2 2 -2 -2 0 0 

Financial inclusion 0 0 0 0 0 0 

TOTAL ALL 130 133 -51 -88 79 45 
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Appendix 1: Details of the scoring system used for the 
Equality Impact Assessment28 

 

Impact decision =  Score A x Score B 

 
Level of available evidence scoring system  (A) 

Level of available evidence Score  A 

Existing data/research 3 
Anecdotal / awareness data only 2 
No evidence or suggestion 1 
 
Potential Impact scoring system  (B) 
Potential 
Scale of 
Impact 

Definitions Score  
B 

High 
negative 

Evidence indicates:  

the organisation will/may not meet its statutory requirements 

under equality and human rights legislation 

there is/may be disproportionate and/or unjustifiable adverse 

impact on staff, service users and/or the community. 

-3 

Medium 
negative 

Evidence indicates:  

the proposal may adversely impact on some elements of the 

equality legislative requirements, but the impact will not 

affect compliance 

there is potential for some adverse impact which may affect 

groups differently. 

-2 

Low 
negative 

Evidence indicates:  

there is little or no relevance regarding the equality 

legislative requirements 

there may be some differential impact, but this does not have 

disproportionate or inequitable outcome and can be 

reasonably justified 

-1 

No impact  
 

0 

Low 
positive 

Evidence indicates:  

there is little or no relevance regarding the equality 

legislative requirements 

there is a positive and/or proportionate impact on staff, 

service users and/or the community 

 

+1 

Medium Evidence indicates:  +2 

                                                        
28 NHS Centre for Equality and Human Rights.   A toolkit for carrying out Equality 
impact assessment. 
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positive the proposal supports the organisation in meeting its 

statutory duties under equality and human rights legislation 

there is a positive and/or proportionate impact on staff, 

service users and/or the community 

 
High 
positive 

Evidence indicates:  

the proposal  supports the organisation in meeting its 

statutory duties under equality and human rights legislation 

there is a positive and/or proportionate impact on staff, 

service users and/or the community 

+3 
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Appendix 2: Scoring system used for the Health Impact 
Assessment 

Impact decision =  Score A x Score B 

 
Level of available evidence scoring system  (A) 

Level of available evidence Score  
A 

Existing data/research 3 
Anecdotal / awareness data only 2 
No evidence or suggestion 1 
 
Potential Impact scoring system  (B) 
Potential 
Scale of 
Impact 

Definitions Score  
B 

High 
negative 

Evidence indicates:  

A high risk to the health of the community, patients or staff 

 

-3 

Medium 
negative 

Evidence indicates:  

A medium risk to the health of the community, patients or 

staff 

-2 

Low 
negative 

Evidence indicates:  

A low risk to the health of the community, patients or staff 
-1 

No impact  
 

0 

Low 
positive 

Evidence indicates:  

A small benefit to the health of the community, patients or 

staff  

+1 

Medium 
positive 

Evidence indicates:  

A medium benefit to the health of the community, patients 

or staff  

+2 

High 
positive 

Evidence indicates:  

A significantly positive benefit to the health of the 

community, patients  or staff 

+3 
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Appendix 3: Evidence to support the Integrated Impact 
Assessment. 

Key Equality and Health Inequalities issues concerning children: evidence 
summary 
 

Socio-economic deprivation - Marmot highlighted how poor health is strongly linked 
to socio-economic status, and how ‘giving children a good start in life’ and ‘enabling all 
children, young people and adults to maximize their capabilities and have control over 
their lives’ is key to reducing health inequalities (Marmot 2010).   

It is widely accepted that adverse factors relating to a young child's family and 
environment cause poorer outcomes for the child, both to their safety, and to their 
development and behaviour. Parental mental health issues, substance misuse, domestic 
violence, financial stress and teenage motherhood are themes which are frequently 
identified as indicating poorer outcomes for children (ChiMat a).  Social exclusion for 
children is more common in households where adults experience a range of social 
exclusions (Main 2014). 

Child poverty is about children living in households suffering from a lack of material 
resources including money, access to healthcare, a decent home and a high- quality free 
education.  Children are much more likely to live in low-income households than the 
population as a whole: 27% compared to 21% (Children’s Society 2013).   

Certain groups of children are more likely to suffer poverty (Children’s Society 2013).   

 Children in households affected by disabilities - Children living in poverty are 
more likely to live with adults with fair or bad health, and to live with adults 
with a limiting illness (Main 2014) 

 Lone parent families  
 BME groups 
 Workless households 
 Asylum seeking families 
 Households affected by alcohol or substance misuse - National Statistics indicate 

that 30% of children aged under 16 years in the UK lived with one binge 
drinking parent and 8% lived with an adult who had recently used illicit drugs  

(ChiMat a) 

Children born to poor families are more likely to be born premature, have low birth 
weights, and die in the first year of life (Main 2012) more likely to be hospitalised, 
report a long-standing illness, suffer a serious accident and be socially isolated (ChiMat 
a; The Children’s Society 2013; Main 2014). 

Evidence suggests that lower socio-economic status is associated with increased 
difficulty in accessing information about care options (NICE 2015) and poorer reported 
experiences of care (Kings Fund 2014).  

Young people who are homeless, or in foster care, or who have difficult relationships 
with their family or carers, experience poorer health (AYPH 2014), significant 
inequalities (Barnardos 2000) and are less likely to make successful transitions into 
adult services (NICE 2016, NICE 2015). 

 
Emotional wellbeing  - Systematic reviews indicate that in the non-elderly adult 
population, 9-10% of women and 5-6% of men will be parents with a mental health 
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problem.  Most suffer common mental disorders such as depression or anxiety, a very 
small suffer from psychotic disorders such as schizophrenia.  Research studies estimate 
that as many as 25% of children aged 5-15 years have mothers who would be classified 
as at risk for common mental health problems (ChiMat a)..  

National statistics indicate that 1.8% of children in England live in households where 
there is a known high risk case of domestic abuse and violence (ChiMat a).. 

Mental health problems, in particular depression, are the largest contributor to the 
global burden of disease among young people. It is estimated that almost one in ten 
children aged 11-15 years suffer mental health problems including anxiety and 
depression (PHE 2015a) 

Young people engage in risk taking behaviours that can significantly contribute to health 
problems later in life eg alcohol use contributes to road traffic accidents ; unsafe sex can 
lead to sexually-transmitted infections (STIs), including HIV, and unintended pregnancy 
(PHE 2015b). 

 
Disability and sensory impairment - The prevalence rates of children and adolescents 
with mild disabilities are higher for those from semi-skilled manual and unskilled 
manual family backgrounds.  Estimated rates vary between 3-5.4% (ChiMat b).  

Health care priorities for children with disabilities, include ‘joined up care’; 
communication; participation; care quality (CQC 2012).   

Reports of patient experience are poorer for children with physical disabilities, a 
learning disability, a sensory impairment or a mental health condition. Children with 
these long term conditions are more likely to report their experience of health care as 
stressful (CQC 2012) because they have to ‘fight for services’; and be negative about the 
information provided by staff and the quality of their communications with staff (CQC 
2015) .  Many families are concerned that staff do not know about their child’s medical 
condition when treating them, but this is more common with respect to children with a 
physical disability or mental health condition (CQC 2015).  

There are additional costs associated with raising a disabled child or supporting a 
disabled adult (Children’s Society 2013). Families with disabled children incur 
additional health care costs relating to spending on aids, transport and accommodation 
(Kings Fund 2014).    

 
Ethnicity - Black and minority ethnic (BME) groups generally have worse health than 
the overall population, although some BME groups fare much worse than others, and 
patterns vary from one health condition to the next. Evidence suggests that the poorer 
socio-economic position of BME groups is the main factor driving ethnic health 
inequalities (POST 2007).   There is also evidence indicating that BME communities 
experience poorer access to healthcare because of personal and organisational factors 
(Stevenson 2004).  The main personal factors include cultural differences, language and 
literacy challenges, and newness” or user ignorance concerning familiarity with the NHS 
and available services (Szczepura A).  

Organisational factors which act as barriers to access for BME groups include provision 
for ‘minority’ problems which aren’t required by the majority population eg 
thalassaemia, locations which aren’t geographically accessible or do not provide 
adequate levels of interpreters (a common problem in A&E services in surveys), and 
staff skills and awareness of diversity issues (Szczepura A). 

There is an association between BME status and lower subjective wellbeing resulting in 
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poorer physical and mental health outcomes (Stevenson 2004)  

Young people of ethnic minority background, recent migrants and those who do not 
speak English as their first language are likely to have less access to information and 
advice, reduced access to health and social care services and may be more likely to drop 
out from services during transition (NICE 2015). 

Ethnic minority carers are sometimes expected to provide informal care more often 
than their white counterparts (NICE 2015) 

Gender - women carers are sometimes expected to provide informal care more often 
than their male counterparts (NICE 2015)  
 

 

Key health care quality issues concerning provision and reconfiguration of 
Acute Paediatric Services: evidence summary 
 
 

Reconfiguring paediatric services - There is consistent and considerable expert 
support for reconfiguring acute paediatric services but little research to guide an 
optimal configuration (Kings Fund 2014 b).   

The chief drivers for reconfiguration include the current economic climate, increasing 
population needs in terms of numbers, expectations, technological advances and 
complexity, and achieving adequate levels of specialist paediatric medical staff to assure 
clinical quality in the face of recruitment difficulties, working time regulations and the 
shift towards seven day working (RCPCH 2015a) 

A major considerations is access to timely assessment and consultant paediatric advice - 
consultants ‘make better decisions more quickly and are critical to reducing the costs of 
patient care while maintaining quality (RCPCH 2015a; Kings Fund 2014 b; RCPCH 
2012a). 

Reconfiguration offers a means of achieving high quality, safe care, organised around the 
child’s need, 24 hours a day, seven days a week (RCPCH 2015a) 

Experts, with reference to available research and audit evidence, agree that successful 
reconfiguration must address the following principles  (RCPCH 2015 a) 

1. Reduce the number of inpatient sites  

2. Increase the number of consultants  

3. Expand significantly the number of registered children’s nurses  

4. Expand the number of GPs trained in paediatrics  

5. Decrease the number of paediatric trainees  

Achieving adequate levels of skilled staff is the priority so that children are seen by 
suitably qualified staff at the right time (RCPCH 2015 a; NCEPOD 2007) 

A small prospective study compared outcomes for patients seen by paediatric nurse 
practitioners compared to those seen by doctors and found there were no statistically 
significant differences in discharge or re-attendance rates (Kings Fund 2014 b) 

There is little and conflicting evidence on timeliness of access (Kings Fund 2014 b).    
One study found that asthma mortality increased with travel time to hospital, with a 
relative risk of 1.07 for each 10-minute increase in journey time and yet, a small review 
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of the literature about telemedicine and unscheduled paediatric care found studies 
reporting improvements in care quality indicators, better staff-reported measures of 
quality and reduced transfer rates (Kings Fund 201 b).  

Experts recommend that an initial clinical assessment should be made within 15 
minutes of arrival and provision should be made for high volume surges to reduce the 
risk of children waiting more than 15 minutes for assessment (RCPCH 2012b).  This 
should include a senior decision maker undertaking rapid overviews of any children 
waiting (NHSE 2015).  

Good practice entails involving children in developing and evaluating services (RCPCH 
2010). Participation has the potential to reduce health inequalities; however this 
requires an understanding of existing power imbalances, barriers affecting the 
involvement of children and young people from diverse backgrounds and a range of 
experience, and an invested commitment to address the inequalities (RCPCH 2010). 

Service quality standards - Numerous quality standards have been developed to guide 
delivery of paediatric services (RCPCH and RCGP 2015; RCPCH 2015 a; NHSE 2015; 
RCPCH 2012b; RCS 2015; RCPCH 2014a; NICE 2010; PICS 2015). These guidelines 
emphasise staffing mix and levels, paediatric skills, education and training,  ‘joined up 
working’ and information sharing.  Summaries of the most recent standards are 
presented below (RCPCH and RCGP 2015; RCPCH 2015).  

Effectiveness & Safety– various audits have highlighted the main challenge in acute 
paediatrics - most children’s illnesses are minor and it is difficult for healthcare 
professionals to identify the very few children with serious illnesses (RCPCH and RCHP 
2015).  

Failure to spot the severity of a child’s illness because of lack of paediatric expertise and 
training is a key cause of avoidable child death (Kings Fund 2014 b; RCPCH 2014b)  

Admissions can result in additional morbidity such as hospital-acquired infections, 
distress, disruption and costs to children and their families (separation, school absence, 
travel time and travel cost) as well as being costly for the NHS  (RCPCH 2015).  There is 
good evidence that regular consultant review can decrease length of stay for patients 
and improve quality of care (RCPCH 2015)   

Transitions of care are central to clinical effectiveness (RCPCH 2015; PICS 2015; RCPCH 
and RCGP; Kings Fund 2014 b; NICE 2016; RCPCH 2014a)  

 Effective handovers between paediatric teams are essential to ensure 
adequate continuity of care  - There is a growing body of evidence that 
clinically significant information can be lost during the handover process, 
and that this can lead to adverse outcomes for patients  

 Detailed discharge information on self-care enables children and their 
parents / carers to effectively manage care at home  

 Safety netting information also provides advice on when and where to seek 
further help if needed, helps to reduce demands on health services including 
reducing re-attendances by decreasing parental anxiety, improving 
confidence to self-care and encouraging appropriate follow-up care with 
primary care  

 Effective transitions between children’s and adults services can avoid 
children being lost to follow up  

 A life-course approach, coherently addressing the different stages in life and 
the key transitions, is more effective than tackling individual risk factors in 
isolation  (CYPH 2012 ) 

The various guidelines and standards cited above emphasise that special provision is 
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required for specific groups, for example  

 Neonates 
 Children with safeguarding concerns  
 Young people    
 Young people in transition 
 Children with life-limiting conditions 
 Children with physical, learning or emotional difficulties  
 Families with socio-economic pressures eg homelessness, with social workers 
 Families from BME communities without English as a first language 
 Critically ill children - assessment, staffing, care pathways, transfers and 

transport  

Any presentation in the unscheduled care system should be seen as an opportunity for 
health promotion and education on childhood illness and safety practices (RCPCH 
2012b;  RCPCH and RCGP 2015). 

No matter where children are being cared for, their basic health information should be 
available, as needed, to those looking after them. Information should flow between 
systems while keeping confidential information safe and secure (RCPCH 2015; RCPCH 
and RCGP 2015; CYPH 2012) 

Agreed and documented care pathways help to promote high-quality, evidence-based 
assessment and management of the acutely unwell child when accessing local 
unscheduled care services  (RCPCH and RCGP 2015).  Early warning and assessment 
scores can promote patient safety (NHSE 2017) 

Regular whole system meetings can (RCPCH and RCGP 2015) 

 help to build strategic connections across the system  
 drive through system-wide improvements.  
 provide the opportunity to work together to promote appropriate use of 

health services by building children's and their parent and carers’ capability 
and confidence to self-care. (Especially for vulnerable and marginalised 
groups who repeatedly report poorer experiences of care  

The RCPCH work on outcomes measures identifies 5 domains and related priorities 
relevant to acute paediatric services for infants, children and young people aged 0 to 18 
(RCPCH  2017):  

a) Management of acute illness by inpatient general paediatric services 
 Evidence based medical management of acute paediatric problems  - with an 

emphasis on sepsis, asthma, epilepsy 
 Timely clinical responses – with an emphasis on effective application of 

Paediatric Early Warning System and minimizing emergency transfers to 
paediatric intensive care .  

b) Patient safety 
 Medication and treatment errors 
 Learning from significant events 
 Clinical Handovers 
c) Activity and patient flow 
 Admissions rates 
 Lengths of stay 
 Unplanned readmissions within 24 and 48 hours and 7 days of discharge 
d) Patient and parent/carer experience 
 Pain management 
 Anxiety and distress  / emotional wellbeing 
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e) Staff experience 
 Satisfaction,  
 Health 
 Capability 

User experience - There is strong evidence that experience of care is linked to 
outcomes and safety (National Quality Board 2015).   Priorities for all patients are 
patient-centred communication and compassion (National Quality Board 2015).  In 
acute paediatrics, other priorities include (PEN 2013; CYPH 2012; NICE 2016; RCPCH 
and RCGP 2015) 

 timely access to expert advice  
 effective transitions between  paediatric and adult care 
 listening to and addressing the needs of young people  
 integrating services and information 

Communication issues of concern to children and their families relate to awareness of 
medical history, information on discharge and involvement of older children (12 years 
and over) in decisions about their care (CQC 2015).   On discharge, families would like 
more information about the condition or treatment, and what to do if they are worried 
once home (CQC 2015).   In a recent survey 41% of carers and parents did not feel that 
staff were definitely aware of their child’s medical history when treating them  (CQC 
2015).  

The provision of written in addition to verbal discharge information increases 
knowledge and satisfaction.  There is also a growing demand for information to be 
provided in different formats, including video and internet-based information (RCPCH 
and RCGP 2015) 

Children have different needs at different ages.  Priorities for young people friendly 
health services address (DH 2011):  

 Accessibility – public transport, convenient times for young people 
 Publicity 
 Confidentiality and consent 
 Environment 
 Staff training, skills, attitudes and values 
 Joined-up working – co-location of services wherever possible 
 Young people’s involvement in monitoring and evaluation of patient experience 
 Health issues for young people 

Primary care for children – Around a quarter of patients seen by a GP are children, but 
many GPs lack the confidence to assess and treat children in their surgery, leading many 
to refer children to hospital for conditions that could be managed in general practice or 
other community settings (RCPCH and RCGP 2015) 

Strong links between paediatricians and GPs are fundamental to providing more 
efficient and higher quality care for children in the community (RCPCH and RCGP 2015) 
 

 
 
  

http://bmjopen.bmj.com/content/3/1/e001570.full
http://bmjopen.bmj.com/content/3/1/e001570.full
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RCPCH (2015) Facing the Future: Standards for Acute General Paediatric Services 
(revised 2015) 

1. A consultant paediatrician* is present and readily available in the hospital during times of 

peak activity, seven days a week.  

2. Every child who is admitted to a paediatric department with an acute medical problem is seen 
by a healthcare professional with the appropriate competencies to work on the tier two 

(middle grade) paediatric rota within four hours of admission.  

3. Every child who is admitted to a paediatric department with an acute medical problem is seen 

by a consultant paediatrician* within 14 hours of admission, with more immediate review as 

required according to illness severity or if a member staff is concerned.  

4. At least two medical handovers every 24 hours are led by a consultant paediatrician*.  

5. Every child with an acute medical problem who is referred for a paediatric opinion is seen by, 

or has their case discussed with, a clinician with the necessary skills and competencies before 

they are discharged. This could be: a paediatrician on the consultant rota, a paediatrician on 

the tier two (middle grade) rota, or a registered children’s nurse who has completed a 

recognised advanced children’s nurse practitioner programme and is an advanced children’s 

nurse practitioner.  
6. Throughout all the hours they are open, paediatric assessment units have access to the opinion 

of a consultant paediatrician* (*or equivalent staff, associate specialist or speciality doctor 

who is trained and assessed as competent to work on the paediatric consultant rota).  

7. All general paediatric inpatient units adopt an attending consultant* system, most often in the 

form of the ‘consultant of the week’ system.  

8. All general paediatric training rotas are made up of at least ten whole time equivalent posts, 

all of which are compliant with the UK Working Time Regulations and European Working 

Time Directive.  

9. Specialist paediatricians are available for immediate telephone advice for acute problems for 

all specialties, and for all paediatricians. 

10.  All children, children’s social care, police and health teams have access to a paediatrician 
with child protection experience and skills (of at least level 3 safeguarding competencies) who 

is available to provide immediate advice and subsequent assessment, if necessary, for children 

under 18 years of age where there are child protection concerns. The requirement is for 

advice, clinical assessment and the timely provision of an appropriate medical opinion, 

supported by a written report 
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RCPCH and RCGP (2015) Facing the future: together for child health: Summary List 
of Standards  

1. GPs assessing or treating children with unscheduled care needs have access to immediate 

telephone advice from a consultant paediatrician.  

2. Each acute general children’s service provides a consultant paediatrician-led rapid- access 
service so that any child referred for this service can be seen within 24 hours of the referral 

being made.  

3. There is a link consultant paediatrician for each local GP practice or group of GP practices.  

4. Each acute general children’s service provides, as a minimum, six-monthly education and 

knowledge exchange sessions with GPs and other healthcare professionals who work with 

children with unscheduled care needs.  

5. Each acute general children’s service is supported by a community children’s nursing service 

which operates 24 hours a day, seven days a week, for advice and support, with visits as 

required depending on the needs of the children using the service.  

6. There is a link community children’s nurse for each local GP practice or group of GP 

practices.  

7. When a child presents with unscheduled care needs the discharge summary is sent 
electronically to their GP and other relevant healthcare professionals within 24 hours and the 

information is given to the child and their parents and carers.  

8. Children presenting with unscheduled care needs and their parents and carers are provided, at 

the time of their discharge, with both verbal and written safety netting information, in a form 

that is accessible and that they understand.  

9. Healthcare professionals assessing or treating children with unscheduled care needs in any 

setting have access to the child’s shared electronic healthcare record.  

10. Acute general children’s services work together with local primary care and community 

services to develop care pathways for common acute conditions.  

11. There are documented, regular meetings attended by senior healthcare professionals from 

hospital, community and primary care services and representatives of children and their 

parents and carers to monitor, review and improve the effectiveness of local unscheduled care 
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Equality Indicators 
 
 

Gender 
 
Table 5: Population gender profile (Source ONS Census Data 2011 KS101EW) 

 

S Tyneside Sunderland 

Count % Count % 

Total 148127 100 275506 100 

Males 71560 48.3 133953 48.6 

Females 76567 51.7 141553 51.4 

 
 
 

Age 
 
Table 6: Population age profile (Source ONS Census Data 2011 KS102EW) 

 

South Tyneside Sunderland 

Count % Count % 

All Usual Residents 148127 
 

275506 
 

Age 0 to 4 
8182 5.5 15378 5.6 

Age 5 to 7 4619 3.1 8599 3.1 

Age 8 to 9 2932 2 5534 2 

Age 10 to 14 8233 5.6 15355 5.6 

Age 15 1961 1.3 3326 1.2 

Age 16 to 17 3735 2.5 6753 2.5 
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Age 18 to 19 3797 2.6 7708 2.8 

Age 20 to 24 9447 6.4 19709 7.2 

Age 25 to 29 8901 6 16945 6.2 

Age 30 to 44 27436 18.5 52854 19.2 

Age 45 to 59 32394 21.9 58541 21.2 

Age 60 to 64 
9637 6.5 18011 6.5 

Age 65 to 74 
13634 9.2 25031 9.1 

Age 75 to 84 9632 6.5 16600 6 

Age 85 to 89 2503 1.7 3576 1.3 

Age 90 and Over 1084 0.7 1586 0.6 

Population aged 
Total aged 15-44 55277 37.3 107295 39.1 

Women aged 15-44 
(2011) *  36.6  38.3 

Children 0-18 years 29,662 20 54,945 20 

* source ChiMat demography profiles 
 
 

 

Ethnic Group 
 
Table 7: Ethnic groups (Source ONS Census Data 2011 KS201EW) 

Ethnic Group  
  

South Tyneside 
 

Sunderland 
 

Count % Count % 

All Usual Residents 148127 100 275506 100 

White; 140821 95.1 261209 94.8 
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English/Welsh/Scottish/Northern 
Irish/British 

White; Irish 305 0.2 608 0.2 
White; Gypsy or Irish Traveller 9 0 70 0 
White; Other White 964 0.7 2395 0.9 
Mixed/Multiple Ethnic Groups; 
White and Black Caribbean 324 0.2 539 0.2 
Mixed/Multiple Ethnic Groups; 
White and Black African 229 0.2 239 0.1 
Mixed/Multiple Ethnic Groups; 
White and Asian 440 0.3 608 0.2 
Mixed/Multiple Ethnic Groups; 
Other Mixed 

332 0.2 392 0.1 
Asian/Asian British; Indian 643 0.4 1736 0.6 
Asian/Asian British; Pakistani 

434 0.3 669 0.2 
Asian/Asian British; Bangladeshi 1534 1 2075 0.8 
Asian/Asian British; Chinese 235 0.2 1536 0.6 
Asian/Asian British; Other Asian 465 0.3 1320 0.5 
Black/African/Caribbean/Black 
British; African 316 0.2 1062 0.4 
Black/African/Caribbean/Black 
British; Caribbean 

61 0 111 0 
Black/African/Caribbean/Black 
British; Other Black 43 0 100 0 
Other Ethnic Group; Arab 566 0.4 292 0.1 
Other Ethnic Group; Any Other 
Ethnic Group 406 0.3 545 0.2 

 
Table 8: BME information about newborns (Source PHE Child Health profiles accessed 
February 2017) 

 Period South Tyneside Sunderland 

Count value Count value 

Percentage of babies born to 
mothers born in Middle East and 
Asia (%) 

 
2014 

 
61 

 
3.8 

 
94 

 
3.3 

 

Religion 
 
Table 9: Religion profile (Source ONS census data 2011: KS209EW) 

 
S Tyne Sunderland 
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Count % Count % 

All Usual 
Residents 148127 100 275506 100 

Christian 104090 70.3 193642 70.3 

Buddhist 223 0.2 550 0.2 

Hindu 254 0.2 607 0.2 

Jewish 57 0 76 0 

Muslim 2854 1.9 3650 1.3 

Sikh 424 0.3 814 0.3 

Other Religion 362 0.2 511 0.2 

No Religion 31247 21.1 60358 21.9 

Religion Not 
Stated 8616 5.8 15298 5.6 

 

Marital status 
 
Table 10: Marital and Civil partnership profile (Source ONS census data 2011: KS103EW) 

 

S Tyneside Sunderland 

Count % Count % 

All Usual Residents Aged 16 and 
Over 122200 100 227314 100 

Single (Never Married or Never 
Registered a Same-Sex Civil 
Partnership) 41841 34.2 80195 35.3 

Married 53528 43.8 102531 45.1 

In a Registered Same-Sex Civil 
Partnership 163 0.1 313 0.1 

Separated (but Still Legally 
Married or Still Legally in a 
Same-Sex Civil Partnership) 3460 2.8 5530 2.4 

Divorced or Formerly in a Same-
Sex Civil Partnership which is 
Now Legally Dissolved 12546 10.3 20823 9.2 

Widowed or Surviving Partner 
from a Same-Sex Civil 
Partnership 10662 8.7 17922 7.9 

 
 

Disability 
 
Table 11: Disability profile (Source ONS Census Data 2011: QS303EW) 
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S Tyneside Sunderland 

Count % Count % 

All Usual Residents 148127 100 275506 100 

Day-to-Day Activities Limited a Lot 18166 12 34206 12 

Day-to-Day Activities Limited a Little 16315 11 30346 11 

Day-to-Day Activities Not Limited 113646 77 210954 77 
 
 

Table 12: Estimates of disability in children (Source: CHIMAT Service Snapshot - Disability 
profiles for South Tyneside and Sunderland  - accessed February 2017) 

 

S Tyneside Sunderland 

Count Value Count Value 

Mean number (%) of disabled children  - using 
national figures applied to the localities 

831-1,496 3-5.4% 1,552-2,794 3-5.4% 

Estimated number of visual impairment in 5-15 
years olds  - using national prevalence data of 20 
children per 10,000 

19-35  35-66  

Registered partially sighted 0-17 tears (2011)  - rate 
per 10,000 population 

 6.8  6.4 

Hard of hearing children registered in 2010 aged 0-
17 years  - rate per 10,000 

<1  2-3  

Deaf children registered in 2010 aged 0-17 years  - 
rate per 10,000 

<1  3-4  

* empty cells indicate lack o available data / indicators  

 

Pregnancy and Maternity 
 
Table 13: Total Number of Live births in each area: (source ONS Data 2015) 

 

Total number of live births (2015) 

South Tyneside 1,647 

Sunderland 2,889 

 

 

Socioeconomic Deprivation 
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Table 14: Socio-economic deprivation of households (source ONS Census data 2011: 
QS119EW) 

 

S Tyneside Sunderland 

Count % Count % 

All Households 67167 100 119758 100 

Household is Not Deprived in Any 
Dimension 24531 37 42790 36 

Household is Deprived in 1 
Dimension 21705 32 38223 32 

Household is Deprived in 2 
Dimensions 15947 24 29259 24 

Household is Deprived in 3 
Dimensions 4679 7 8920 7 

Household is Deprived in 4 
Dimensions 305 0 566 0 

 
Description : All households in the area at the time of the 2011 Census with four of 
the selected deprivation dimensions. The dimensions of deprivation are indicators 
based on the four selected household characteristics - Employment (any member of 
a household not a full-time student is either unemployed or long-term sick); 
Education (no person in the household has at least level 2 education, and no person 
aged 16-18 is a full-time student); Health and disability (any person in the household 
has general health 'bad or very bad' or has a long term health problem.); and 
Housing (Household's accommodation is either overcrowded, with an occupancy 
rating -1 or less, or is in a shared dwelling, or has no central heating). 
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Children’s Health and Health Inequalities Indicators 
 
 

Vulnerable children 
 
 
Table 15: Child Poverty Indicators (Source Public Health England: School Age Children 
Profile and Child Health Profiles accessed Feb 2017) 

 Period South Tyneside Sunderland 

Count value Count value 

Number and percentage of Children 
in low income families  (under 16s) - 
percent 

  
6,565 

 
25.9 

 
11,525 

 
23.6 

Children in Care  - rate per 10,000 2015 300 102 570 105 

Child protection cases – rate of 
children who were the subject of a 
child protection plan at the end of 
the year – rate per 10,000  

2014/15 195 66.5 406 74.5 

New child protection cases – rate of 
children who became the subject of 
a child protection plan during the 
year  - per 10,000 aged under 18  

2014/15 236 80.5 432 79.1 

Family homelessness  - percent 2014/15 166 2.4 55 0.5 

Homeless young people aged 16-24  
rate per 1000  

2015/16 51 0.75 19 0.16 

Pupils with social, emotional and 
mental health needs: % of pupils 

2015 526 2.46 1,053 2.53 

 

 
 

Mortality  
 
Table 16 Child mortality indicators (Source: PHE Mortality profiles and child health 
profiles accessed February 2017) 

Indicator Time Period South Tyneside Sunderland England 

Child mortality rate 1-
17 years (count) 

2012-14 12.1 (10) 15.4 (24) 12 

Infant mortality 
(count) 

2012-14 2.7 (13) 3.6 (32) 4 

Stillbirth rate  2013-15 3.7 (18) 4.8 (42) 4.6 

Neonatal mortality 2013-15 1.23 (6) 2.96 (26) 2.71 

Post-neonatal 2013-15 0.82 (4) 1.14 (10) 2.98 



 109 

mortality 

Very low birth weight 
of all babies 

2015 1.09 (18) 1.49 (43) 1.26 

Life expectancy at 
birth (male) 

2013-15 77.5 77 79.5 

Life expectancy at 
birth (female) 

2013-15 81.5 80.9 83.1 

 
 

Children’s Accidents 
Table 17: Children's accidents (Source: Public Health England: School Children Profiles 
accessed Feb 2017)  

 
Period South Tyneside Sunderland 

Count Value Count Value 

Children killed or seriously 
injured in road traffic accidents 
(rate per 100,000) 

2012/14 14 18.1 44 30.5 

Children  aged 6-10 killed or 
seriously injured in road traffic 
accidents (rate per 100,000) 

2012/14 2 8.5 11 25.1 

Children  aged 11-15 killed or 
seriously injured in road traffic 
accidents (rate per 100,000) 

2012/14 7 29.4 28 63.3 

 

Child health 
 
Table 18: Indicators of child health (Source PHE child health profiles, accessed February 
2017) 

 
Period South Tyneside Sunderland 

Count Value Count Value 

Teenage mothers (%) 2014/15 23 1.5 44 30.5 

Under 16s conceptions rate per 
1000 females aged 13-15 

2014 13 5.5 39 9.2 

Under 18s conceptions rate per 
1000 females aged 15-17 

2014 80 30.9 163 34.9 

Maternal smoking status at time 
of delivery  (%) 

2014/15 403 25.9 531 19.4 

Breastfeeding initiation (%) 2014/15 821 53 1,558 57.5 

Breastfeeding prevalence at 6-8 
weeks after birth (%) 

2014/15 394 24.9 725 26.2 

School Reception - prevalence of 
overweight including obese* 

2012/13-
14/15 

1,203 24.9% 2,144 23.4% 
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School Year 6  - prevalence of 
overweight including obese* 

2012/13-
14/15 

1,596 38% 2,986 36.8% 

Obese children 4-5 years* 2012/13-
14/15 

518 10.7% 979 10.7% 

Obese children 10-11 years* 2012/13-
14/15 

980 23.3% 1,820 22.4% 

MMR vaccination for one dose (2 
years) 

2014/15 1.651 98.2% 2,918 98.9 

Dtap/IPV / Hib  vaccination (2 
years)  

2014/15 1,672 99.4% 2,837 96.2 

* modelled estimates 
 
 
 
Table 19: Main causes of death by age group based on national figures 2012-2014 (source 
CHIMAT – Demography reports – accessed February 2017) 

28 days to 
under 1 year 

1-4 years 5-14 years 15-19 years 28 days – 24 
years 

Unclassified 
including 
sudden infant 
death (22.4%) 
 
congenital 
malformations, 
deformations 
and 
chromosomal 
abnormalities 
(22.4%) 
 
 
Chronic 
respiratory 
disease and 
necrotising 
colitis (20.2%)  

Neoplasms 
(16.3%) 
 
External causes 
(strangulation, 
choking and 
deaths from 
fire)  (15.7%) 
 
congenital 
malformations, 
deformations 
and 
chromosomal 
abnormalities 
(13.5%) 
 
Diseases of the 
nervous system 
(12.3%) 

Neoplasms 
(26.9%) 
 
External causes 
(19.2%) 

External causes 
(over 50% or 
total, a third of 
which are 
transport 
accidents) 
 
Intentional self 
harm (17%)  
 
Neoplasms 
(12.5%) 
 

external causes 
(35.1%) 

neoplasms  
(12.3%) 

diseases of the 
nervous system 
(9.3%)  

congenital 
malformations, 
deformations and 
chromosomal 
abnormalities 
(9.1%) 
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Figure 2: PHE (accessed February 2017) Child Health Profile for South Tyneside, March 
2016 
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Figure 3: PHE  (accessed February 2017) Child Health Profile for Sunderland, March 2016 

  



 113 

Children’s Use of Acute Hospital Services 
 
Table 20: Common medical problems presenting to A&E for children (Source RCPCH and 

RCGP (2015) Facing the future: together for child health)  

Most common medical problems presenting to 
A&E for children under 15 

Most common medical problems presenting to 
A&E for children 13-17 years old   

 breathing difficulty (20%),  

 febrile illness (14%)  

 diarrhoea with or without vomiting 

(14%) 

 pain (16%),  

 self-harm (11%)  

 collapse (10%) 

 

 
 

Table 21: A&E attendance rates  for children (Source: Source Public Health England: Child 
Health and School Children Profiles accessed Feb 2017) 

 Period South Tyneside Sunderland 

Count Value Count Value 

A&E Attendances (under 18 
years) rate per 1000 population 

2014/15 18,466 628 45,442 834 

A&E Attendances under 1 year 
rate per 1000 population  

2014/15 2,530 1,535.8 5,646 1,896.4 

A&E Attendances 0-4 years  rate 
per 1000 population 

2014/15 8,478 1,029.3 21,113 1,418.3 

A&E Attendances (1-4) rate per 
1000 population 

2014/15 * 902.6 * 1,298.8 

A&E Attendances (5-9 years) rate 
per 1000 population 

2014/15 3,641 437 9.836 626.9 

A&E Attendances (10-14 years) 
rate per 1000 population 

2014/15 3,854 499 8,724 606.8 

A&E Attendances (15-17years) 
rate per 1000 population 

2014/15 2,493 487.7 5,769 604.8 

A&E Attendances (15-19 years) 
rate per 1000 population 

2014/15 4,534 532.2 10,764 677.1 

* values suppressed due to low numbers affecting disclosure control 

 
 
 
Table 22: Emergency admission Rates by age  - all causes (Source PHE Child Health 
Healthcare Use and School Children Profiles accessed Feb 2017) 

 Period South Tyneside Sunderland 

Count Value Count Value 

Admissions of babies under 14 
days – per 1000  

2014/15 77 51.7 90 31.8 

Emergency admissions (0-19 
years) rate per 1000 population 

2014/15 2,720 82.9 5,353 88 
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Emergency admissions (under 1 
year) rate per 1000 population 

2014/15 597 364.7 1,138 381.5 

Emergency admissions (1-4 
years) rate per 1000 population 

2014/15 797 120.9 1,629 136.8 

Emergency admissions rate (per 
1000 population) aged 5-9 years 

2014/15 358 43 837 53.3 

Emergency admissions rate (per 
1000 population) aged 10-14 
years 

2014/15 372 48.2 787 54.7 

Emergency admissions rate (per 
1000 population) aged 15-19  
years 

2014/15 595 69.8 969 61 

Emergency admissions rate (per 
1000 population) aged 15-17 
years 

2014/15 376 73.6 583 61.1 

 
Table 23: Admissions to hospital for children with specific conditions (Source PHE Child 
Health Healthcare Use and School Children Profiles accessed Feb 2017 

 Period South Tyneside Sunderland 

Count Value Count Value 

Unplanned admissions for 
asthma, diabetes and epilepsy in 
under 19s (directly standardised 
rate) 

2014/15 110 354 280 484 

Admissions for asthma for 
children aged 0-9 (rate per 1000) 

2014/15 50 301.7 145 474.2 

Admissions for diabetes for 
children aged 0-9 (rate per 1000) 

2014/15 * * 11 35.9 

Admissions for epilepsy for 
children aged 0-9 (rate per 1000) 

2014/15 6 36.2 33 107.9 

Admissions caused by 
unintentional deliberate injuries 
in children (0-14 years) rate per 
10,000 

2014/15 487 200.5 870 193.5 

Admissions caused by 
unintentional deliberate injuries 
in children (15-24 years) rate per 
10,000 

2014/15 301 165.5 515 145.7 

Admissions due to substance 
misuse (15-24 years)  rate per 
100,000 

2012/13 – 
14/15 

83 149.4 138 129.4 

Admissions due to alcohol 
specific conditions  (under 18s)  
rate per 100,000 

2012/13 – 
14/15 

75 85 152 92.9 

Admissions for mental health 
conditions rates per 100,000 

2014/15 25 85.3 62 113.8 
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Admissions for dental caries (1-4 
years) rate per 100,000 

2012/13 – 
14/15 

54 269.8 61 162.7 

Admissions for gastroenteritis in 
infants aged under 1 years (per 
10,000 population  

2014/15 40 244.3 106 355.3 

Admissions for gastroenteritis in 
infants aged 1 year (per 10,000 
population  

2014/15 14 85.1 61 200.3 

Admissions for gastroenteritis in 
infants aged 2,3, and 4 years (per 
10,000 population  

2014/15 21 41.6 46 47.9 

Admissions for respiratory tract 
infections in infants aged under 1 
years (per 10,000 population 

2014/15 108 659.7 213 714 

Admissions for respiratory tract 
infections in infants aged 1 year 
(per 10,000 population 

2014/15 13 79 28 91.9 

Admissions for respiratory tract 
infections in infants aged 2,3, 
and 4 years (per 10,000 
population 

2014/15 7 13.9 22 22.9 

* values suppressed due to low numbers affecting disclosure) 
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North East Ambulance Service Performance Indicators 
Figure 4: Achievement of RED 1 Performance Target.  (Source: NHS Ambulance Quality Indicators, North East Ambulance Service, Association of 
Ambulance Chief Executives accessed February 2017)   
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Figure 5: Achievement of RED 1 Response Time target (Source: NHS Ambulance Quality Indicators, North East Ambulance Service, Association of 
Ambulance Chief Executives accessed February 2017)   

 



 118 

 

 
 
Figure 6: Figure 1: Achievement of RED 2 Performance Target (Source: NHS Ambulance Quality Indicators, North East Ambulance Service, Association of 
Ambulance Chief Executives accessed February 2017) 
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Figure 7: Achievement of RED 19 Performance Target (Source: NHS Ambulance Quality Indicators, North East Ambulance Service, Association of 
Ambulance Chief Executives accessed February 2017)   
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EXECUTIVE SUMMARY 
 
In fulfilling their management responsibilities, NHS England and Clinical Commissioning 
Groups must comply with legislation to address equality and health inequalities.  Tools such 
as equality, health or health inequalities impact assessments can support planning and 
decision making by clarifying how NHS plans could impact on the populations served.  
 
This report is an addendum to the baseline Independent Integrated Equality, Health and 
Health Inequalities Impact Assessment (IIA)1  which was completed in March 2017 and 
published as part of the suite of on line detailed information to support public consultation 
on the proposals to reconfigure obstetrics and gynaecology services South of Tyne as part of 
the Path to Excellence initiative.   This addendum, like the baseline IIA, also considers the 
proposed changes to the special care baby unit in South Tyneside.  
 
The addendum describes how the feedback generated by the stakeholder consultation2 has 
been used to update the baseline IIA to reflect concerns identified through the Path to 
Excellence consultation.  This ensures that the IIA is as comprehensive as possible, reflecting 
both expert evidence and the views and experiences of groups with protected 
characteristics, local communities, staff and stakeholders.  
 
The updates were identified by systematically comparing the consultation feedback with the 
content of the baseline IIA to determine its completeness and accuracy.  Full details of this 
analysis are provided in Table 1 and a summary of the findings is presented in Box 2.  
 
The majority of the feedback had already been incorporated into the baseline IIA but 
concerns regarding the impact on breastfeeding mothers and babies led to updated EqIA 
and HIIA assessments and amended scores.  Details are fully described in Appendix 1, the 
updated EqIA scores in Box 3 and the updated HIIA scores in Box 4.  These updates did not 
alter the overall conclusions of the IIA and did not identify any additional vulnerable groups.  
 

 Option 1 Option 2 

Baseline HIIA total 
score 

152 111 

Update HIIA total 
score 148 107 

 
The analysis in Table 1 also revealed stakeholders’ priorities and highlighted valuable 
suggestions to consider as part of mitigating action planning.  
 

                                                      
1 Gray J. Independent Integrated Equality, Health and Health Inequalities Impact 
Assessment.  Obstetrics and Gynaecology Services.  Strata Nostra Ltd: March 2017. 
2 NHS South Tyneside and Sunderland NHS Partnership.  The Path to Excellence Phase 1 
Consultation Feedback Analysis Report. Final Report January 2018 



 

 4 

The final IIA provides clear evidence that the views, needs and experiences of all those 
affected have been carefully considered and incorporated into the qualitative and 
quantitative impact assessment and associated mitigating actions.   
 
In considering the Path to Excellence proposals to reconfigure Obstetrics and Gynaecology 
Services, commissioners, planners and all stakeholders are encouraged to:  

1) Recognise and Pay due regard to the legal responsibilities around equality and health 
inequalities    

2) Recognise and understand the positive and negative impacts which the proposals 
could have on equality, health and health inequalities as collectively described in the 
baseline IIA and this Addendum.  

3) In addition to the mitigating actions in the baseline IIA, consider the updates and 
suggestions presented in Section 3.4 of this addendum in relation to:   
• NEAS capacity (Theme 9) 
• Breastfeeding (Theme 7) 
• Postnatal depression (Theme 13) 
• Parking charges and availability (Theme 3) 
• Addressing the special needs of specific vulnerable groups (Theme 6) 
• Transport, travel and transfers (Theme 7) 

4) Consider the IIA relating to obstetrics and gynaecology services alongside the IIA of 
acute paediatrics services because of the interdependencies relating to the proposed 
changes to the Special Care Baby Unit.  
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1 Overview 

1.1 Introduction 
This report is an addendum to the baseline Independent Integrated Equality, Health and 
Health Inequalities Impact Assessment (IIA)3  which was completed in March 2017 and 
published as part of the suite of on line detailed information to support public consultation 
on the proposals to reconfigure obstetrics and gynaecology services South of Tyne as part of 
the Path to Excellence initiative.  
 
This addendum describes how the feedback generated by the public consultation has been 
reviewed and used to update the baseline IIA to ensure that it incorporates and reflects 
public and stakeholder concerns gathered during the public consultation process.    
 
Updating the IIA to reflect public feedback followed a two stage process as identified in 
Figure 1:  

a) A systematic comparative analysis  - The information presented in the analysis of 
the consultation feedback4 was systematically compared with the findings of the 
baseline IIA of obstetrics and gynaecology services to identify how the IIA should be 
developed to reflect the concerns, experiences and interests of groups with 
protected characteristics, local communities and stakeholders as fully and accurately 
as possible  

b) Updates and amendments - recommendations arising from the analysis were 
actioned to amend and update the qualitative and quantitative content of the IIA 
enabling it to be finalised as a comprehensive assessment based on evidence and 
stakeholder views and experiences.  

 
Figure 1: Process of finalising the IIA to incorporate consultation feedback 

 
 

                                                      
3 Gray J. Independent Integrated Equality, Health and Health Inequalities Impact 
Assessment.  Obstetrics and Gynaecology Services. Strata Nostra Ltd: March 2017. 
4 NHS South Tyneside and Sunderland NHS Partnership.  The Path to Excellence Phase 1 
Consultation Feedback Analysis Report. Final Report January 2018 
 

Baseline IIA 
reprt 

Stage 1: 
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Comparative 
Analysis of IIA 
completeness 
and accuracy 
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consultation 

feedbck   

Further action 
to ensure IIA 
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accurately as 

possible 

Final  IIA report 
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stakeholder  
views and 

experiences 
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1.2 Background 
In March 2017, a baseline Integrated Equality, Health and Health Inequalities Impact (IIA)  of 
Path to Excellence proposals to reconfigure obstetrics and gynaecology services South of 
Tyne was completed by an independent public health specialist.  It was conducted as a 
desktop exercise drawing on evidence of the health status and health inequalities of the 
populations of South Tyneside and Sunderland and expert evidence of the potential impacts 
which the proposals could have on equality, health and health inequalities.     
 
It was envisaged that this baseline IIA would be finalised following consultation to ensure 
that the views of the public and wider stakeholders were fully considered and incorporated.  

 
The baseline IIA provided a description of the nature and scale of equality, health and health 
inequalities impacts which could arise from the proposals to reconfigure obstetrics and 
gynaecology services South of Tyne.  Where potentially negative impacts were identified, 
the IIA provided ideas and suggestions around interventions which could be considered as 
part of mitigating action planning.    
 
This information enabled the Path to Excellence project team to identify and plan for 
possible impacts and to identify equality groups which could be particularly vulnerable to 
the proposals.   
 
These vulnerable groups identified by the IIA were then specifically consulted as part of the 
wider Path to Excellence consultation process.  This process entailed a variety of approaches 
designed to engage the whole population, maximise coverage and actively include 
vulnerable groups5. The consultation period ran for 14 and a half weeks from July 5th to 
October 15th, 2017 and included targeted focus group discussions with protected 
characteristic and other equalities groups.  The feedback was analysed and collated.  
 
The IIA helped to inform the consultation process, enabling stakeholders to understand and 
consider the equality, health outcomes, health inequalities or mitigating actions relating to 
the proposals. 
 
This report draws on the information which has been provided about the consultation 
process and the findings6 and the transcripts provided in earlier drafts7.  
                                                      
5 NHS South Tyneside and Sunderland NHS Partnership.  The Path to Excellence Phase 1 
Consultation Feedback Analysis Report. Final Report January 2018 
6 NHS South Tyneside and Sunderland NHS Partnership.  The Path to Excellence Phase 1 
Consultation Feedback Analysis Report. Final Report January 2018 
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1.3 The Legal Context  
As part of any decision making process, CCGs and NHS England have a legal obligation to 
demonstrate how they have paid due regard to their specific legal duties in relation to 
Equality and Health Inequalities8.  Failure to provide clear evidence of the way this has been 
done leaves the organisation open to legal challenge.  
 
1.3.1 Equality  
The key legislation is the Public Sector Equality Duty (PSED) of the Equality Act 2010 9 but 
there are obligations related to equality in other legislation including: 

• The Public Services (Social Value) Act 201210  
• The Autism Act 2009 11 
• The Children’s Act 2004 12 

 
To demonstrate compliance, CCGs and NHS England are required to meet specific duties of 
publishing equality information and setting and publishing equality objectives.  This must be 
done prospectively; it is not possible to comply with the PSED retrospectively.   
 
In relation to Path to Excellence, this means that CCGs and NHS England should understand 
the potential impact which the proposed service changes could have on people with 
characteristics that have been given protection under the Equality Act, especially in relation 
to their health outcomes and the experiences of patients, communities and the workforce.   
 
The protected characteristics are those which were explicitly considered in the equality 
impact assessment (EqIA), a key strand of the baseline IIA i.e.:  
 

• Age 
• Disability 
• Gender 
• Gender reassignment 
• Pregnancy and maternity 
• Race 
• Religion or belief 
• Sexual orientation 
• Marriage and civic partnership (but only in regards to eliminating discrimination and 

harassment) 
 
                                                                                                                                                                     
7 NHS South Tyneside and Sunderland NHS Partnership.  The Path to Excellence Phase 1 
Consultation Feedback Analysis Report. Final Draft Report 5th December 2017 
8 Guidance for NHS commissioners on equality and health inequalities legal duties.  NHS 
England: 2015. 
9 The Equality Act 2010 
10 The Public Services (Social Value) Act 2012 
11 The Autism Act 2009  
12 The Children’s Act 2004 
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The baseline EqIA used the label ‘disability’ to describe groups with any combination of 
problems relating to: physical disability, sensory impairment, cognitive impairment, mental 
illness.   
 
With respect to these characteristics, the Public Sector Equality Duty (PSED) legally obliges 
CCGs and NHS England to have due regard to the need to:  

1) Eliminate unlawful discrimination, harassment and victimisation and other conduct 
prohibited by the Act 

2) Advance equality of opportunity between people who share a protected 
characteristic and those who do not 

3) Foster good relationships between people who share a protected characteristic and 
those who do not 

 
The term “having due regard” involves considering the aims of the PSED in a way which is 
proportionate to the issue at hand.  Case law has established that simply preparing 
documents is insufficient, and it is essential to undertake proper, informed consideration of 
equality issues at the right time and to keep a record of that consideration. 
 
Equality impact assessments provide one way to demonstrate compliance with the PSED but 
only if this work is shown to have influenced the decision making process.   
 
To demonstrate compliance, CCGs and NHS England are required to meet specific duties of 
publishing equality information and setting and publishing equality objectives.  This must be 
done prospectively; it is not possible to comply with the PSED retrospectively.   
 
1.3.2 Health Inequalities  
It is recognised that a person’s chance of enjoying good health and longer life is determined 
by the social and economic conditions in which they are born, grow, work, live and age. 
Avoidable health inequalities are therefore considered to be unfair and socially unjust. 
 
As part of the amendments to the National Health Service Act13 , The Health and Social Care 
Act 201214 introduced new legal duties to reduce health inequalities with specific duties for 
CCGs and NHS England.   
 
With specific reference to Path to Excellence, these duties (which came into effect in 2013) 
require that CCGs and NHS England:  
• Have regard to the need to reduce health inequalities between patients in access to 

health services and the outcomes achieved 
• Exercise their functions with a view to securing that health services are provided in 

an integrated way, and are integrated with health-related and social care services, 
where they consider that this would improve quality, reduce inequalities in access to 
those services or reduce inequalities in the outcomes achieved In practice, “have 
regard to the need to reduce” means health inequalities must be properly and 

                                                      
13 National Health Service Act 
14 The Health and Social Care Act 2012  
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seriously taken into account when making decisions or exercising functions, 
including balancing that need against any countervailing factors.   

• “Having regard” includes accurate record keeping of how the need to reduce health 
inequalities has been taken into account when making decisions or exercising 
functions 

• the duty must be exercised with rigour and an open mind and should not materialise 
as an afterthought in the process of reaching a decision 

 
The relevant body or officer must therefore be able to demonstrate that: 

• They are fully aware of the duty 
• The duty was considered during the appropriate stages of the work – from the 

beginning of the decision making process and throughout 
• The appropriate amount of weight has been given to factors which would reduce 

health inequalities in the decision making process  
• They have actively considered whether integration would reduce inequalities and act 

with a view to securing integration where it would do so  
• Accurate records have been kept to show that the need to reduce health inequalities 

was taken into account throughout the decision making process  
 
The Act15 takes a whole population approach and does not define a list of groups impacted 
by the duties, therefore covering any groups experiencing health inequalities.  This means 
that CCGs and NHS England must consider the whole of the population for which they are 
responsible, and identify inequalities within that population group.  
 
There is currently no reported case law for these new legal duties but robust processes and 
documentation of compliance with the duty mitigates the risk of challenge.   In addition, the 
Brown principles, which emerged from a challenge to the PSED, are also relevant to the 
health inequalities duties.  These are set out in BOX 1.  
 

BOX 1: Brown's principles16 

1) Decision maker must be aware of his/her duty to 
have “due regard” 

2) “Due regard” must be fulfilled before and at the 
time a particular decision is considered 

3) The duty must be exercised in substance, with 
rigour and with an open mind 

4) The duty is non-delegable 
5) The duty is a continuing one 
6) It is good practice to keep an adequate record 

showing the duty had been considered 
 

 

                                                      
15 The Health and Social Care Act 2012 
16 Guidance for NHS commissioners on equality and health inequalities legal duties.  NHS 
England: 2015 
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Tackling health inequalities is also central to the NHS Five Year Forward View17 and The NHS 
Constitution18 which states that the NHS has a duty to “pay particular attention to groups or 
sections of society where improvements in health and life expectancy are not keeping pace 
with the rest of the population”. 

1.4 Document Layout 
The approach and outcomes of the two stages are presented in separate sections  
 
1: -Overview  
2: A systematic comparative analysis of consultation feedback and the IIA of obstetrics and 
gynaecology services   
3: Updates and amendments to the IIA of obstetrics and gynaecology services arising from 
recommendations in Section 2.  

 
  

                                                      
17 NHS (2014) Five year forward view 
18 Department of Health (2015) The NHS constitution 
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2: A systematic comparative analysis of the scope and accuracy of the 
baseline Integrated Impact Assessment of obstetrics and gynaecology 
services based on consultation feedback.  

2.1 Approach  
The multi-source feedback presented in the analysis of the consultation feedback19 was 
sorted and mapped so that diverse views on common themes could be more easily 
considered and compared.   
 
This mapping process revealed that feedback was concerned with fourteen different themes 
as listed below.  
 

1. Sustainable Capacity in Sunderland  
2. Loss of services in South Tyneside 
3. Parking 
4. Job losses and changes 
5. Staff recruitment and retention in South Tyneside 
6. Equality, health and wellbeing 
7. Transport, Travel and Transfers 
8. Impact on the wider health and care system 
9. NEAS capacity and staffing 
10. The consultation process 
11. Views on the proposed options (non-specific) 
12. High quality safe services (general and/or service specific) 
13. Understanding and adapting to the proposals 
14. Preferred Options (service specific) 

 
With reference to each theme, the feedback was systematically compared with the findings 
of the baseline IIA.   The purpose of this comparison was to determine whether the 
feedback had identified any new comments or concerns in relation to Equality, Health 
Outcomes, Access to Services and Health Inequalities and Mitigating Actions.  
 
Specifically 

a) In relation to Equality – did the feedback identify any additional impacts, any 
changes in the scale or nature of the impacts which had already been identified or 
any other equality groups which could be vulnerable? 

b) In relation to Health outcomes, access to services and health inequalities - did the 
feedback identify any additional impacts, any changes in the scale or nature of the 
impacts, or any other groups which could be vulnerable to the changes?  

c) In relation to Mitigating action planning – did the feedback identify any additional 
mitigating actions or changes in the actions which had already been suggested?  

                                                      
19 NHS South Tyneside and Sunderland NHS Partnership.  The Path to Excellence Phase 1 
Consultation Feedback Analysis Report. Final Draft Report 5th December 2017 
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Then, as summarised in Figure 2, the findings of this comparative analysis were 
subsequently considered to determine whether and how the baseline IIA report should 
be updated with specific reference to:  

:  
• equality groups identified as being vulnerable to the changes, 
• equality, health & health inequality outcomes and related impact scores  
• mitigating actions  

 
 
Figure 2 Overview of the process adopted to review the Baseline IIA with reference to the consultation feedback 

 
 

2.2 Findings 
In general, the consultation feedback was more inclined to focus on potential negative 
impacts and health risks which might arise from the proposed changes.  There were only a 
few comments in support of the proposals, and those were often with caveats.  This was in 
contrast to the baseline IIA which systematically and objectively considered and described 
positive and negative impacts.  
 
The feedback included some general criticism of the consultation process and accessibility 
of the documentation but no specific concerns directed at the IIA methods or findings.    
 
The majority of the feedback focused on the changes to provision of maternity and special 
care baby unit services. The only comments or concerns relating to the changes in 
gynaecology services were in relation to provision for termination of pregnancy for women 
from South Tyneside.  
 
Further details of the themes, the feedback, the comparative analysis and the subsequent 
implications for updates to the baseline IIA are presented in Table 1.  The table is colour 
coded as follows: 

• Green – the issues raised in the consultation were comprehensively considered as 
part of the IIA 

Comments and concerns presented 
in the PtE Consultation Analysis 

feedback report 

Feedback systematically compared 
with Baseline IIA contents to explore 
differences and omissions in relation 
to: 
Equality Impact 
Health and Health Inequalities Impact  
Mitigating Action  
 

Recommendations for updates to 
outcomes, impact scores and 

mitigating actions to ensure final IIA 
reflects feedback as fully and 

accurately as possible 
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• Orange  – the issues raised in the consultation were partially considered as part of 
the IIA and in response to feedback require further exploration 

• Red  - the issues raised in the consultation were not considered as part of the IIA and 
require new and detailed assessment 

 
A summary of the findings is presented below in Box 2:  
 
BOX 2: A summary of the findings in Table 1 

Theme Conclusions arising from the systematic comparative analysis in Table 1 

THEME 1 : Sustainable 
Capacity in Sunderland   

No specific amendments or additions required in relation to  
• Equality Impact Assessment 
• Health & Inequalities Impact Assessment  
• Mitigating actions  

THEME 2: Loss of services in 
South Tyneside 

No specific amendments or additions required in relation to  
• Equality Impact Assessment 
• Health & Inequalities Impact Assessment  
• Mitigating actions  

THEME 3: Parking – increased 
demand, lack of capacity and 
costs 
 

No specific amendments or additions required in relation to  
• Equality Impact Assessment 
• Health & Inequalities Impact Assessment  
Mitigating Actions  
The consultation feedback generated additional suggestions relating to:  

• Parking charges and passes for staff, patients, regular visitors, 
duration of treatment  

• Separate provision for staff parking 
Stakeholders and the travel working group are advised to consider these 
additional suggestions for mitigating actions to address parking concerns. 
 

THEME 4: Job losses and 
changes 
 
 

No specific amendments or additions required in relation to  
• Equality Impact Assessment 
• Health & Inequalities Impact Assessment  
• Mitigating actions  
 

THEME 5: Staff recruitment 
and retention in South 
Tyneside 
 

No specific amendments or additions required in relation to  
• Equality Impact Assessment 
• Health & Inequalities Impact Assessment  
• Mitigating actions  
 

THEME 6: Equality, Health 
and Wellbeing  
 

No specific amendments or additions required in relation to  
• Equality Impact Assessment 
• Health & Inequalities Impact Assessment  
 
Mitigating Actions 
The consultation feedback further emphasised the importance of 
specifically considering the additional needs of those groups in South 
Tyneside for whom the changes and travel would generate additional 
problems i.e. those with: 
• Sensory impairment 
• Learning disability or cognitive impairments 
• Mental health problems 
• Physical disabilities 
• English language or other communication difficulties 
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Theme Conclusions arising from the systematic comparative analysis in Table 1 

• Low incomes 
• Carers  
• Cultural differences 
• Specific age related needs i.e. young  and older people 
• Childcare responsibilities (especially single parents)  
 
All working groups should consider the needs of these vulnerable groups 
alongside the suggestions made in the IIA.  
 

THEME 7: Transport, Travel, 
and Transfers 
 

The feedback raised further concerns relating to breastfeeding requiring 
qualitative and quantitative updates to the EqIA and HIIA and mitigating 
actions. 
 
Mitigating actions 
The feedback included other suggestions or specific concerns in relation 
to: 
 

• Long stay parking 
• Improved (direct) bus services)  
• Access for prams and wheelchairs  
• Support for adults and children with special needs 
• Transport Out of hours  - returning home 
• Impact on families, carers and children 
• Using technology to overcome travel challenges eg telemedicine 
• Appointing hospital Travel coordinators  

The decision makers and travel working group should consider these 
additional suggestions for mitigating actions to address concerns relating 
to transport, travel and transfers.  

THEME 8: Impact on the 
wider health and care system  
  

No specific amendments or additions required in relation to  
• Equality Impact Assessment 
• Health & Inequalities Impact Assessment  
Decision makers should note the interdependencies between paediatrics 
services and obstetrics and gynaecology services and collectively 
consider the mitigating actions. 

THEME 9: NEAS Capacity and 
staffing 
 
 

No specific amendments or additions required in relation to  
• Equality Impact Assessment 
 
Further work required to source information about NEAS capacity and review 
HIIA scores, scope and mitigating actions.   
•  

THEME 10: The consultation 
process 

All stakeholders should consider this addendum in combination with the 
baseline IIA.  

THEME 11: Views on the 
Proposed Options (general ) 

 

No specific amendments or additions required in relation to  
• Equality Impact Assessment 
• Health & Inequalities Impact Assessment  
• Mitigating actions 

THEME 12 : High Quality Safe 
Services for maternity and 
women’s services including 
SCBU  
 

No specific amendments or additions required in relation to  
• Equality Impact Assessment 
• Health & Inequalities Impact Assessment  
• Mitigating actions  
 

THEME 13: Understanding 
and adapting to the 

No specific amendments or additions required in relation to  
• Equality Impact Assessment 
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Theme Conclusions arising from the systematic comparative analysis in Table 1 

proposals  
 
  

• Health & Inequalities Impact Assessment  
Mitigating actions 
Further suggestions should be developed to address concerns around key 
details such as clinical pathways for postnatal depression.  
 

THEME 14: Preferred Options 
(Specific to Maternity and 
Women’s Services ) 

No specific amendments or additions required in relation to  
• Equality Impact Assessment 
• Health & Inequalities Impact Assessment  
• Mitigating actions  

 
 
2.2.1 Review of the consultation feedback with reference to possible impact of the proposals 
on equality groups 
The systematic analysis in Table 1 shows that, when compared with the conclusions and 
findings of the Baseline IIA, the consultation feedback:  

a) Did not identify any new (RED) issues which had not been considered as part of the 
IIA  

b) Identified the value of reviewing the EqIA to explicitly consider the impact of travel 
arrangements on breastfeeding mothers and to amend the EqIA scores as 
appropriate.   

c) Did not identify any other equality groups protected characteristics which would be 
vulnerable to the proposed changes in service provision 

 
2.2.2 Review of the consultation feedback with reference to possible impact of the proposals 
on health outcomes, access to services and health inequalities  
The systematic analysis in Table 1 shows that the almost all of the consultation feedback 
had already been fully explored in the IIA.   The review 
 

a) did not identify any new (RED) issues which had not been considered as part of the 
IIA  

b) did identify the value of reviewing the HIIA to more explicitly consider the health and 
health inequalities aspects of the reconfiguration in relation to breastfeeding and to 
amend the HIIA scores as appropriate.  

c) did identify the value of sourcing further information regarding NEAS capacity and 
reviewing the scope and scale of the related HIIA and making amendments as 
appropriate.  

 
2.2.3 Review of the consultation feedback with reference to mitigating actions suggested in 
the Baseline Integrated Impact Assessment 
The systematic analysis in Table 1 shows that almost all of the concerns identified within the 
consultation feedback had already been addressed by suggested mitigating actions.  The 
review  

a) did not identify any new (RED) issues which had not been considered as part of the 
IIA  

b) did identify the value of mitigating action planning to explicitly address: 
• the new information relating to NEAS capacity (Theme 9) 
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• the impact of the proposals on breastfeeding  (Theme 7) 
• to clarify the pathways for postnatal depression  (Theme 13) 
• to consider consultation suggestions to address parking charges and 

availability (Theme 3) 
• to consider consultation suggestions to address the challenges of travel, 

transport and transfers (Theme 7) 
• to address the special needs of vulnerable groups (Theme 6) 
 

 
Also, consultation feedback concerned with the impact of the changes on the wider system 
(Theme 8) highlighted the interdependencies between the IIA of proposals to reconfigure 
children and young people’s services and the IIA of proposals to reconfigure maternity and 
women’s services.   The impacts of the changes on the special care baby unit were 
considered mainly in relation to the IIA of obstetrics and gynaecology services.  
 

2.3 Conclusions and recommendations for amendments or updates to the IIA  
The IIA published in March 2017 provided a qualitative and quantitative assessment of a 
wide range of possible impacts – positive and negative- which the Path to Excellence 
proposals for obstetrics and gynaecology services could have in relation to Equality, Health 
and Health Inequalities.   
 
It is essential to recognise that the impact of changes to the provision of special care baby 
units are also affected by the proposals to reconfigure acute paediatrics services which were 
also subjected to an IIA published in March 201720.  These two IIAs and their related 
supplements should therefore be considered together because of the interdependencies. 
 
The consultation process specifically provided the means by which people with 
characteristics that have been given protection under the Equality Act, communities, 
workforce and other stakeholders were enabled to comment on the Path to Excellence 
proposals and the findings and recommendations of the IIA of obstetrics and gynaecology 
services.  
 
This review demonstrates how the views of vulnerable groups, communities, workforce and 
other stakeholders were systematically considered to ensure that their concerns, needs and 
experiences would be fully reflected in the IIA.    
 
It systematically compared public and stakeholder concerns and comments with those 
considered in the IIA and showed that it had accurately considered and reflected all of 
concerns raised.  The analysis showed that most of the feedback relating to the impact on 
equality health and health inequalities had already been considered although there was 
scope to more fully explore the impact on breastfeeding mothers and infant feeding and the 
capacity of NEAS to deliver the proposals. 
 

                                                      
20 Gray J. Independent Integrated Equality, Health and Health Inequalities Impact 
Assessment.  Urgent and Emergency Paediatrics Services. Strata Nostra Ltd: March 2017. 
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The review therefore recommended that the IIA should be further developed to  
 

1. more explicitly consider the equality impact of travel arrangements on 
breastfeeding mothers and to amend the EqIA scores as appropriate.  

2. more explicitly consider the health and health inequalities aspects of the 
reconfiguration in relation to NEAS capacity and infant feeding  and to amend 
the HIIA scores as appropriate 

 
The review also recommended that all stakeholders should consider mitigating action 
planning with respect to concerns around:  

• NEAS capacity 
• the impact of the proposals on breastfeeding mothers and babies 
• to clarify the pathways for postnatal depression  
• to consider consultation suggestions to address parking charges and 

availability (Theme 3) 
• to consider consultation suggestions to address the challenges of travel, 

transport and transfers (Theme 7) 
• to consider consultation feedback regarding the special needs of vulnerable 

groups (Theme 6) 
 
Full details of the actions undertaken in response to these recommendations are provided 
in Section 3 
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3: Actions and updates in response to the recommendations of the 
systematic comparative analysis  
 

3.1 Introduction 
The systematic comparative analysis of the consultation feedback and the baseline IIA 
recommended that further work should be undertaken to 
 

1. more explicitly consider the equality impact of travel arrangements on 
breastfeeding mothers and to amend the EqIA scores as appropriate.  

2. more explicitly consider the health and health inequalities aspects of the 
reconfiguration in relation to NEAS capacity and breastfeeding and to amend 
the HIIA scores as appropriate 

3. develop mitigation action planning to address concerns around:  
• NEAS capacity 
• the impact of the proposals on breastfeeding mothers and babies 
• to clarify the pathways for postnatal depression  
• to consider consultation suggestions to address parking charges and 

availability (Theme 3) 
• to consider consultation suggestions to address the challenges of travel, 

transport and transfers (Theme 7) 
• to consider consultation feedback regarding the special needs of 

vulnerable groups (Theme 6) 
 

 

3.2 Updates to the impact of the proposals on Equality and groups with protected 
characteristics 
The Equality Impacts and scores were reviewed with reference to concerns about the travel 
impact on breastfeeding mothers and infants.  Full details are provided in Appendix 1This 
led to qualitative and quantitative changes to the EqIA of pregnant and breastfeeding 
mothers.  The updated Equality impact scores generated final EqIA scores as presented in 
Box 3.  
 
BOX 3: Final Equality Impact Scores reflecting evidence and feedback 

Protected group Total Equality Impact  Score 

Option 1 Option 2 

Sex/ gender 6 3 

Sexual orientation 9 9 

Gender reassignment 9 9 

Race 3 3 

Marriage and civil partnership 9 9 

Pregnancy  / maternity 3 3 

Religion or belief 9 9 

Disability 3 3 
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Socioeconomic deprivation 3 3 

Age 3 3 

 
 

3.3 Updates to the Impact of the proposals on population Health and Health 
Inequalities  
3.3.1 Breastfeeding  
The Health and Health Inequalities Impacts and scores were reviewed with reference to the 
impact on infant feeding and full details are provided in Appendix 1. This led to qualitative 
and quantitative changes to the health and health inequalities impact assessment.   
 
The updated total HIIA scores are presented in Box 4. The scores also show that, overall, 
both Options are likely to have a positive impact on population health and health 
inequalities and this impact is likely to be greater for Option 1 than Option 2.   
 
BOX 4: Final Total Health and Health Inequalities Scores reflecting evidence and feedback 

  TOTAL INTEGRATED HEALTH 
and HEALTH INEQUALITY  

IMPACT SCORE 

 Health and Health 
care outcomes 

Option 1 Option 2 

 

 

Health outcomes 

Mortality 16 18 

Spontaneous vaginal 
delivery 15 3 

Obstetrics interventions 18 5 

Transfers of care 1 8 

Delivering a baby without 
serious medical problems   14 18 

Infant feeding21 -4 -4 
Maternal health 14 4 

Infant health 14 10 

Life expectancy 10 10 

Quality of life 4 4 

Access to high quality 
health care outcomes 

Effective health care 18 18 

Safe health care 8 12 

Cost efficient health care 11 7 

Relevance to healthcare 
need 10 2 

                                                      
21 Scores for infant feeding altered to reflect consultation feedback around breastfeeding  
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  TOTAL INTEGRATED HEALTH 
and HEALTH INEQUALITY  

IMPACT SCORE 

 Health and Health 
care outcomes 

Option 1 Option 2 

Acceptable health care 5 -2 

Environmental 
determinants of health  

Transport -4 -4 

Natural and built 
environment 0 0 

Pollution  -2 -2 

Housing 0 0 

Economic 
determinants of health  

Education, skills and 
learning  0 0 

Employment 0 0 

Business development 0 0 

Financial inclusion 0 0 

TOTAL22 ALL 148 107 

 
3.3.2NEAS Capacity 
Further evidence relating to ambulance response times is presented in Appendix 2.  
 
The baseline IIA considered published evidence derived from the national birthplace study 
which was published in 2015 and trends in NEAS data regarding response times.  This 
information was used to assess the impact of the proposals on equitable access to effective, 
safe, acceptable and cost-efficient services.  
 
Additional information regarding NEAS capacity is presented in Appendix 2. This new 
information shows that since 2014 in parallel with its peers nationally, and in relation to Red 
2 and Red 19 response times, NEAS performance has weakened over time.  
 
The additional evidence also includes key findings from the recent CQC assessment of NEAS 
and highlights the importance of operational contingency planning in the face of untoward 
incidents.     
 
The baseline HIIA scores were all reviewed with reference to the additional information 
regarding NEAS capacity.  The original IIA noted the importance of timely transfers during or 
immediately after labour for both mother and infant especially for the proposals under 
Option 1 and considered the possibility of delays.  On review, no further amendments to 
these scores were required.   
 

                                                      
22 Updated to reflect changes to HIIA scores for infant feeding 
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3.4 Updates to Suggested Actions to mitigate against any negative impacts of the 
proposals 
The baseline IIA suggested mitigating actions relevant to both Options as well as some 
Option specific suggestions.   The consultation feedback did not suggest that any of these 
suggestions should be changed or dismissed.   
 
In relation to Option 1, the baseline IIA provided suggestions in relation to action planning 
to maximise outcomes of transfers of care during labour or immediately after the birth.  
These suggestions emphasise the importance of NEAS capacity, clinical and transfer 
protocols and effective oversight arrangements. Further suggestions could be included to 
further address this important area of concern.  
 
The feedback also highlighted two further issues common to both Options - challenges for 
breastfeeding mothers and lack of information about pathways for postnatal depression.    
 
Suggested mitigating actions to address these challenges, would generate a final IIA with 
additions to Section 5 of the baseline IIA as follows:  
 
Revised baseline IIA Section 5.2.1 Maximising outcomes of transfers of care during labour or 
immediately after the birth  

• The NEAS SLA could be reviewed to ensure it specifies how NEAS will ensure 
adequate support for inter hospital transfers from South Tyneside in the face of a 
major incident or an untoward incident 

• The NEAS SLA could be reviewed to maximise performance around response 
times for interhospital transfers from South Tyneside 
 

Revised Baseline IIA Section 5.1.2 Reducing travel and transport costs especially for vulnerable 
groups  

• Policies and plans to promote breastfeeding initiation and support to sustain 
breastfeeding could be published with an emphasis on mothers from South 
Tyneside.  

• In considering actions to minimise additional travel costs for South Tyneside 
residents, special consideration could be afforded to the needs of breastfeeding 
mothers  

 
Revised Baseline IIA Section 5.1.3 Helping everyone to understand and adapt to the new 
changes, especially vulnerable groups 

• The pathways for postnatal depression could be clarified and made publically 
available  

 
In addition to the suggestions in the baseline IIA, decision makers, health care planners and 
working groups should review the feedback in Table 1 when considering mitigating actions 
relating to 

• Parking charges and availability (Theme 3) 
• Addressing the special needs of specific vulnerable groups (Theme 6) 
• Transport, travel and transfers (Theme 7) 
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3.5 Conclusions 
The process of updating the IIA to reflect concerns through consultation ensures that the IIA 
is as full and as accurate as possible.  
 
It also ensured that the nature and scale of impacts arising from each of the proposals for 
obstetrics and gynaecology services was considered on the basis of expert and research 
evidence combined with the views and experiences of groups with protected characteristics, 
local communities, staff and stakeholders.   
 
The final IIA comprised minor amendments to the Equality Impact scores, the HIIA scores 
and some additions to the mitigating actions. These updates and amendments did not 
change the overall conclusions of the IIA.  
 

 Option 1 Option 2 

Baseline HIIA total 
score 

152 111 

Update HIIA total 
score 148 107 

 
 
The final IIA provides clear evidence that the views, needs and experiences of all those 
affected have been carefully considered and incorporated into the qualitative and 
quantitative impact assessment and associated mitigating actions.   
 

3.6 Recommendations 
In considering the Path to Excellence proposals to reconfigure Obstetrics and Gynaecology 
Services, commissioners, planners and all stakeholders are encouraged to:  

1. Recognise and Pay due regard to the legal responsibilities around equality 
and health inequalities    

2. Recognise and understand the positive and negative impacts which the 
proposals could have on equality, health and health inequalities as 
collectively described in the baseline IIA and this Addendum.  

3. Understand that this Addendum combines evidence from the baseline IIA 
with consultation feedback leading to  

o Equality Impacts and scores which are slightly updated to those 
presented in the baseline IIA (Box 3) 

o Health and Health Inequalities impacts which are the same in scope as 
those in the baseline IIA but with amended impact scores to reflect 
concerns around the impact on breastfeeding mothers and babies 
(Box 4) .  

o Health and Health Inequalities impacts which are the same in scope 
and scale as those in the baseline IIA with respect to concerns around 



 

 25 

NEAS capacity and, with respect to Option 1, the importance of timely 
inter hospital transfers of care .  

5) In addition to the mitigating actions in the baseline IIA, consider the updates and 
suggestions presented in Section 3.4 of this addendum in relation to:   
• NEAS capacity 
• Breastfeeding 
• Postnatal depression 
• Parking charges and availability (Theme 3) 
• Addressing the special needs of specific vulnerable groups (Theme 6) 
• Transport, travel and transfers (Theme 7) 

6) Consider the IIA relating to acute paediatrics services alongside the IIA of obstetrics 
and gynaecology services because of the interdependencies relating to the proposed 
changes to the Special Care Baby Unit.  
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Table 1: systematic review of feedback in relation to impacts on 
equality, health and health inequalities considered in the baseline IIA 
of proposals to reconfigure obstetrics and gynaecology services  
 

 
Consultation Feedback (excerpts from Consultation 
Feedback Analysis report 5th Dec 2017)23 

Comparing 
feedback 
with EqIA 
and HIIA 
scope and 
scores in 
the 
baseline 
IIA24 

Implications 
for updating 
the EqIA and 

HIIA and 
related 

Mitigating 
actions 

THEME 1 : Sustainable Capacity in Sunderland   
 
Discussion events ALL PROPOSALS: Ability to Cope (Estates and facilities) : The 
extent to which the options will have a detrimental impact on the fabric of 
Sunderland Royal Hospital (SRH) was a commonly occurring theme across all 
three service areas, in the case of this quote in relation to maternity and 
gynaecology department facilities.  
“Sunderland will see increased demand – will quality be maintained?” 

“Have we got room in Sunderland?” 

Discussion events ALL PROPOSALS: Staffing The most important question asked 
around staffing related to the confidence that the capacity to deal with the 
increased demand existed or will be able to be put in place in Sunderland to deal 
with the proposed service change options. 
“Sunderland numbers are at capacity and to deliver to South Tyneside 
services as well?”  

Discussion events ALL PROPOSALS: Staffing  
The feeling was also that waiting times are likely to increase with a detrimental 
impact on both patients and staff. 
 

Focus Groups: ALL PROPOSALS: Why the enhanced focus on Sunderland Royal 
Hospital; where’s the evidence, can it cope? 
There is a continuous theme in the groups’ dialogue which questions: 
• The ability of estates and facilities (car parking, general hospital 

estates/roads and hotel services) at Sunderland Royal Hospital (SRH) to cope 
with the cumulative increase in demand implicit in all the options; 

• The impact on clinical and other staff at SRH coping with increased demand 
from the proposed service rearrangements, with specific concerns over 
stress and morale, along with concerns for Paramedics and other North-East 
Ambulance Service (NEAS) ambulance staff, described as ‘valuable and 
scarce resources’.  

EqIA 
The positive 
and negative 
impacts on staff 
and vulnerable 
groups were 
systematically 
considered in 
the baseline IIA.    
 
These concerns 
do not identify 
any additional 
equality 
impacts, any 
changes in the 
scale or nature 
of the equality 
impacts which 
have already 
been identified 
or any other 
equality groups 
which could be 
vulnerable 
 
HIIA 
The impact on 
health and 
health 
inequalities was 
systematically 
considered in 
the baseline IIA.  
 
These nature 

Mitigating actions 
These concerns 
were addressed by 
suggestions in 
Section 
5.1.6: Promoting 
Sustainability.  
 
No additional 
actions have been 
suggested 
 
No specific 
amendments or 
additions required 
in relation to  
• Equality 

Impact 
Assessment 

• Health & 
Inequalities 
Impact 
Assessment  

• Mitigating 
actions  

 

                                                      
23 Social Marketing Partners.   The Path to Excellence Phase 1 Consultation Feedback 
Analysis Report. Final Draft Report 5th December 2017 
24 with references to the baseline IIA of proposals to reconfigure Urgent and Emergency 
Paediatrics Services March 2017 
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Consultation Feedback (excerpts from Consultation 
Feedback Analysis report 5th Dec 2017)23 

Comparing 
feedback 
with EqIA 
and HIIA 
scope and 
scores in 
the 
baseline 
IIA24 

Implications 
for updating 
the EqIA and 

HIIA and 
related 

Mitigating 
actions 

Health Scrutiny (interim) 

Responses from the scrutiny function of the local authorities gave support for the 
consultation process, with specific concerns around: 
• The ability of SRH to cope with increased demand is considered 

Trade unions and staff group representatives 
In summary all trade union and staff group representatives oppose the changes 
on: 
• Capacity issues at Sunderland; 

and scale of 
these concerns 
were 
considered in 
 

o Table 
3: 
Morta
lity 

o Table 
3: 
Impro
ved 
qualit
y of 
life 

o Table 
3: 
Impro
ved 
life 
expec
tancy 

o Table 
3: 
Healt
hcare 
releva
nt to 
popul
ation 
need 

o Table 
3: 
Accep
table 
health 
care  

 
This feedback 
does not 
identify any 
changes in the 
scope, scale or 
nature of the 
impacts on 
health and 
health 
inequalities 
identified in the 
IIA or any other 
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Consultation Feedback (excerpts from Consultation 
Feedback Analysis report 5th Dec 2017)23 

Comparing 
feedback 
with EqIA 
and HIIA 
scope and 
scores in 
the 
baseline 
IIA24 

Implications 
for updating 
the EqIA and 

HIIA and 
related 

Mitigating 
actions 

vulnerable 
groups. 
 

THEME 2: LOSS OF SERVICES IN SOUTH TYNESIDE 
Discussion events: ALL PROPOSALS Criticism of the options There were many 
comments about why it appears that South Tyneside District Hospital was being 
downgraded, and concerns over the apparent lack of supporting evidence 
presented in the meetings: 
“…services are all moving to Sunderland, why not South Tyneside?” 

 “…will anything be moving from Sunderland to South Tyneside?” 
 
Discussion events ALL PROPOSALS: Staffing  
“Why are staff and services moving to Sunderland, and not the other way 
around? 
 
Focus Groups: ALL PROPOSALS: Why the enhanced focus on Sunderland Royal 
Hospital; where’s the evidence, can it cope? 
 
• The proposed options were all felt to focus on a downgrading of services at 

South Tyneside District Hospital (STDH).  The general feeling across the 
groups was that this – irrespective of service under consideration –was likely 
to foster health inequalities. The common rationale for this opinion was: 

‘most people will put off going to Sunderland until it becomes a major issue… 
more health problems’  

The feeling was that the case for Sunderland Royal Hospital had not been 
successfully made and there was equal justification for some or all of the services 
to be centred on South Tyneside District Hospital.  
 
HealthWatch 
There is concern STDH is being downgraded which causes concerns for the future. 
 
Health Scrutiny (interim)  

Responses from the scrutiny function of the local authorities gave support for the 
consultation process, with specific concerns around: 
• The future of STDH is considered in this consultation and beyond, including 

MLU viability 

Public  Detailed Technical Responses (all proposals)  
Submissions included very detailed and comprehensive analysis of the proposals, 
supported by petitions opposing the options proposed for service reorganisation 
on the grounds they represent a fundamental downgrading of South Tyneside 
District Hospital and the local community. 
The petition supporting this response attracted 30,692 signatures. 
 
Public  Detailed Technical Responses (all proposals)  
A small number focused on the suggestion that instead of moving services to 
Sunderland, instead they should move to South Tyneside 

EqIA 
The positive 
and negative 
impacts on staff 
and vulnerable 
groups were 
systematically 
considered in 
the baseline IIA.    
 
These concerns 
do not identify 
any additional 
equality 
impacts, any 
changes in the 
scale or nature 
of the equality 
impacts which 
have already 
been identified 
or any other 
equality groups 
which could be 
vulnerable 
 
HIIA 
The impact on 
health and 
health 
inequalities was 
systematically 
considered in 
the baseline IIA.  
 
These nature 
and scale of 
these concerns 
were 
considered in 
 
o Table 3: 

Mortality 
o Table 3: 

Improved 
quality of 
life 

Mitigating actions 
These concerns 
were addressed by 
suggestions in 
Section  
5.1.6 Minimising 
any negative 
impact on the 
local economy  
   
 
No specific 
amendments or 
additions required 
in relation to  
• Equality 

Impact 
Assessment 

• Health & 
Inequalities 
Impact 
Assessment  

• Mitigating 
actions  
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Consultation Feedback (excerpts from Consultation 
Feedback Analysis report 5th Dec 2017)23 

Comparing 
feedback 
with EqIA 
and HIIA 
scope and 
scores in 
the 
baseline 
IIA24 

Implications 
for updating 
the EqIA and 

HIIA and 
related 

Mitigating 
actions 

 
Trade unions and staff group representatives 
In summary all trade union and staff group representatives oppose the changes 
on: 
• The long-term impact on South Tyneside. 

Focus Groups (maternity and women’s services) 

 There was a strong feeling that the downgrading of maternity services in South 
Tyneside would lead to an increase in home births in the borough.  There was also 
concern at the loss of a Special Care Baby Unit (SCBU), particularly amongst 
recent mothers. 
“…my baby was in the SCBU (at STDH) we need that here; I’d be scared if it 
wasn’t close...” 

 

o Table 3: 
Improved 
life 
expectancy 

o Table 3: 
Healthcare 
relevant to 
population 
need 

o Table 3: 
Acceptable 
health care  

o Table 3: 
Education, 
skills and 
learning 

o Table 3: 
Employme
nt 

o Table 3: 
Business 
developme
nt and 
investment 

 
This feedback 
does not 
identify any 
changes in the 
scope, scale or 
nature of the 
impacts on 
health and 
health 
inequalities 
identified in the 
IIA or any other 
vulnerable  
groups. 
 
 

THEME 3: Parking – increased demand, lack of capacity and 
costs 
 
Discussion events ALL PROPOSALS: Travel and Transport Parking was highlighted 
as a concern at the Sunderland hospital site with a strong message that 
“…additional needed at Sunderland…” to cope with an increase in patient 
numbers resulting from the proposed service reorganisation.  The cost of the 
parking was also 
“…can you put something like a temporary parking pass for the duration of 

EqIA 
The positive 
and negative 
impacts on staff 
and vulnerable 
groups were 
systematically 
considered in 
the baseline IIA.    

Mitigating Actions  
These concerns 
were addressed by 
suggestions in 
Section   
5.1.2 Reducing 
travel and 
transport costs 
especially for 
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Consultation Feedback (excerpts from Consultation 
Feedback Analysis report 5th Dec 2017)23 

Comparing 
feedback 
with EqIA 
and HIIA 
scope and 
scores in 
the 
baseline 
IIA24 

Implications 
for updating 
the EqIA and 

HIIA and 
related 

Mitigating 
actions 

treatment…like Q?” 

Travel and Transport Discussion Group: All proposals: Parking 
The first and most common comment made around parking was the cost, seen as 
a major barrier to access for patients, family, and visitors.   
“Car parking fees should be abolished or there should be a system to get a 
free slot if you are a regular visitor.” 

“Stop parking charges for all staff and patients.” 

This was also supported by several suggestions of practical solutions to the issue, 
mostly focused on aiding staff parking to help families and visitors.  
Staff to use multi-story car park which is separate to patients – also safer as 
they will leave through a separate entrance…free up space for patient 
parking. 

 

 
These concerns 
do not identify 
any additional 
equality 
impacts, any 
changes in the 
scale or nature 
of the equality 
impacts which 
have already 
been identified 
or any other 
equality groups 
which could be 
vulnerable 
 
HIIA 
The impact on 
health and 
health 
inequalities was 
systematically 
considered in 
the baseline IIA.  
 
These nature 
and scale of 
these concerns 
were 
considered in 
o Table 3: 

Improved 
quality of 
life 

o Table 3: 
Acceptable 
health care 

o Table 3: 
Transport 

 
This feedback 
does not 
identify any 
changes in the 
scope, scale or 
nature of the 
impacts on 
health and 
health 
inequalities 

vulnerable groups 
 
5.1.4 Minimising 
any implications 
arising from 
traffic commuting 
between South 
Tyneside and 
Sunderland  
 
The consultation 
feedback 
generated 
additional 
suggestions 
relating to:  

• Parking 
charges 
and 
passes 
for staff, 
patients, 
regular 
visitors, 
duration 
of 
treatme
nt  

• Separate 
provisio
n for 
staff 
parking 

 
No specific 
amendments or 
additions required 
in relation to  
• Equality 

Impact 
Assessment 

• Health & 
Inequalities 
Impact 
Assessment  
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Consultation Feedback (excerpts from Consultation 
Feedback Analysis report 5th Dec 2017)23 

Comparing 
feedback 
with EqIA 
and HIIA 
scope and 
scores in 
the 
baseline 
IIA24 

Implications 
for updating 
the EqIA and 

HIIA and 
related 

Mitigating 
actions 

identified in the 
IIA or any other 
vulnerable 
groups. 
 
 
 

Stakeholders and 
the travel working 
group are advised 
to consider these 
additional 
suggestions for 
mitigating actions 
to address parking 
concerns. 
 

THEME 4: Job losses and changes 
 
Discussion events ALL PROPOSALS: Staffing What will happen to existing staff 
under the proposed changes: 
“Will all jobs be open to all staff, Sunderland and South Tyneside; or will just 
Sunderland staff be safe” 

“What happens to non-medical staff; porters, admin, and ward clerks?” 

Staff Q&A events (general): A real uncertainty over the security of jobs and 
anxiety over an unknown, not fully described, new job role with undetermined 
risk and protections.  

Health Scrutiny (interim) 

Responses from the scrutiny function of the local authorities gave support for the 
consultation process, with specific concerns around: 
• Consideration of the availability of specialist paediatric nurses out of hours at 

STDH 
• Staffing issues and delivery models are fully developed 

Trade unions and staff group representatives 
In summary all trade union and staff group representatives oppose the changes 
on: 
• Workforce issues 

 
Staff Q&A (Maternity and women’s services) 
The impact of the options on community team do not appear to have been 
thought through, Option 1 is likely to see an increase in home births and 
increased risk for high risk women. 
Pre-consultation business case, not specific about integration of community 
teams and the role of those who don’t drive in this integration 
“…we need to get away from seeing ourselves as two separate units and have 
staff working across both sites…” 

There is a general level of disquiet about the staffing implications of the 
proposals: 
“…most midwives are wondering about their jobs. We need to know how 
many midwives will be needed…” 

EqIA 
The positive 
and negative 
impacts on staff 
and vulnerable 
groups were 
systematically 
considered in 
the baseline IIA.    
 
The EqIA noted 
that: 
o Possible 

negative 
impacts on 
women 
were also 
noted with 
respect to 
job losses 
but these 
figures were 
very small 
compared 
to the 
numbers 
affected by 
other issues. 

 
These concerns 
do not identify 
any additional 
equality 
impacts, any 
changes in the 
scale or nature 
of the equality 
impacts which 
have already 
been identified 
or any other 
equality groups 
which could be 

Mitigating actions 
Some of these 
concerns were 
addressed by 
suggestions in 
Section  
5.1.6 Minimising 
any negative 
impact on the 
local economy  
 
No additional 
suggestions have 
been proposed.  
 
No specific 
amendments or 
additions required 
in relation to  
• Equality 

Impact 
Assessment 

• Health & 
Inequalities 
Impact 
Assessment  

• Mitigating 
actions  
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Consultation Feedback (excerpts from Consultation 
Feedback Analysis report 5th Dec 2017)23 

Comparing 
feedback 
with EqIA 
and HIIA 
scope and 
scores in 
the 
baseline 
IIA24 

Implications 
for updating 
the EqIA and 

HIIA and 
related 

Mitigating 
actions 

“…some…are terrified of working in a free standing MLU – will midwives be 
given a choice of where they work? 

 
 

vulnerable 
 
HIIA 
The impact on 
health and 
health 
inequalities was 
systematically 
considered in 
the baseline IIA.  
 
These nature 
and scale of 
these concerns 
were 
considered in 

o Table 
3: 
Educa
tion, 
skills 
and 
learni
ng 

o Table 
3: 
Emplo
yment 

o Table 
3: 
Busin
ess 
devel
opme
nt 
and 
invest
ment 

This feedback 
does not 
identify any 
changes in the 
scope, scale or 
nature of the 
impacts on 
health and 
health 
inequalities  
 

THEME 5: Staff recruitment and retention in South Tyneside EqIA - The Mitigating Actions  
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Consultation Feedback (excerpts from Consultation 
Feedback Analysis report 5th Dec 2017)23 

Comparing 
feedback 
with EqIA 
and HIIA 
scope and 
scores in 
the 
baseline 
IIA24 

Implications 
for updating 
the EqIA and 

HIIA and 
related 

Mitigating 
actions 

 
Discussion events ALL PROPOSALS: Staffing The groups recognised the struggle to 
recruit staff and the low numbers in South Tyneside, making staff skill 
development and service quality an issue, and a consequent concern at the 
perceptions that the plans are “…a comment on South Tyneside staff care and 
performance.” 
The feeling was also that waiting times are likely to increase with a detrimental 
impact on both patients and staff. 
 
Public technical responses 
A small number of submissions focussed on a lack of trust in the services provided 
by South Tyneside District Hospital, offering support for the move to Sunderland 
Royal Hospital.  
 

positive and 
negative impact 
on staff and 
vulnerable 
groups was 
considered in 
the baseline IIA.  
The opportunity 
to improve the 
quality of care 
for all those in 
need was 
identified as 
having potential 
to benefit 
specific 
vulnerable 
groups. 
 
These concerns 
do not identify 
any additional 
equality 
impacts, or any 
changes in the 
scale or nature 
of the equality 
impacts which 
have already 
been identified 
or any other 
equality groups 
which could be 
vulnerable 
 
HIIA 
The impact on 
health and 
health 
inequalities was 
systematically 
considered in 
relation to  
• Health 

Outcomes 
• Access to 

high 
quality 
healthcare 

• Environme
ntal 

The IIA included a 
wide range of 
suggestions which 
would minimise 
the most 
significant 
drawbacks 
associated with 
the proposals. 
  
This feedback 
does not raise any 
new concerns and 
does not suggest 
any additional 
mitigating actions 

 
No specific 
amendments or 
additions required 
in relation to  
• Equality 

Impact 
Assessment 

• Health & 
Inequalities 
Impact 
Assessment  

• Mitigating 
actions  
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Consultation Feedback (excerpts from Consultation 
Feedback Analysis report 5th Dec 2017)23 

Comparing 
feedback 
with EqIA 
and HIIA 
scope and 
scores in 
the 
baseline 
IIA24 

Implications 
for updating 
the EqIA and 

HIIA and 
related 

Mitigating 
actions 

determina
nts of 
health 

• Economic 
determina
nts of 
health 

 
This feedback 
does not 
identify any 
changes in the 
scope, scale or 
nature of the 
impacts on 
health and 
health 
inequalities 
identified in the 
IIA or any other 
vulnerable 
groups. 
 
 

THEME 6: Equality, Health and Wellbeing  
 
Discussion events ALL PROPOSALS: Additional Costs (Deprivation) The group 
discussions identified the well understood local issues of low car ownership and 
high levels of poverty in South Tyneside and felt that this would increase the 
potential for detrimental impact of moving services from South Tyneside to 
Sunderland. 
“…this could cause health problems.  It’s difficult if you have no resources and 
are in some hospital miles away from your family…” 

The cost of parking, fuel, and the physical trauma of travel was raised with a 
special reference on the people who live in the most deprived areas of South 
Tyneside who will have to access services in Sunderland. A high percentage of 
those without a car said this was worse for them when considering the costs and 
availability of public transport when there are no direct buses to Sunderland 
Royal Hospital, and taxis are too expensive for lower income families facing 
multiple disadvantages.  
 
There is of course the overarching concern amongst this group, and others, of 
coping with travel demands in an urgent situation. 
“Public transport; when emergency happens, it is unpredictable…” 

Focus groups : ALL PROPOSALS: health and wellbeing 
Each group, considering each of the service areas, to a greater or lesser extent 
highlighted the potential negative impact on the overall health and wellbeing of 
patients, service users, family, friends, and staff. These involved: 

EqIA 
The positive 
and negative 
impacts on staff 
and vulnerable 
groups were 
systematically 
considered in 
the baseline IIA.    
 
Equality issues 
relating to 
these concerns 
were 
considered in 
the equality 
impact 
assessment 

• Table 
1  – 
Gend
er 

• Table 
1  – 
Pregn
ancy 

Mitigating Actions 
These concerns 
were addressed by 
suggestions in 
Sections:  
 
5.1.1 Promoting 
continuity of care 
especially for 
vulnerable groups  
5.1.2 Reducing 
travel and 
transport costs 
especially for 
vulnerable groups 
5.1.3 Helping 
everyone to 
understand and 
adapt to the new 
changes, 
especially 
vulnerable groups. 
5.3.1 Acceptable 
health care 
 
No specific 
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Consultation Feedback (excerpts from Consultation 
Feedback Analysis report 5th Dec 2017)23 

Comparing 
feedback 
with EqIA 
and HIIA 
scope and 
scores in 
the 
baseline 
IIA24 

Implications 
for updating 
the EqIA and 

HIIA and 
related 

Mitigating 
actions 

• The pressure of additional travel, impacting on mental health 
• Isolation of patients whose friends and family find it difficult to make the 

journey from South Tyneside to Sunderland on a regular basis  
• The burden on physical and mental health of friends, family and carers 

resulting from the increased travelling required to visit Sunderland from 
South Tyneside  

• The pressure on staff delivering these service changes, which the groups 
feared would lead to resourcing crises  

 
I have long term health problems and anxiety and travelling to Sunderland would 
make this worse.  
 
Impacts on the family, for single parents caused by moving service from South 
Tyneside to Sunderland:  
As a single parent if I had to stay overnight in Sunderland it would be impossible 
regarding childcare/visits.  I would not see my daughter and if it was a prolonged 
stay this would be awful. 
 
Focus groups All proposals Equality issues: Travel and transport 
• If everything goes to Sunderland it will make getting my children to hospital 

harder (one is disabled, I always have to take both children along) 
• Lack of funds and transport. 
• Transport 
• Travelling would create anxiety as I'm nervous about medical appointments 

anyway. 
• Unable to drive.  Restricted walking.  
• Distance to travel and lack of transport (affordable).  

 
Focus Groups: Future and present needs  
Reponses show a real concern for the ability of the proposed service changes on 
their specific needs, now and in the future: 

At any time, I could have a stroke and require gynaecology services. 

Because I am pregnant, and nobody can predict what labour will look like but in cas     
the women and baby are at risk. 

  I am a carer of a stroke patient. 

As recently had to use emergency services. 

I am a single parent with 3 children on a low income. 

 I have young children who may be affected to the changes 

 
Focus Groups: Trust and Respect  
For many of the equalities groups one of the biggest barriers is gaining trust in the 
service. The changes were felt to have a disproportionate effect on those with 
sensory or learning disabilities, cognitive impairment and people from BME 
backgrounds who find it difficult to establish this trust in new services and 

and 
mater
nity 

• Table 
1 – 
Race 
– 
BME 
group
s  

• Table 
1 – 
Disabi
lity 

• Table 
1 – 
Socio-
econo
mic 
disadv
antag
e 

• Table 
1- Age 
– 
(teen
age 
and 
older 
moth
ers) 

 
These concerns 
do not identify 
any additional 
equality 
impacts, any 
changes in the 
scale or nature 
of the equality 
impacts which 
have already 
been identified 
or any other 
equality groups 
which could be 
vulnerable 
 
 
HIIA 
The impact on 

amendments or 
additions required 
in relation to  
• Equality 

Impact 
Assessment 

• Health & 
Inequalities 
Impact 
Assessment  

 
The consultation 
feedback further 
emphasised the 
importance of 
specifically 
considering the 
additional needs 
of those groups in 
South Tyneside for 
whom the changes 
and travel would 
generate 
additional 
problems i.e. 
those with: 
• Sensory 

impairment 
• Learning 

disability or 
cognitive 
impairments 

• Mental 
health 
problems 

• Physical 
disabilities 

• English 
language or 
other 
communicati
on difficulties 

• Low incomes 
• Carers  
• Cultural 

differences 
• Specific age 

related needs 
i.e. young  
and older 
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Consultation Feedback (excerpts from Consultation 
Feedback Analysis report 5th Dec 2017)23 

Comparing 
feedback 
with EqIA 
and HIIA 
scope and 
scores in 
the 
baseline 
IIA24 

Implications 
for updating 
the EqIA and 

HIIA and 
related 

Mitigating 
actions 

particularly difficult to navigate a new environment with confidence. The 
common issue being communication and understanding. 
 
Need to be more ‘deaf aware’ and be more flexible to the deaf community.   
We are human beings 

Developing trust in the new services and demonstrating respect for the specific 
needs of the community with additional needs; 

Travel and Transport discussion group: ALL PROPOSALS  - Cost 
The most notable concern in this area was the affordability of transport for those 
on low incomes, particularly those living in areas of deprivation. 
“…high unemployment/poverty in South Tyneside – people can’t afford to get 
taxis…” 

Furthermore, the proposed move to Sunderland of services from South Tyneside 
were felt to add worries about the cost of transport in already difficult time. A 
specific example was given in relation to Stroke services.  
“…how does someone get to hospital to visit their loved ones when they are 
dying in the middle of the night?  There is no public transport and taxis are 
expensive…” 

This issue was also discussed in relation to Maternity services.  
“…women can’t afford to go home currently from maternity at South 
Tyneside…” 

This is linked to the discussions around support for transport needs and the need 
to overcome any attached stigma to ensure those who need it most are able to 
access help with transport. 
“…parents don’t apply for free school meals so how will they apply for 
transport help...” 

This was extended to cover all patient travel needs.  
Patient transport should not be means tested, but be available to those who 
genuinely need it. 

Public Technical responses  
The majority of submissions focused on the transport difficulties in making the 
journey from South Tyneside to Sunderland. The two main issues were cost for 
those who could least afford it and the lack of any direct connection by public 
transport. 
These submissions contained various suggestions for improving this situation 
from reinstating bus services to an NHS shuttle bus between the two sites.   
 
Appendix 3: Equalities Groups, Key issues Loss of independence  
Being deaf strips away independence of individuals when dealing with NHS, which 
has a domino effects on other areas of life 
Difficulties faced by the Deaf Community in accessing and being appropriately 
supported in accessing NHS services be they emergency, elected procedures, or 
routine appointments   
   

health and 
health 
inequalities was 
systematically 
considered in 
the baseline IIA.  
 
These nature 
and scale of 
these concerns 
were 
considered in 
o Table 3: 

Transfers 
of care 
during 
labour or 
immediate
ly after the 
birth 

o Table 3: 
Maternal 
health – 
social, 
physical, 
emotional 

o Table 3: 
Infant 
health  

o Table 3: 
Improved 
quality of 
life 

o Table 3: 
Healthcare 
relevant to 
population 
need 

o Table 3: 
Acceptable 
health care 

o Table 3: 
Transport 

 
 

people 
• Childcare 

responsibiliti
es (especially 
single 
parents)  

 
All working 
groups should 
consider the 
needs of these 
vulnerable groups 
alongside the 
suggestions made 
in the IIA.  
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Consultation Feedback (excerpts from Consultation 
Feedback Analysis report 5th Dec 2017)23 

Comparing 
feedback 
with EqIA 
and HIIA 
scope and 
scores in 
the 
baseline 
IIA24 

Implications 
for updating 
the EqIA and 

HIIA and 
related 

Mitigating 
actions 

Appendix 3: Equalities Groups, Key issues: Specific support needs (Physical, 
Sensory and learning disabilities and cognitive impairment)  
Lack of signers and other interpretation is a very complex area and there are 
many  different systems and technologies available that allow a more inclusive 
experience for a deaf person. However, the participants were concerned that 
these technologies would not be available, nor had they been considered in the 
costings.   
Specific Support Needs (Cognitive Impairment – Stroke Victims)   
The change to a new and unfamiliar environment without any navigation support 
is a  major fear   
 
Appendix 3: Equalities Groups, Key issues:Isolation 
There are some very specific issues (e.g. isolation, mental health, travelling, trust 
and appropriate interaction) that need to be addressed   
All groups based in South Tyneside reported a real concern that being in hospital 
in Sunderland would isolate them from friends and family, removing an important 
support network leading to a fear of isolation and the impact that would have on 
their health   
 
Appendix 3: Equalities Groups, Key issues: Travelling distance  
A significant concern for all participants from South Tyneside was the difficulties 
anticipated in travelling to Sunderland, particularly for those reliant on public 
transport.   
Amongst these concerns was that of communication and understanding when 
people face significant difficulties in this area  
Appendix 3: Equalities Groups, Key issues: Age (Goldilocks) 
Young people feel they are overlooked and older people feel they are forgotten, 
the concern is that only those in the ‘Goldilocks’ age group, not too old and not 
too young are heard and consequently, they feel a potential for their needs not to 
be considered. This was a source of concern and felt to have a detrimental 
impact.   
Appendix 3: Equalities Groups, Key issues: over consulted, under heard 
There was a feeling that NHS bodies and local authorities only consult with 
equalities groups as a ‘tick box’ exercise. The concern was that irrespective of the 
opinion shared their views would not be considered, leading to concerns over 
inequalities of access to the new service provision discussed in the options.  
Appendix 3: Equalities Groups, Key issues: women from a BME background 
The concern was of disproportionate impact on women of a BME background 
from South Tyneside, due to:  

• A lack of confidence to attend services in Sunderland and to engage 
with the hospital when things go wrong   

• Language barriers in accessing changed and unfamiliar services   
• Travel issues at night when partners work evenings/nights   

Appendix 3: Equalities Groups, Key issues: single parents travelling with children 
Concern was also expressed over a feeling of disproportionate impact on single 
parents living in South Tyneside and reliant on public transport. The relocation of 
women’s services and paediatric A&E was viewed as very difficult for parents 
dealing with more than one child, one of whom could be ill or if a mother, unwell 
themselves. This is of course tied in with wider concerns over childcare.  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Consultation Feedback (excerpts from Consultation 
Feedback Analysis report 5th Dec 2017)23 

Comparing 
feedback 
with EqIA 
and HIIA 
scope and 
scores in 
the 
baseline 
IIA24 

Implications 
for updating 
the EqIA and 

HIIA and 
related 

Mitigating 
actions 

Discussion events (maternity and women’s services)  
While it is paramount that all the options provide a safe service, many South 
Tyneside women are proud, with a traditional and specific cultural issues which 
might mitigate against choosing to give birth in Sunderland: 
 “…my dad would be devastated if my child was born a Mackem…” 

“…don’t want a Sunderland baby…” 

 
THEME 7: Transport, Travel, and Transfers 
 
Discussion events ALL PROPOSALS: Travel and Transport The groups identified a 
general and significant concern over distance between Sunderland and South 
Tyneside and the time it will take to travel.  
All of which undermined faith in the process, again aggravated by the real 
difficulties faced by public transport users in the journey between South Tyneside 
and Sunderland, particularly the issues faced in making connecting buses, with no 
direct route available.  
“You can’t get a direct bus from South Tyneside to Sunderland Royal Hospital” 

There were also requests that this issue was addressed as part of the service 
reorganisation by provision of regular transport, provided by the NHS, between 
the two sites.  
“Will transfers be put on?” 

Another area of concern in the public meetings was the extent to which the safety 
of patients, family and other visitors was considered in the formulation of the 
options and the in the potential implementation. This was felt to be particularly 
important for vulnerable groups.  
“…late night travel… not safe for children…if...discharge late night/early 
morning…” 

“…issue for lone mothers with siblings, how will they get there through the 
night with no transport?” 

One very major concern around the issues associated with travel and transport is 
the view that this consultation cannot influence transport providers and patients 
and relatives will be faced with service change with no real public transport 
options.  
“…new bus services are under review (Stagecoach)…this link service is being 
removed!” 

 

Focus groups: ALL PROPOSALS : (Travel and access specific needs) 
Participants in the groups with specific needs highlighted the specific issues 
around transport and accessibility, summarised as: 
• The extra travel demands put on patients and family friends of travelling 

from South Tyneside to Sunderland (with recognised poor public transport 
links) present significant if not surmountable difficulties for those with 
additional needs. The view was that for any of the current options to be 

EqIA 
The positive 
and negative 
impacts on staff 
and vulnerable 
groups were 
systematically 
considered in 
the baseline IIA.    
 
Equality issues 
relating to 
these concerns 
were addressed 
in the equality 
impact 
assessment 
 

• Table 
1  – 
Gend
er 

• Table 
1  – 
Pregn
ancy 
and 
mater
nity 

• Table 
1 – 
Race 
– 
BME 
group
s  

• Table 
1 – 
Disabi
lity 

• Table 
1 – 

Mitigating actions 
These concerns 
were addressed by 
suggestions in   
Section 5.1. 2 
Reducing travel 
and transport 
costs especially for 
vulnerable groups 
5.1.3 Helping 
everyone to 
understand and 
adapt to the new 
changes, 
especially 
vulnerable groups. 
5.1.4 Minimising 
any implications 
arising from traffic 
commuting 
between South 
Tyneside and 
Sunderland  
5.2.1 Maximising 
outcomes of 
transfers of care 
during labour or 
immediately after 
the birth  
 
The feedback 
included other 
suggestions or 
specific concerns 
in relation to: 
 

• Long 
stay 
parking 

• Improve
d (direct) 
bus 
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Consultation Feedback (excerpts from Consultation 
Feedback Analysis report 5th Dec 2017)23 

Comparing 
feedback 
with EqIA 
and HIIA 
scope and 
scores in 
the 
baseline 
IIA24 

Implications 
for updating 
the EqIA and 

HIIA and 
related 

Mitigating 
actions 

provided without extra transport support leads to inequalities in service 
provision. 

• Transport is difficult for stroke survivors at any time and this will be much 
worse for those from South Tyneside who may have to access services in 
Sunderland; 

• Accessibility of new services and unfamiliar surroundings are particularly 
challenging for those with sensory/cognitive impairment, again without 
additional support in place they are inequitable.  

These concerns cover the opinion expressed by groups representing:  
• Physical disability; 

 

Focus Groups ALL PROPOSALS: Travel and transport: the financial and time 
burden placed on those who can least afford it  

Again, irrespective of service the proposals require extra travel time for all, of 
concern amongst the representatives of the equalities groups were: 

• The lack of direct public transport links to Sunderland from South 
Tyneside; 

• The prohibitive cost of public transport for those on low incomes; 
• The impact of having to use public transport for single parents with 

children; 
• Difficulties for people who do not speak English as their first language in 

using public transport; 
• Difficulties in travelling to Sunderland from South Tyneside at night, 

particularly in the case of BME groups with a high prevalence of 
evening/night workers. 

The issue of travel and transport related to the options came up in all groups, 
irrespective of their interest area, highlighting the problems and an overall lack of 
additional transport. support in the options presented. The major concerns were: 
• The cost of additional public transport for those on low incomes; 
• The burden placed on people from the additional travel requirements and 

potential for consequential impacts on physical and mental health; and  
• The difficulties associated with public transport for those with additional 

needs, summarised in one group as: 

“Extra and complex humanitarian demands on people with additional needs 
travelling from South Tyneside to Sunderland” 

Specific issues included: 
• Single parents travelling on public transport with young children, in terms of 

cost and managing them over a long journey; 
• Navigating a more complex street system in Sunderland for drivers from 

South Tyneside; 
• The increased costs for drivers from South Tyneside, in fuel, wear and tear 

Socio-
econo
mic 
disadv
antag
e 

• Table 
1- Age 
– 
(teen
age 
and 
older 
moth
ers) 

 
The feedback 
raises 
additional 
concerns for 
breastfeeding 
mothers.   
 
HIIA 
The impact on 
health and 
health 
inequalities was 
systematically 
considered in 
the baseline IIA.  
 
These nature 
and scale of 
these concerns 
were 
considered in 
 

o Table 
3: 
morta
lity 

o Table 
3: 
transf
ers of 
care 
durin
g 
labou
r or 

services)  
• Access 

for 
prams 
and 
wheelch
airs  

• Support 
for 
adults 
and 
children 
with 
special 
needs 

• Transpor
t Out of 
hours  - 
returnin
g home 

• Impact 
on 
families, 
carers 
and 
children 

• Using 
technolo
gy to 
overcom
e travel 
challeng
es eg 
telemedi
cine 

• Appointi
ng 
hospital 
Travel 
coordina
tors  

 
The feedback 
raised further 
concerns relating 
to breastfeeding 
requiring 
qualitative and 
quantitative 
updates to the 
EqIA and HIIA and 
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and parking charges in travelling to Sunderland. 
 

Focus Groups – Equality issues – Travel and Transport 
The perceived impact of the extended travel and transport requirements place 
upon the representatives of the equalities groups of the move of services from 
South Tyneside to Sunderland 
• If everything goes to Sunderland it will make getting my children to hospital 

harder (one is disabled, I always have to take both children along) 
• Lack of funds and transport. 
• Transport 
• Travelling would create anxiety, as I'm nervous about medical appointments 

anyway. 
• Unable to drive.  Restricted walking.  
• Distance to travel and lack of transport (affordable).  

 
Travel and transport Discussion Group – all proposals 
The broad themes were: 
Accessibility 
Discussion focused around the issues faced by people with physical disabilities 
using public transport to get to hospital for appointments and treatment. 
“…lady in a wheelchair…took…4 hours to travel by bus from Whitburn to 
Sunderland.  Not all the busses were wheelchair accessible and those who did 
had no space…either being used by another person or by someone with a 
pram...”   

“… how is a wheelchair user expected to get to hospital in the middle of the 
night – there are no wheelchair friendly taxis and the metro is not wheelchair 
friendly.  She has a family and is concerned that if her daughter is rushed to 
hospital in an ambulance she is unable to travel with her as the wheelchair 
won’t fit. 

There were also concerns raised around the provision of ambulance transfers for 
people with additional needs.  
“…(he) needed 2 people to take him to hospital for an appointment.  He rang 
NEAS and was told there would be two people to take him but not to bring 
him back and because of this he missed his appointment…” 

Existing and extra bus and metro provision 
There was a major issue identified in the lack of direct bus services from STDH to 
SRH, which will have a  
“…need a direct bus service, the direct service needs to be reinstated. The bus 
service from South Tyneside to Sunderland goes all through the borough and 
is not currently going to Park Lane. A bus operator needs to provide the 
service…”  

“…Want to go direct without changing; we need several buses on a borough 

imme
diatel
y 
after 
the 
birth 

o Table 
3; 
Delive
ring a 
baby 
witho
ut 
seriou
s 
medic
al 
probl
ems  

o Table 
3: 
mater
nal 
health 
(social
, 
emoti
onal 
and 
physic
al) 

o Table 
3: 
Infant 
health 
(social
, 
emoti
onal 
and 
physic
al) 

o Table 
3: 
Impro
ved 
qualit
y of 
life 

o Table 
3: 

mitigating actions. 
 
The decision 
makers and travel 
working group 
should consider 
these additional 
suggestions for 
mitigating actions 
to address 
concerns relating 
to transport, 
travel and 
transfers.  
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wide basis – not just one bus service that will take too long…” 

 “…need a direct bus service from Sunderland to South Tyneside hospital…” 

There were also concerns around using the Metro system to get to hospital.  
“Metro system is very unreliable – how will sick people cope?” 

“…concern about Metro safety at stations…” 

There was a genuine desire to understand the role of the operator providing 
public transport and the extent to which they had been involved in the process so 
far.   
“We want to know what the bus companies have to say…” 

Tempered with a healthy level of scepticism around the issue of the same 
operators being ‘for profit’ organisations: 
“…public transport operators will be richer but residents poorer.” 

Parents also felt there was an issue for them in terms of Paediatric services 
moving to Sunderland and the likelihood of high volumes travelling at the same 
time on public transport without the capacity to deal with them.  
“…only 2 prams on a bus at one time… wheelchair priority over prams…access 
to buses?” 

 
Private Transport (Taxis) 
It was acknowledged that taxis offered the most flexible means of getting to 
hospital for those without their own car or access to other means of 
transport. It was also acknowledged that the  
“…people can’t afford to get taxis...” 

“Taxi fares are £11 a day and £16 after 10pm...” 

This was particularly difficult for people with low incomes.  

People who are unemployed won’t use them for transfers. 

It was also commented on that while there is existing support for people who 
need to used taxis this is a limited facility which could be useful if more 
widely available.  

The taxi card facility is not for everyone. 

 
Out of hours 
The relocation of services from South Tyneside to Sunderland was particularly 
troubling when considering the need to travel at night for those lacking their own 
transport.  
This centred around general concern about night time discharge or completion of 
treatment and being unable to return to their own home, again coupled to 
concerns over cost of other forms of transport.  
“Overnight we need a 24-hour patient mini bus service to take people back to 
their home…” 

This was particularly troubling for those with children who have additional needs 

Safe 
health 
care 

o Table 
3: 
cost –
efficie
nt 
health 
care 

o Table 
3: 
health 
care 
releva
nt to 
popul
ation 
need 

o Table 
3: 
Accep
table 
health 
care 

o Table 
3: 
Trans
port 

 
The feedback 
raises 
additional 
concerns 
around the 
impact on 
infant feeding.  
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requiring care in the night.  
“…how do you get a child who is disabled from one place to another 
overnight?” 

Additional burden on relatives and friends 
The most significant issue was in relation to immediate family, partners and the 
additional pressure travelling from South Tyneside to Sunderland will put on 
them.  
“…neighbour’s husband…suffered a stroke and had been taken to Sunderland 
hospital – where he later died.  She spent all day travelling back and forward 
to Sunderland from South Shields to visit her husband and then come back to 
see to her dog.  This took her all day and cost her a fortune.  She would have 
had a much better quality of life if her husband had been in South Tyneside 
and someone could have looked after her dog, taking the pressure off her...” 

This was also extended to include the wider family, the need to visit and the 
potential isolation of patients if this is not possible. 
“…how will anyone without a car (family/visitors) get back to South Shields 
from Sunderland…” 

This burden was recognised by the group to include both time and money, 
resources in very short supply for many people.  
“…Cleadon Park to Sunderland bus station £3 and takes 78 minutes…” 

 

Alternative solutions 

The group did offer several practical suggestions to address the travel issues, 
which were: 
Provision of travel advice at both hospitals to support travellers  
“…travel plan coordinators at SRH and STDH…” 

The adoption of more community focused, not-for-profit solutions to transport 
issues.  
“…community transport/subsidised shuttle bus…” 

The use of technology as an alternative to travelling such as telemedicine: 
“Stroke consultants do video inks in SRH so why can’t we do that in STDH?” 

HealthWatch 
There are concerns over the impact of the travel times and availability of public 
transport 
 
Health Scrutiny (interim) 

Responses from the scrutiny function of the local authorities gave support for the 
consultation process, with specific concerns around: 
• Transport and travel issues being addressed 

Third sector /Voluntary / Community organisations (All proposals) 
Observations and requests: Travel and transport impacts in both cost and time in 
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all service proposals 

The impact on young carers  
The impact on young people and families  

Public Technical responses  
The majority of submissions focused on the transport difficulties in making the 
journey from South Tyneside to Sunderland. The two main issues were cost for 
those who could least afford it and the lack of any direct connection by public 
transport. 
These submissions contained various suggestions for improving this situation 
from reinstating bus services to an NHS shuttle bus between the two sites.   
 
NHS Governors and staff  
The main concern of this group was the impact of changes to travel and transport 
in the proposals which will have a very negative impact on services and safety if 
no mitigation is taken 
 
Discussion events (maternity and women’s services 
there was a specific concern around Option One if emergency transfers are 
required, specifically for caesarean sections and should this involve a significant 
journey to receive care; 
“…will there be time for emergency C-sections for example?” 

“…the need for C-sections can change quickly…is there capacity/space at 
Sunderland for an emergency?” 

With the lack of a SCBU at South Tyneside there were concerns over neonatal 
transfers too. 
“…provision for babies who become high risk before they’re transferred to 
Sunderland…what facilities are at South Tyneside?” 

There was a feeling that the issues of traveling to Sunderland could introduce 
bonding and breastfeeding issues between mother and child: 
“Travelling to Sunderland and having to breastfeed – nightmare…” 

Additionally, it was felt by some that the travel issues could increase the number 
of home births, sometimes not in the woman or their child’s best interests: 
“…women may be choosing when they shouldn’t because they don’t want to 
travel…” 

 

Focus groups (maternity and women’s services)  
The time it takes to independently transport a mother in labour to Sunderland 
could have major detrimental effects. People unfamiliar with Sunderland, its road 
systems and transport would struggle with transport and extra costs incurred 
which would in turn create more issues and problems.  
 

While the groups discussing the maternity options identified the concerns over 
travel discussed in the overall concerns there were specific concerns raised in 
relation to childbirth. This was mainly concerned with issues associated with 
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travel to Sunderland from South Tyneside for higher-risk births at night time, 
particularly amongst communities where there are high levels of employment in 
the evening/night time economy, meaning partners are not always available.  
“Travel from South Shields to Sunderland to give birth during night time will 
be very hard, time consuming and expensive” (BME group) 

 

THEME 8: Impact on the wider health and care system  
Discussion events: ALL PROPOSALS: additional costs (deprivation)  
This led to speculation that moving services to Sunderland would lead to an 
increase in calls to the Ambulance Service from deprived areas due to the simple 
economics of the situation.   
“…they can’t afford a taxi, so the only other option is to call an ambulance…” 

Discussion events ALL PROPOSALS Travel and Transport  There was also an 
opinion that the travel difficulties between South Tyneside and Sunderland would 
result in the transfer of demand to other areas, specifically Gateshead and 
Newcastle.  
“…from Hebburn you would go to Gateshead not Sunderland…” 

“…the public want the best on their doorstep…people want to go where they 
have always gone…” 

Focus Groups: ALL PROPOSALS: Shifting service to other areas 
The groups indicated they felt the intention of changes in service options was to 
redirect patients to Sunderland from South Tyneside. However, it was identified 
that this ignored the local geography, preferences (“we don’t mix well with 
Mackems”), and road networks and, perhaps, introduced an unintended or 
unconsidered consequence of the changes resulting in patient flow to other 
areas. Respondents from South Tyneside cited the difficulties with traffic on the 
A19 and the availability of services closer to home: 
“QE and RVI are easier to get to than SRH –I wouldn’t even think of going to 
Sunderland” 

Health Scrutiny (interim) - Responses from the scrutiny function of the local 
authorities gave support for the consultation process, with specific concerns 
around: 
• The impact on local authority social care budgets through frequent NHS 

changes 
• Assurances that dialogue is happening between the other STP footprints in 

the region 

Public and technical responses  

Community and Social Care: There was some criticism of the consideration of 
hospital care without considering changes in community care and rehabilitation 
along with the availability and cost of social care. 
Shifting Services to other Areas: A feeling was expressed that for communities in 
South Tyneside, that moving service to Sunderland would instead see people 
seeking care at Gateshead or Newcastle, which have better transport links.  

EqIA and HIIA 
 
The scope of 
the IIA was 
restricted to 
exploring the 
impact on 
populations 
immediately 
affected by the 
proposals and 
did not extend 
to the wider 
healthcare 
system.  
 
The feedback 
did not identify 
any changes in 
the scope, scale 
or nature of the 
impacts on 
equality, health 
and health 
inequalities 
identified in the 
IIA or any other 
vulnerable  
groups. 
 

Mitigating actions  
These concerns 
were partially 
addressed in 
Section  
5.1.6 Promoting 
sustainability 
 
No specific 
amendments or 
additions required 
in relation to  
• Equality 

Impact 
Assessment 

• Health & 
Inequalities 
Impact 
Assessment  

 
 
Decision makers 
should note the 
interdependencie
s between 
paediatrics 
services and 
obstetrics and 
gynaecology 
services and 
collectively 
consider the 
mitigating actions. 
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THEME 9: NEAS Capacity and staffing 
 
Discussion events ALL PROPOSALS: Staffing Ambulance staffs were also 
considered in the discussions. 
“…huge impact on NEAS – how will they manage both staff and facilities?” 

Discussion Events: ALL PROPOSALS Ambulance Services 
A large strand of discussion was around the provision of ambulances by the 
North-East Ambulance Service (NEAS) and the perceived uncertainty of their 
support for the options, sparked by the lack of published information at the 
events. The key issue was: 
“…can NEAS cope…have the got the capacity for the transfers implied in the 
options?”  

“… NEAS are not guaranteeing transfer times…will they be able to guarantee 
adequate coverage?” 

Focus Groups: ALL PROPOSALS: Ambulance response times 
The groups expressed specific concern over the ability of the ambulance service 
to respond to emergency situations, specifically the ‘blue light’ travel time to 
Sunderland from South Tyneside, citing; 
• Concerns from stroke survivors on the likely impact of delivering hyper acute 

care within the so-called ‘golden hour’ in which the extent of recovery of the 
individual is largely determined;  

• For maternity services the issues around labour, this can go wrong quickly 
and at any time and the capacity of the transfer from South Tyneside quickly 
enough to ensure the safety of mother and child.  

• For children and young people’s urgent and emergency services there are 
specific concerns from South Tyneside residents about emergency transfers 
to Sunderland in cases outside the 8-to-8 window or where the 24-hour 
nurse led service can’t deal with the emergency.  

This is coupled with a further concern over the additional pressure this puts on 
ambulance services and their crews dealing with these service changes.  
 
Travel and transport discussion group: All Proposals - Ambulance response 
The overall comments around the Ambulance Service focused on the 
perceived lack of concrete information around their responses to the 
proposals and the difficulty in making any informed input into the 
consultation.  
“…there is not clear evidence re NEAS to consult properly…” 

 “Discussions with NEAS have been taking place for over a year and we are 
still no further forward.” 

It was also noted that the Path to Excellence is a phased process, with concern 
raised over the effect of additional change on NEAS services. The worry was that 
this had not been accounted to in planning or cost saving calculations.  
“…this is just the first phase – what will happen when more trusts come 

The importance 
of NEAS 
capacity and 
responsiveness 
was considered 
throughout the 
baseline IIA. 
However, the 
lack of 
definitive 
information 
regarding NEAS 
capacity was 
noted.  
 
EqIA 
The positive 
and negative 
impacts on staff 
and vulnerable 
groups were 
systematically 
considered in 
the baseline IIA.    
 
These concerns 
do not identify 
any additional 
equality 
impacts, any 
changes in the 
scale or nature 
of the equality 
impacts which 
have already 
been identified 
or any other 
equality groups 
which could be 
vulnerable 
 
HIIA 
The impact on 
health and 
health 
inequalities was 
systematically 
considered in 
the baseline IIA.  
 
These nature 

Mitigating Actions 
These concerns, 
about NEAS 
capacity, delays in 
transfer and 
handovers of care 
were addressed by 
suggestions in  
 
5.2.1 Maximising 
outcomes of 
transfers of care 
during labour or 
immediately after 
the birth  
 
No specific 
amendments or 
additions required 
in relation to  
• Equality 

Impact 
Assessment 

 
Further work 
required to source 
information about 
NEAS capacity and 
review relevant 
HIIA scores, scope 
and mitigating 
actions.   
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together – what will the overall impact on NEAS be across the region…” 

Service specific issues were also raised, in particular the ability of ambulances to 
respond to Strokes and ensure the patient is treated within the ‘golden hour’.  
“Stroke: does the 12-minute transfer time include the time you wait for a blue 
light ambulance?”  

Passenger Transport Service (PTS) ambulances were also seen as an issue, 
particularly for those reliant on them and needing to attend appointments at 
short notice.  
“…booking PTS ambulance - need 5 days’ notice…” 

Staff Q&A events:  
• There is a reliance on a responsive ambulance service, staff feel this has not 

been confirmed which makes meaningful discussion difficult, if not 
impossible.  

recent experience of a request for an 8-minute ambulance transfer which took 
45 minutes. 

NEAS response and risk assessment hasn’t been shared – asking for comment 
with the full facts 

HealthWatch (all proposals) 
There are also concerns over the ability of NEAS to support the proposed options. 
Health Scrutiny (interim – all proposals) 

Responses from the scrutiny function of the local authorities gave support for the 
consultation process, with specific concerns around: 
• Assurances from NEAS on their capacity to support these changes 

NHS Organisations (all proposals) 
All NHS organisations recognise the clinical and workforce issues driving the 
changes and support the principles and recognise the safety of the options, with 
specific concerns around: 
Ambulance Response Times; and  
The sustainability of MLUs and a need to learn from elsewhere.  
 
Public technical responses 
Concerns were raised over the increased ambulance transfer times to Sunderland 
for South Tyneside residents and the worry over a detrimental impact this will 
have on care. 
 
NEAS  and NNeTs 
Both NEAS and NNeTS have provided detailed submissions on their capacity and 
capability to meet the changes in the Options being consulted on.  
 
Focus Groups (maternity and women’s services) 
Again, linked to the issues of safety concern was expressed over the ability of the 
Ambulance Service to respond to pregnancies that become high risk/emergency 
very quickly. The specific concern was around transporting mother’s in distress to 
Sunderland in time to be safe for both them and their baby.  

and scale of 
these concerns 
were 
considered in 

o Table 
3: 
Morta
lity 

o Table 
3: 
Mater
nal 
health  

o Table 
3: 
Cost 
efficie
nt 
health 
care 

o Table 
3: 
Accep
table 
health 
care 

The baseline 
HIIA anticipated 
further 
information 
about NEAS 
capacity which 
has not been 
provided.  
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Staff Q&A (maternity and women’s services) 
Query evidence base and concerns over ‘facts’ cited in the travel impact 
assessment: 
“…need to be clear about transfer times and we don’t have that detail yet 
from NEAS...” 

 
 

THEME 10: The consultation process 
 
Discussion events ALL PROPOSALS The Consultation Process There was 
widespread criticism of the Path to Excellence consultation exercise, much of it 
directed towards Government policies outside South Tyneside and Sunderland 
that are viewed as driving these changes.  
There were also strongly voiced concerns that staff had not been involved in 
developing the options and being consulted 
This was coupled with very strong concerns that third options put forward by staff 
for maternity and paediatric services were not in final cut, leading to staff feeling 
their opinions were not listened to or valued.  
 
Discussion events ALL PROPOSALS: criticism of the options  
There were also concerns raised over the financial modelling of the options: 
“Where does the extra funding come from?” 

“…why does Option 1 cost more but Options 2 generates savings?” 

 “Option 1 costs are misleading…don’t make sense; how can it close at night, 
save money and still run at a loss?” (Paediatric Services)  

 
Discussion events ALL PROPOSALS: Travel and Transport  
The groups identified a general and significant concern over distance between 
Sunderland and South Tyneside and the time it will take to travel. This was 
heightened by concerns expressed over the travel times used in the impact 
assessment, with the belief being that these were not based in reality; unless as a 
‘blue light’ journey, and even then, there was scepticism.  
“…the consultation document says 12 minutes from South Tyneside to 
SRH…not realistic…” 

“…e.g. page 94, 6 minutes, is this a misprint?” 

Concerns were also raised in the groups over the public transport figures being 
used.  
“…the stats on metro stations being within 800m of the hospital are incorrect 
– its more than a mile and a half…” 

 
Focus Groups: ALL PROPOSALS : The consultation process and evidence base 
There was widespread discussion of the consultation processes themselves, the 

EqIA and HIIA 
The baseline IIA 
systematically 
considered 
Equality, Health 
and Health 
inequalities 
impacts in 
relation to 
specific 
vulnerable 
groups and on 
the basis of 
expert 
evidence.  
 
This assessment 
was based on 
published 
research and 
expert evidence 
- full details are 
provided in the 
baseline IIA.  
 
The baseline IIA 
was published 
as part of the 
detailed 
information 
available to 
inform the 
consultation.  
 
The IIA 
identified and 
described 
vulnerable 
groups that 
might 
experience 
greater 

Mitigating actions  
This Table 
specifically 
highlights the 
feedback which 
duplicates or 
complements the 
concerns raised by 
the baseline IIA.   
 
All stakeholders 
should consider 
this addendum in 
combination with 
the baseline IIA. 
 
Each IIA was 
supported by a 
clearly referenced 
expert evidence 
base.  
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presentation of the options and the language used to describe them, as: 
• The option descriptions are all the same or very similar, the favourite in all of 

them is Sunderland, with South Tyneside facing service reduction in all of 
them. Equally the options are presented in such a way that it is clear the way 
the groups feel they are expected to express a preference. From one of the 
groups it is described as ‘loading the dice’ 

• The overall format of the consultation is too complex in its language and the 
number of services and options being considered. This was particularly true 
for the groups where English is not their first language, those with learning 
disability or cognitive impairment and the time pressured, parents 
specifically.  

• There were observations, particularly from stroke survivors, that: 

“…the options had been loaded to make you have to choose the best of a 
bunch of unacceptable options and that there was no evidence to show that 
these options were necessary for consideration.”  

Concluding that the case presented to the groups offered no supporting 
evidence that options were an improvement in the “duty of care the NHS has 
to the residents of South Tyneside.” 

• What’s the point: While some groups were welcoming of the opportunity of 
being consulted on the options there were many specific and heated 
opinions on this matter, notably: 
• Young people who feel their opinions are overlooked; 
• Disability groups who feel they are a ‘tick box’ consultee for the local 

authority and NHS organisations whenever there is an issue; 
• Single mothers who feel they have been consulted in the past on 

different issues only to have their views ignored. 

Overall, while continuing to support consultation the view is increasingly 
‘what’s the point’. 

 
Travel and Transport Discussion Group: ALL PROPOSALS: Process criticisms 
There was an overall scepticism of the validity of the field testing used in the 
transport impact assessment and the assumptions contained around travel 
times. 
Is the field testing late at night/overnight?  

“(I) dispute 20-minute time to SRH from South Shields.  There are lots of bus 
changes and this is particularly difficult for mums with kids. Whiteleas takes 3 
buses, Hebburn 2/3 buses – therefore, not 20 minutes with lots of bus 
connections…” 

There was also a more fundamental challenge to the process, in that 
evidence was not available on the travel and transport issues during the 
consultation period, which some felt meant decisions were being made 
without having the facts available.  

You mentioned 20-25 minutes increase in travel time is average and field 

challenges 
contributing to 
the 
consultation 
process.   The 
process 
therefore 
sought to 
actively engage 
with 
representatives 
of these  groups 
so that their 
views and 
experiences 
could be 
considered.  
 
This Addendum 
to the baseline 
IIA 
systematically 
seeks to 
consider and 
incorporate 
consultation 
feedback – 
especially the 
views of 
vulnerable 
groups  
 
These concerns 
do not identify 
any additional 
equality 
impacts, any 
changes in the 
scale or nature 
of the equality 
impacts which 
have already 
been identified 
or any other 
equality groups 
which could be 
vulnerable 
 
These concerns 
do not identify 
any additional 
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Consultation Feedback (excerpts from Consultation 
Feedback Analysis report 5th Dec 2017)23 

Comparing 
feedback 
with EqIA 
and HIIA 
scope and 
scores in 
the 
baseline 
IIA24 

Implications 
for updating 
the EqIA and 

HIIA and 
related 

Mitigating 
actions 

testing is ongoing so why are we here tonight – you should have gotten the 
evidence first.  Evidence will appear later, and public won’t get a chance to 
have a say – will the consultation be extended 

 

Staff Q&A events: Concern/disapproval that as a group they had not been 
involved in the pre-consultation stages of this exercise. The feeling was their 
expertise and experience had been overlooked and where they had 

HealthWatch 
The level of involvement by the programme team and the appointment of an 
independent assessor (the Consultation Institute) was welcomed, but there were 
criticisms of the process, namely: 
• Easy Read versions being available late 
• Low uptake at consultation events despite proactive publicity 
• Late involvement of minority groups, and a request for a detailed breakdown 

of representation and attendance; 

Health Scrutiny (interim) 

Responses from the scrutiny function of the local authorities gave support for the 
consultation process, with specific concerns around: 
• A review of the consultation process and logistics is conducted 

Trade unions and staff group representatives 
In summary all trade union and staff group representatives oppose the changes 
on: 
• Lack of meaningful engagement of staff in the consultation process; 

 

impacts in the 
scope or scale 
of the impacts 
on Health or 
Health 
Inequalities 
which were 
identified in the 
IIA.   
 
 
 

THEME 11: Views on the Proposed Options (general ) 
 
Discussion events: ALL PROPOSALS Criticism of the options  
The overall impact of all the service changes together were felt to be detrimental 
to South Tyneside: 
“If Option 2 is chosen for both Maternity and Children and Young people’s 
services it would be worse effect on South Tyneside…” 

Focus groups: ALL PROPOSALS Status Quo and financial pressures 
The overarching view is that the only fair and equitable service provision is to 
leave it the same and there was strong opposition in the groups to all the 
implementation of all the options. Equally, there is a balancing view that the cuts 
in NHS funding are the driver for these changes and the best care that can be 
provided is the most important, if not ideal, factor.  
 
Health watch  
There was support for the options, with the caveat that travel, and access were 
major issues in all.  
 
Health scrutiny - interim 

EqIA 
The positive 
and negative 
impacts on staff 
and vulnerable 
groups were 
systematically  
considered in 
the baseline IIA.    
 
Additional EqIA 
concerns have 
been 
summarised in 
this table under 
relevant and 
specific 
thematic 
headings.  
 

Mitigating Actions  
The IIA identified a 
number of 
concerns relating 
to Equality, Health 
and Health 
Inequalities.  
Suggestion to 
mitigate against 
those concerns 
were made in the 
baseline IIA 
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Consultation Feedback (excerpts from Consultation 
Feedback Analysis report 5th Dec 2017)23 

Comparing 
feedback 
with EqIA 
and HIIA 
scope and 
scores in 
the 
baseline 
IIA24 

Implications 
for updating 
the EqIA and 

HIIA and 
related 

Mitigating 
actions 

Responses from the scrutiny function of the local authorities gave support for the 
consultation process, with specific concerns around: 
• The impact on local authority social care budgets through frequent NHS 

changes 
• Assurances that dialogue is happening between the other STP footprints in 

the region 
• Consideration of the need to retain a SCBU at South Tyneside 
• Enhancement of rehabilitation services 
• Assurances from NEAS on their capacity to support these changes 
• Consideration of the availability of specialist paediatric nurses out of hours at 

STDH 
• Transport and travel issues being addressed 
• Service safety is paramount 
• The ability of SRH to cope with increased demand is considered 
• The future of STDH is considered in this consultation and beyond, including 

MLU viability 
• Staffing issues and delivery models are fully developed 
• A review of the consultation process and logistics is conducted 

3rd Sector  / voluntary organisations – all services  

Ensuring safety and safeguarding in the proposed changes 

Trade unions and staff group representatives 
In summary all trade union and staff group representatives oppose the changes 
on: 
• Workforce issues; 
• Safety grounds; 
• Lack of meaningful engagement of staff in the consultation process; 
• Capacity issues at Sunderland; 
• The long-term impact on South Tyneside. 

Elected representatives, Members of parliament and political parties.  
Overall the proposals were opposed by MPs who cited the interests of their 
constituents as being seriously disadvantaged by these proposals, both as 
patients and as staff. 
 
The constituency parties also expressed strong opposition but were supportive of 
the work of local trade unions and community activists to represent their view 

NHS Organisations 
All NHS organisations recognise the clinical and workforce issues driving the 
changes and support the principles and recognise the safety of the options, with 
specific concerns around: 
• Ambulance Response Times; and  
• The sustainability of MLUs and a need to learn from elsewhere 

HIIA 
The impact on 
health and 
health 
inequalities was 
systematically 
considered in 
the baseline IIA.  
 
Additional HIIA 
concerns have 
been 
summarised in 
this table under 
relevant and 
specific 
thematic 
headings.  
 

THEME 12 : High Quality Safe Services for maternity and 
women’s services including SCBU  

EqIA 
The positive 

Mitigating actions 
These concerns 



 

 51 

 
Consultation Feedback (excerpts from Consultation 
Feedback Analysis report 5th Dec 2017)23 

Comparing 
feedback 
with EqIA 
and HIIA 
scope and 
scores in 
the 
baseline 
IIA24 

Implications 
for updating 
the EqIA and 

HIIA and 
related 

Mitigating 
actions 

 
Health Scrutiny (interim) 
Responses from the scrutiny function of the local authorities gave support for the 
consultation process, with specific concerns around: 
• Service safety is paramount 

Trade unions and staff group representatives 
In summary all trade union and staff group representatives oppose the changes 
on: 
• Safety grounds; 

Voluntary and Community Sector 

Ensuring safety and safeguarding in the proposed changes 

Focus groups (maternity and women’s services) 
The groups felt that, despite previously expressed reservations about the lack of 
Consultant care at South Tyneside, the concentration of expertise on one site was 
a major benefit of the proposals. 
“Best care is most important” 

“Most of the patients would prefer to give birth in a more specialised 
hospital” 

The overarching concern is the safety of mother and child, supported by a centre 
of excellence in Sunderland. However, this aspect of safety was questioned for 
South Tyneside in terms of the extreme pressure this will put Midwives under. 
They will be called upon to in assess need and establishing if a birth at the MLU 
was becoming higher-risk and the responsibility for emergency transfer to 
Sunderland.  
 

and negative 
impacts on staff 
and vulnerable 
groups were 
systematically 
considered in 
the baseline IIA.    
 
Equality issues 
relating to 
these concerns 
were 
considered in  
 
o Table 1  – 

Gender 
o Table 1  – 

Pregnancy 
and 
maternity 

o Table 1 – 
Race – 
BME 
groups  

o Table 1 – 
Disability 

o Table 1 – 
Socio-
economic 
disadvanta
ge 

o Table 1- 
Age – 
(babies, 
teenage 
and older 
mothers) 
 

HIIA 
The impact on 
health and 
health 
inequalities was 
systematically 
considered in 
the baseline IIA.  
 
These nature 
and scale of 
these concerns 
were 

were addressed by 
suggestions in  
Section 5.1.1 
Promoting 
continuity of care 
especially for 
vulnerable groups  
Section 5.2.1 
Maximising 
outcomes of 
transfers of care 
during labour or 
immediately after 
the birth 
Section 5.3.1 
Acceptable health 
care 
Section 5.3.2 
Obstetric 
interventions  
 
Mitigating actions 
No additional 
actions have been 
suggested 
 
No specific 
amendments or 
additions required 
in relation to  
• Equality 

Impact 
Assessment 

• Health & 
Inequalities 
Impact 
Assessment  

• Mitigating 
actions  
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Consultation Feedback (excerpts from Consultation 
Feedback Analysis report 5th Dec 2017)23 

Comparing 
feedback 
with EqIA 
and HIIA 
scope and 
scores in 
the 
baseline 
IIA24 

Implications 
for updating 
the EqIA and 

HIIA and 
related 

Mitigating 
actions 

considered in 
 
These concerns 
were addressed 
in the HIIA 
 

o Table 
3: 
Morta
lity 

o Table 
3: 
Transf
ers of 
care 

o Table 
3: 
Delive
ring a 
baby 
witho
ut 
seriou
s 
medic
al 
probl
ems 

o Table 
3: 
Mater
nal 
health 

o Table 
3: 
Infant 
health 

o Table 
3: 
Safe 
health 
care 

 
 

THEME 13: Understanding and adapting to the proposals  
 
Focus groups ALL PROPOSALS (Trust) 
For many of the equalities groups one of the biggest barriers is gaining trust in the 
service. The changes were felt to have a disproportionate effect on those with 
sensory or learning disabilities, cognitive impairment and people from BME 

The impacts of 
the changes to 
the provision of 
SCBU in South 
Tyneside were 
considered 

Mitigating actions 
These concerns 
were addressed by 
suggestions in  
Section 5.1.1 
Promoting 



 

 53 

 
Consultation Feedback (excerpts from Consultation 
Feedback Analysis report 5th Dec 2017)23 

Comparing 
feedback 
with EqIA 
and HIIA 
scope and 
scores in 
the 
baseline 
IIA24 

Implications 
for updating 
the EqIA and 

HIIA and 
related 

Mitigating 
actions 

backgrounds who find it difficult to establish this trust in new services and 
particularly difficult to navigate a new environment with confidence. The 
common issue being communication and understanding. 
 
Health Scrutiny (interim) 

Responses from the scrutiny function of the local authorities gave support for the 
consultation process, with specific concerns around: Staffing issues and delivery 
models are fully developed 
 

Discussion events (women’s and maternity services) 

The most prevalent concern was for mothers in South Tyneside in circumstances 
where there was an emergency for a woman classified as being a low risk birth: 
“…what about women attending antenatal clinic and need to delivery 
immediately if there is no delivery suite?” 

“If a low risk turns to a high risk during labour, what happens then?” 

There was widespread confusion about impact off no option to include a Special 
Care Baby Unit SCBU at South Tyneside; 
“…what options were considered and rejected for SCBU?” 

“…why can’t a third model be looked at for SCBU to provide ‘transitional’ 
phase for pre-term babies for weeks/months before discharge in South 
Tyneside…” 

Concerns about midwife led units were widely expressed: 
“…do they work?” 

“…MLUs, seem to have an issue with sustainability, there is evidence of 
closure elsewhere…” 

“Most Midwifery Units end up being closed...” 

However, some parents expressed contrary and more favourable staff views on 
an MLU option? 
“I would go for an MLU birth if I had another child…”  

There were a number of general comments about all of the options: 
“…with no consultant led option at South Tyneside, women will choose to go 
to a specialist”  

“Post-natal depression considerations are not made clear…”  

“You do not know when things can go wrong, can’t predict it and when things 
go wrong they go wrong fast…”= 

Focus groups (maternity and women’s services) 

The groups were also concerned about the proposed changes and felt that they 
were unnecessary and would be confusing for people who were accessing them. 
There was a general lack of confidence that the decision had not already been 

throughout the 
IIA.   
 
 
EqIA 
The positive 
and negative 
impacts on staff 
and vulnerable 
groups were 
systematically 
considered in 
the baseline IIA.    
 
These concerns 
do not identify 
any additional 
equality 
impacts, any 
changes in the 
scale or nature 
of the equality 
impacts which 
have already 
been identified 
or any other 
equality groups 
which could be 
vulnerable 
 
HIIA 
The impact on 
health and 
health 
inequalities was 
systematically 
considered in 
the baseline IIA.  
 
These nature 
and scale of 
these concerns 
were 
considered in: 
The evidence 
base (Appendix 
3) 

o Table  
3: 
Morta

continuity of care 
especially for 
vulnerable groups 
5.1.3 Helping 
everyone to 
understand and 
adapt to the new 
changes, 
especially 
vulnerable groups. 
5.2.1 Maximising 
outcomes of 
transfers of care 
during labour or 
immediately after 
the birth  
 
Further 
suggestions 
should be 
developed to 
address concerns 
around key details 
such as clinical 
pathways for 
postnatal 
depression.  
 
 
No specific 
amendments or 
additions required 
in relation to  
• Equality 

Impact 
Assessment 

• Health & 
Inequalities 
Impact 
Assessment  
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Consultation Feedback (excerpts from Consultation 
Feedback Analysis report 5th Dec 2017)23 

Comparing 
feedback 
with EqIA 
and HIIA 
scope and 
scores in 
the 
baseline 
IIA24 

Implications 
for updating 
the EqIA and 

HIIA and 
related 

Mitigating 
actions 

reached despite information provided to the contrary both verbally and in 
consultation documents.  
 
Staff Q&A (maternity and women’s services)  
The impact of the options on community team do not appear to have been 
thought through, Option 1 is likely to see an increase in home births and 
increased risk for high risk women. 
 
Pre-consultation business case, not specific about integration of community 
teams and the role of those who don’t drive in this integration 
“…we need to get away from seeing ourselves as two separate units and have 
staff working across both sites…” 

NHS Organisations 
All NHS organisations recognise the clinical and workforce issues driving the 
changes and support the principles and recognise the safety of the options, with 
specific concerns around the sustainability of MLUs and a need to learn from 
elsewhere. 
  

lity 
o Table 

3: 
Spont
aneou
s 
vagin
al 
delive
ry 

o Table 
3: 
Obste
trics 
interv
entio
ns 

o Table 
3: 
Transf
ers of 
care 
durin
g 
labou
r or 
imme
diatel
y 
after 
the 
birth 

o Table 
3: 
Delive
ring a 
baby 
witho
ut 
seriou
s 
medic
al 
probl
ems 

o Table 
3: 
Mater
nal 
health 

o Table 
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Consultation Feedback (excerpts from Consultation 
Feedback Analysis report 5th Dec 2017)23 

Comparing 
feedback 
with EqIA 
and HIIA 
scope and 
scores in 
the 
baseline 
IIA24 

Implications 
for updating 
the EqIA and 

HIIA and 
related 

Mitigating 
actions 

3: 
Infant 
health 

o Table
3: 
Effecti
ve 
health 
care 

o Table
3: 
Safe 
health 
care 

 
 
This feedback 
does not 
identify any 
changes in the 
scope, scale or 
nature of the 
impacts on 
health and 
health 
inequalities 
identified in the 
IIA or any other 
vulnerable  
groups. 
 
 

THEME 14: Preferred Options (Specific to Maternity and 
Women’s Services ) 
 

Health Scrutiny (interim) 

Responses from the scrutiny function of the local authorities gave support for the 
consultation process, with specific concerns around: 
• Consideration of the need to retain a SCBU at South Tyneside 
• Consideration of the availability of specialist paediatric nurses out of hours at 

STDH 
• Transport and travel issues being addressed 
• Service safety is paramount 
• Staffing issues and delivery models are fully developed 

Voluntary and Community Sector  

EqIA 
The positive 
and negative 
impacts on staff 
and vulnerable 
groups were 
considered in 
the baseline IIA.    

 
These concerns 
do not identify 
any additional 
equality 
impacts, any 
changes in the 
scale or nature 
of the equality 
impacts which 

Mitigating actions 
These concerns 
were addressed by 
suggestions in 
Section:  
5.1.1 Promoting 
continuity of care 
especially for 
vulnerable groups 
5.1.2 Reducing 
travel and 
transport costs 
especially for 
vulnerable groups 
5.1.3 Helping 
everyone to 
understand and 
adapt to the new 
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Consultation Feedback (excerpts from Consultation 
Feedback Analysis report 5th Dec 2017)23 

Comparing 
feedback 
with EqIA 
and HIIA 
scope and 
scores in 
the 
baseline 
IIA24 

Implications 
for updating 
the EqIA and 

HIIA and 
related 

Mitigating 
actions 

• Ensuring safety and safeguarding in the proposed changes 

Discussion events (maternity and women’s services) 
There were a number of general comments about all of the options: 
“…with no consultant led option at South Tyneside, women will choose to go 
to a specialist”  

“Post-natal depression considerations are not made clear…”  

“You do not know when things can go wrong, can’t predict it and when things 
go wrong they go wrong fast…” 

There were also specific comments from the groups on the specific options 
 
Option One: 
“…monitoring equipment is a lot more advanced to pick up issues during 
labour…” 

“…saves £1.3Million, goes a long way to budgets cuts….” 

“This won’t work as its dangerous unless transport issue is resolved…”  

“…unsafe and unfair…” 

“Only positive is financial saving…” 

“Might increase the homebirth rate…” 

“Should increase the consultant care and so improve Quality of Care…” 

“There will be more patient choice…” 

Option Two: 
“People from South Tyneside are being robbed in option…” 

“Option 2 not liked, especially as there are no births in South Tyneside…” 

“…site transfer and discharge issues…” 

 
Focus Groups (maternity and women’s services) 
The major concern voiced in most groups over the two proposed options was the 
lack of Consultants on site at South Tyneside District Hospital. This was based on 
the assertion that child birth is not a simple, prescriptive event for anyone and 
reducing services would be to the detriment of the residents of South Tyneside, 
introducing a perceived unnecessary and unacceptable risk.  
There was no clear preference expressed with the general feeling being that the 
ideal solution would be to provide the same level of staff and services in both 
Sunderland and South Tyneside.  
Where a preference for an option was expressed this was for Option 1.  
 
Staff Q&A (maternity and women’s services) 
There was a general concern over recent history of MLU closures across the 
region, coupled with concerns over no specialist Doctors being at STDH  

have already 
been identified 
or any other 
equality groups 
which could be 
vulnerable 
 
HIIA 
The impact on 
health and 
health 
inequalities was 
systematically 
considered in 
the baseline IIA.  
 
These nature 
and scale of 
these concerns 
was considered 
and compared 
throughout the 
IIA especially  
 
Appendix 3: 
Evidence to 
support the IIA 
and in  
Table 3:  
• Effective 

healthcare 
• Safe 

healthcare 
• Cost-

efficient 
healthcare 

• Acceptable 
health care 

 
Cost efficient 
care was 
assessed on the 
basis of NHS 
system wide 
economic 
resource 
implications 
not merely 
monetary costs 
or savings.  
 

changes, 
especially 
vulnerable groups  
5.1.7 Maximising 
cost efficiency 
savings  
5.2.1 Maximising 
outcomes of 
transfers of care 
during labour or 
immediately after 
the birth  
5.3.1 Acceptable 
health care 
5.3.2 Minimising 
unnecessary 
Obstetric 
interventions  
 
This feedback 
does not suggest 
any new concerns 
(see Theme 13).  
 
No specific 
amendments or 
additions required 
in relation to  
• Equality 

Impact 
Assessment 

• Health & 
Inequalities 
Impact 
Assessment  

• Mitigating 
actions  
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Consultation Feedback (excerpts from Consultation 
Feedback Analysis report 5th Dec 2017)23 

Comparing 
feedback 
with EqIA 
and HIIA 
scope and 
scores in 
the 
baseline 
IIA24 

Implications 
for updating 
the EqIA and 

HIIA and 
related 

Mitigating 
actions 

Low risk is a retrospective diagnosis. You can’t foresee complications.  

Evidence for locating MLU in South Tyneside 
“You cannot compare it to an affluent area…we have higher levels of 
deprivation and morbidity” 

 “…Option 1 is nonsense and just to make Joe public reassured that they have 
a unit. Why would we put our staff through that when we know they don’t 
work…” 

“Many women will come to a high risk unit because they think they’ll get 
better care…” 

 
RCM 
The RCM wholly endorsed Option 1 as being “...in keeping with the latest 
evidence-based guidelines and maternity policy; Option 2 contravenes these and 
would be a disservice to the women and families of the region...”  
 
 
 
 

This feedback 
does not 
identify any 
changes in the 
scope, scale or 
nature of the 
impacts on 
health and 
health 
inequalities 
identified in the 
IIA or any other 
vulnerable 
groups. 
 
 
 
  

 
 
 
 
  



 

 58 

Appendix 1: Revisions to the Equality Impact Assessment and Health 
and Health Inequalities Impact Assessment of both Options for 

proposals to reconfigure Obstetrics and Gynaecology Services South 
of Tyne,  

Updated Table 1 from the baseline IIA amended to reflect the recommendations of the 
systematic review of consultation feedback with respect to the impact of travel on 
breastfeeding mothers (amendments are highlighted in yellow with details provided in 
footnotes) 
(For further details regarding sources and statistics, please refer to the evidence base 
summarised in Appendix 3 of the IIA) 
KEY A score  = level of evidence B score  = scale of impact  C score  = AXB = Impact score
 Total impact score  = sum of C scores 

 Option 1:  

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
 
Gynaecology          
All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at least 
an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

  

Maternity 
Develop a single consultant-led midwife          
South Tyneside and Sunderland populat  
Development of a single community mi      
 
Gynaecology          
All inpatient gynaecology surgery will b          
overnight stay) 
Gynaecology day case and ambulatory c        
Gynaecology outpatients will remain pr     

Protected 
characteristic 

Potentially Positive 
Impacts 

Potentially Negative Impacts Potentially Positive Impa     

Sex / Gender  

 

These are women’s services and will, 
primarily, impact on women ; the 
changes are designed to benefit all 
women by improving the quality of care 
available  to residents of Sunderland and 
South Tyneside.  

Both options give women more choice 
regarding options for gynaecology day 
case and ambulatory care.  

This option could have a negative impact on  
some women because they will have to travel 
further for care which was previously 
delivered closer to home. 

All women from South Tyneside needing / 
choosing to deliver in a consultant-led 
obstetrics unit will be required to travel 
outside of their borough. This could generate 
additional emotional, social and financial costs 
for these women and their partners, friends 
and families.  Giving birth “away from home” 
can have enduring impacts on the health of 
mothers and babies 

There is a similar burden for those women and 
their partners/friends/families from S 
Tyneside needing inpatient gynaecology care 
(elective or non –elective) as they will be 
treated further from home, outside of their 
borough generating additional emotional, 
social and financial costs.   

In the case of babies who require specialist 
inpatient care, mothers living in South 
Tyneside could experience additional travel 
costs (time, convenience, money) when 
visiting their babies in Sunderland.  This could 
have a negative long term impact on infant 
bonding, and the emotional and physical 
health of the mothers and babies.  Fathers and 
other relatives will also be affected but the 
impact on mothers will be greater.  

These are women’s services and  
primarily, impact on women; the cha  
are designed to benefit all wome   
improving the quality of care availab   
residents of Sunderland and South Tyne   

Both options give women more c  
regarding options for gynaecology day  
and ambulatory care. 
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 Option 1:  

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
 
Gynaecology          
All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at least 
an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

  

Maternity 
Develop a single consultant-led midwife          
South Tyneside and Sunderland populat  
Development of a single community mi      
 
Gynaecology          
All inpatient gynaecology surgery will b          
overnight stay) 
Gynaecology day case and ambulatory c        
Gynaecology outpatients will remain pr     

Protected 
characteristic 

Potentially Positive 
Impacts 

Potentially Negative Impacts Potentially Positive Impa     

Gender equality 
impact scores 

A=3 B=3 C= 9 A=3 B=-1 C=-3 A=3 B=3 C= 9    

Sexual 
orientation 

These changes are designed to benefit all 
women, new families and their babies by 
improving the quality of obstetric, 
paediatric and gynaecology care 
available to residents of Sunderland and 
South Tyneside.  

 

There is no indication that this group will be 
disproportionately negatively affected by the 
proposed changes 

These changes are designed to benefit a  
women, new families and their babies b  
improving the quality of obstetric , 
paediatric and gynaecology care availab   
to residents of Sunderland and South 
Tyneside.  

 

         
     

  

Sexual 
orientation 
equality impact 
scores  

 

A=3 B=3 C=9 

 

A=3 B=0 C=0 

 

A=3 B=3 C=9 

 

   

Gender 
reassignment 

These changes are designed to benefit all 
women, new families and their babies by 
improving the quality of obstetric, 
paediatric and gynaecology care 
available to residents of Sunderland and 
South Tyneside.  

 

There is no indication that this group will be 
disproportionately negatively affected by the 
proposed changes 

These changes are designed to benefit a  
women, new families and their babies b  
improving the quality of obstetric , 
paediatric and gynaecology care availab   
to residents of Sunderland and South 
Tyneside.  

 

         
     

  

Gender 
reassignment 
equality impact 
scores 

 

A=3 B=3 C=9 

 

A=3 B=0 C=0 

 

A=3 B=3 C=9 

 

   

Race  

  

 

These changes are designed to benefit all 
women, new families and their babies by 
improving the quality of obstetric, 
paediatric and gynaecology care 
available to residents of Sunderland and 
South Tyneside.  

Both options give women more choice 
regarding options for gynaecology day 
case and ambulatory care. 

BME women and their babies are at 
increased risk of perinatal complications 
and so they, their babies and families 
could experience more benefits from the 
proposed improvements.   

Evidence shows that women from BME 
communities are at increased risk of 
Obstetrics complications and will therefore be 
more likely to need Consultant led care.  
Therefore, BME women and their families and 
friends living in South Tyneside will be 
disproportionately affected by the need to 
travel outside the borough for obstetric led 
care.   Giving birth “away from home” can 
have enduring impacts on the health of 
mothers and babies.  

BME groups are at a higher risk of suffering 
economic deprivation, and English language 
difficulties.  This means that they could be 
more disadvantaged by the additional 
transport costs for South Tyneside women 
(and their partners, friends and families) 
needing inpatient gynaecology services.  

The increased risk of obstetric complications 
in this group means that babies in this group 
may be at a higher risk of needing specialist 
care facilities.  BME parents living in South 
Tyneside could therefore experience greater 

These changes are designed to benefit a  
women, new families and their babies b  
improving the quality of obstetric, 
paediatric and gynaecology care availab   
residents of Sunderland and South Tyne   

Both options give women more c  
regarding options for gynaecology day  
and ambulatory care. 

BME women and their babies ar   
increased risk of perinatal complication   
so they, their babies and families c  
experience more benefits from  
proposed improvements.   
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 Option 1:  

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
 
Gynaecology          
All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at least 
an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

  

Maternity 
Develop a single consultant-led midwife          
South Tyneside and Sunderland populat  
Development of a single community mi      
 
Gynaecology          
All inpatient gynaecology surgery will b          
overnight stay) 
Gynaecology day case and ambulatory c        
Gynaecology outpatients will remain pr     

Protected 
characteristic 

Potentially Positive 
Impacts 

Potentially Negative Impacts Potentially Positive Impa     

travel costs (time, convenience, money) when 
visiting their babies in Sunderland.  Such costs 
could have a negative long term impact on 
infant bonding, and the emotional and 
physical health of  babies and their families.  

BME groups in both areas may also be at a 
disadvantage if English is not their first 
language as this may generate challenges 
around understanding and adapting to the 
new changes.   

 

        
        
       

       
       
       
        

      
   

         
      

     
      

      
     

          
       

      
      

    

 

Race equality 
impact scores 

 

A=3 B=3 C=9 

 

A=3 B=-2 C=-6 

 

A=3 B=3 C=9 

 

   

Marriage and 
civil 
partnership  

These changes are designed to benefit all 
women, new families and their babies by 
improving the quality of obstetric, 
paediatric and gynaecology care 
available to residents of Sunderland and 
South Tyneside.  

 

There is no indication that this group will be 
disproportionately negatively affected by the 
proposed changes 

These changes are designed to benefit a  
women, new families and their babies b  
improving the quality of obstetric , 
paediatric and gynaecology care availab   
to residents of Sunderland and South 
Tyneside.  

 

         
     

  

Marriage and civil 
partnership 
equality impact 
scores 

 

A=3 B=3 C=9 

 

A=3 B=0 C=0 

 

A=3 B=3 C=9 

 

   

Pregnancy and 
maternity  

 

These changes are designed to benefit all 
pregnant and maternity groups by 
improving the quality of care available to 
mothers, new families and babies in 
Sunderland and South Tyneside.   

Both options give women more choice 
regarding options for gynaecology day 
case and ambulatory care. 

This option could have a negative impact on  
some women because they will have to travel 
further for care which was previously 
delivered closer to home. 

This option could disadvantage pregnant and 
perinatal women from South Tyneside 
needing / choosing delivery in a Consultant led 
Obstetrics unit as they will need to travel 
outside the borough. This could generate 
additional emotional, social and financial costs 
for these women and their partners.  

These changes are designed to benef   
pregnant and maternity groups  
improving the quality of care availab   
mothers, new families and babie   
Sunderland and South Tyneside.  

Both options gives women more c  
regarding options for gynaecology day  
and ambulatory care. 
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 Option 1:  

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
 
Gynaecology          
All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at least 
an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

  

Maternity 
Develop a single consultant-led midwife          
South Tyneside and Sunderland populat  
Development of a single community mi      
 
Gynaecology          
All inpatient gynaecology surgery will b          
overnight stay) 
Gynaecology day case and ambulatory c        
Gynaecology outpatients will remain pr     

Protected 
characteristic 

Potentially Positive 
Impacts 

Potentially Negative Impacts Potentially Positive Impa     

Both Options could disadvantage women in 
this group from South Tyneside requiring 
inpatient gynaecology services as they will 
need to be cared for further away from home.  

Both Options could disadvantage parents, new 
families and their babies living in South 
Tyneside if the babies require specialist care.  
This care will be provided outside the 
borough, further away from home.  This could 
have enduring impacts on the emotional and 
physical health of mothers and children.  

Breastfeeding mothers from South Tyneside 
will be especially disadvantaged, as they will 
have to accommodate the additional travel 
time and inconvenience into their feeding 
schedules. 

     

      
      

      
          

      
       
         

       
        

       
       

     
       

      
      

 

Pregnancy and 
maternity 
equality impact 
scores 

A=3 B=3 C= 9 A=3 B=-2 C=-625 A=3 B=3 C= 9    

Religion or 
belief 

 

These changes are designed to benefit all 
women, new families and their babies by 
improving the quality of obstetric, 
paediatric and gynaecology care 
available to residents of Sunderland and 
South Tyneside.  

Both options give women more choice 
regarding options for gynaecology day 
case and ambulatory care. 

 

There is no indication that this group will be 
disproportionately negatively affected by the 
proposed changes 

These changes are designed to benefit a  
women, new families and their babies b  
improving the quality of obstetric,, 
paediatric and gynaecology care availab   
to residents of Sunderland and South 
Tyneside.  

Both options give women more choice 
regarding options for gynaecology day c  
and ambulatory care. 

 

         
     

  

Religion/belief 
equality impact 
scores 

 

A=3 B=3 C=9 

 

A=3 B=0 C=0 

 

A=3 B=3 C=9 

 

   

Disability 

 

These changes are designed to benefit all 
pregnant and maternity groups by 
improving the quality of care available to 
mothers, new families and babies in 
Sunderland and South Tyneside.  

Both options give women more choice 
regarding options for gynaecology day 
case and ambulatory care. 

Disability may increase the likelihood of 
delivery in a consultant-led obstetrics unit and 
therefore disabled women and their families 
and friends living in South Tyneside will be 
disproportionately affected by the 
requirement to travel outside of the borough.    

Disabled partners, friends or relatives women 
from South Tyneside requiring a delivery in an 
Obstetrics unit, or undergoing inpatient 
gynaecology care will face greater personal, 

These changes are designed to benef   
pregnant and maternity groups  
improving the quality of care availab   
mothers, new families and babie   
Sunderland and South Tyneside.  

Both options give women more c  
regarding options for gynaecology day  
and ambulatory care. 

       
       

         
    

      
      

     
      

       
      

                                                      
25 This score has been amended to more accurately reflect the equality impact on this group 
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 Option 1:  

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
 
Gynaecology          
All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at least 
an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

  

Maternity 
Develop a single consultant-led midwife          
South Tyneside and Sunderland populat  
Development of a single community mi      
 
Gynaecology          
All inpatient gynaecology surgery will b          
overnight stay) 
Gynaecology day case and ambulatory c        
Gynaecology outpatients will remain pr     

Protected 
characteristic 

Potentially Positive 
Impacts 

Potentially Negative Impacts Potentially Positive Impa     

economic and emotional costs of travel 
outside the borough.  

Families from South Tyneside affected by 
disability and visiting babies in need of special 
care could experience more emotional 
difficulties arising from the increased travel 
burden.  This could have enduring impacts on 
their and their babies’ health .  

Any additional travel burden could generate a 
more significant burden on this group because 
of the greater risk of economic deprivation, 
emotional difficulties and practical physical 
challenges faced by this group.  

Some disabilities may be associated with 
increased difficulties around understanding 
and adapting to the new changes in service 
provision.   

        
     
        

      
        

     
      

        
         

     

       
       

       
     
      

       
    

        
   

Disability equality 
impact scores 

 

A=3 B=3 C=9 

 

A=3 B=-2 C=-6 

 

A=3 B=3 C=9 

 

   

Socio - 
Economic 
deprivation 

 

These changes are designed to benefit all 
pregnant and maternity groups by 
improving the quality of care available to 
mothers, new families and babies in 
Sunderland and South Tyneside.  

Both options give women more choice 
regarding options for gynaecology day 
case and ambulatory care. 

Evidence shows that socio-economic 
deprivation is associated with increased risk of 
perinatal problems and may therefore 
increase the likelihood of delivery in a 
consultant-led obstetrics unit.  Therefore 
economically disadvantaged women and their 
families and friends living in South Tyneside 
will be disproportionately affected by the 
additional travel outside the borough.   

Disadvantaged partners, relatives and friends 
of women from South Tyneside requiring a 
delivery in a consultant-led obstetrics unit, or 
undergoing in patient gynaecology care, will 
face personal, economic and emotional costs 
of travel out of the borough.   

Families from South Tyneside visiting babies in 
need of special care could experience more 
challenges relating to the increased travel 
burden.  This could have enduring impacts on 
their and their babies’ health .  

The travel burden will be greater for this 
group because this group faces more 
significant economic challenges.   

Social isolation and educational disadvantage 
could create greater challenges for this group 
when seeking to understand and engage with 
the changes.  

These changes are designed to benef   
pregnant and maternity groups  
improving the quality of care availab   
mothers, new families and babie   
Sunderland and South Tyneside.  

Both options give women more c  
regarding options for gynaecology day  
and ambulatory care. 
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 Option 1:  

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
 
Gynaecology          
All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at least 
an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

  

Maternity 
Develop a single consultant-led midwife          
South Tyneside and Sunderland populat  
Development of a single community mi      
 
Gynaecology          
All inpatient gynaecology surgery will b          
overnight stay) 
Gynaecology day case and ambulatory c        
Gynaecology outpatients will remain pr     

Protected 
characteristic 

Potentially Positive 
Impacts 

Potentially Negative Impacts Potentially Positive Impa     

  

Deprivation 
equality impact 
scores 

 

A=3 B=3 C=9 

 

A=3 B=-2 C=-6 

 

A=3 B=3 C=9 

 

   

Age  

 

These changes are designed to benefit all 
pregnant and maternity groups by 
improving the quality of care available to 
mothers, new families and babies in 
Sunderland and South Tyneside.  

Both options give women more choice 
regarding options for gynaecology day 
case and ambulatory care. 

Evidence shows that older women and 
teenage women are at an increased risk of 
perinatal problems and more likely to need 
delivery in a consultant-led obstetrics unit.  
These women, their families and friends living 
in South Tyneside, will be disproportionately 
affected by the additional travel outside the 
borough. 

It is more likely that partners of teenage 
mothers will be younger and be disadvantaged 
by the personal, economic and emotional 
costs of travel out of the borough to be 
involved in the perinatal care of their partner 
and new born.  

Evidence shows that teenage mothers 
experience many barriers to maternity care.  
These changes may represent additional 
challenges for this group and could have a 
long term impact on their health and the 
health of their baby.  

New born babies born to teenage mothers are 
more likely to need specialist neonatal care.  
This will entail an additional travel burden for 
teenage families from South Tyneside.  

The partners, friends and families visiting 
women in South Tyneside who need inpatient 
gynaecology care will face an additional travel 
burden.  This burden will be greater in relation 
to older and younger women due to the 
increased risk of economic hardship in both 
groups.  Younger age groups may also face 
more emotional difficulties due to their 
relative immaturity, and older age groups will 
be more likely to suffer disabilities and long 
term conditions generating additional 
difficulties.  

These changes are designed to benef   
pregnant and maternity groups  
improving the quality of care availab   
mothers, new families and babie   
Sunderland and South Tyneside.  

Both options give women more c  
regarding options for gynaecology day  
and ambulatory care. 

      
        
       

       
       

      
       
 

       
       

       
      

     

     
       

     
       

        

        
       

      
         

        
    

 

        
        

        
      

      
       

       
         

        
       

        
      

       
        

    
 

 

 



 

 64 

 Option 1:  

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
 
Gynaecology          
All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at least 
an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

  

Maternity 
Develop a single consultant-led midwife          
South Tyneside and Sunderland populat  
Development of a single community mi      
 
Gynaecology          
All inpatient gynaecology surgery will b          
overnight stay) 
Gynaecology day case and ambulatory c        
Gynaecology outpatients will remain pr     

Protected 
characteristic 

Potentially Positive 
Impacts 

Potentially Negative Impacts Potentially Positive Impa     

Age equality 
impact scores 

 

A=3 B=3 C=9 

 

A=3 B=-2 C=-6 

 

A=3 B=3 C=9 
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Updates to Table 2 in the baseline IIA : Total EqIA scores  
Key to 

categories 
and colour 

codes  

Total 
Equality 

Impact (C) 
Score 

Positive Negative  Option 1 Option 2 

Major 
impact 

+/-     7 - 9   Maternity 
Retain consultant-led maternity 
unit at Sunderland and an 
alongside MLU 
Develop free-standing MLU at 
South Tyneside for low risk births 
Development of a single 
community midwifery team serving 
both areas 
Gynaecology          
All inpatient gynaecology surgery 
will be provided at Sunderland 
(surgery requiring at least an 
overnight stay) 
Gynaecology day case and 
ambulatory care will remain 
provided from both sites 
Gynaecology outpatients will 
remain provided from both sites 

Maternity 
Develop a single consultant-led 
midwifery unit and alongside MLU at 
Sunderland serving both South 
Tyneside and Sunderland populations 
Development of a single community 
midwifery team serving both areas 
Gynaecology          
All inpatient gynaecology surgery will 
be provided at Sunderland (surgery 
requiring at least an overnight stay) 
Gynaecology day case and 
ambulatory care will remain provided 
from both sites 
Gynaecology outpatients will remain 
provided from both sites 

 Moderate 
impact 

+/-     4 - 6   

Minor 
impact 

+/-     0 – 3   

 
Protected group Option 1: Option 2: 

Positive 
impact score 

Negative 
impact score 

Total Impact  
score 

Positive impact 
score 

Negative impact 
score 

Total Impact  
score 

Sex/ gender 9 -3 6 9 -6 3 

Sexual orientation 9 0 9 9 0 9 

Gender reassignment 9 0 9 9 0 9 

Race 9 -6 3 9 -6 3 

Marriage and civil 
partnership 

9 0 9 9 0 9 

Pregnancy  / maternity 9 -626 3 9 -6 3 

Religion or belief 9 0 9 9 0 9 

Disability 9 -6 3 9 -6 3 

Socioeconomic 
deprivation 

9 -6 3 9 -6 3 

Age 9 -6 3 9 -6 3 

Updates to Table 3 in the baseline IIA: Details of the health and health inequalities 
assessment of both options updated to reflect stakeholder concerns around the impact 
on breastfeeding mothers and infants (amendments are numbered and detailed as 
footnotes) 
(for further details regarding sources and statistics, please refer to the evidence base 
summarised in Appendix 3 in the baseline IIA 
 
 Health Impact Comments and Scores 

                                                      
26 This score has been amended to reflect concerns around the implications for 
breastfeeding mothers from South Tyneside leading to a lower overall impact score similar 
to Option 2 
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Option 1: 
Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
Gynaecology          
All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

  
Maternity 
Develop a single consultant-led midw         
both South Tyneside and Sunderland  
Development of a single community m      
Gynaecology          
All inpatient gynaecology surgery w         
least an overnight stay) 
Gynaecology day case and ambulator         
Gynaecology outpatients will remain     

Positive Negative Positive  

Health outcomes 

Mortality – maternal 
deaths, stillbirths, or other 
infant deaths in the first 
month of life. 

HEALTH IMPACT 

 

 The changes are designed to improve the 
quality of care available in Sunderland and 
South Tyneside and further minimise the 
risk of maternal, perinatal or infant 
fatality.  The changes will improve levels 
of staffing which are associated with 
fewer stillbirths.  

Evidence shows that adverse events are 
rare and for low risk women, outcomes 
are the same for planned births in 
consultant-led obstetrics units and 
midwifery led units. 
 
Successful birth planning relates to 
effective risk assessment and is 
challenging.  Studies vary in definitions 
of ‘low risk’ generating difficulties in 
comparing outcomes across settings.    
 
Transfer times for women planning 
birth in South Tyneside will be longer 
than those in Sunderland.  Unusually 
long – longer than those likely to be 
applied in this scenario -  transfer times 
can adversely affect birth outcomes.   
Further evidence would be needed to 
ascertain whether emergency transfers 
have an impact.  

 

The changes are designed to imp   
quality of care available in Sunder   
South Tyneside and further minimise   
of maternal, perinatal or infant fatalit  

The changes will improve levels o   
which are associated with fewer stillb   

 

      
       

       
    

   
 

     
     

      
      

       
 

       
  

 
 
 

Mortality – maternal 
deaths, stillbirths, or other 
infant deaths in the first 
month of life. 

HEALTH INEQUALITIES  
IMPACT 

 

Key ‘inequalities groups’ (BME 
communities, older and teenage mothers, 
disabled women, economically deprived 
women and hard to reach women) are at 
higher risk of perinatal complications 
including infant and maternal mortality.  
Giving every child a good start in life is a 
high impact intervention for reducing 
health inequalities.  The improved quality 
of service could improve outcomes and 
could therefore reduce health 
inequalities.  

Because of the evidence for inequalities 
groups being at higher risk, these 
women are more likely to give birth in a 
consultant-led obstetrics unit.  This only 
option is outside of South Tyneside.  
There is no evidence that this lack of 
choice will increase mortality in 
inequalities groups.  

Key ‘inequalities groups’ (BME com  
older and younger women, disabled  
economically deprived women and   
reach women) are at higher risk of  
complications including infant and  
mortality.  Giving every child a goo    
life is a high impact intervention for  
health inequalities.  The improved q   
service could improve outcomes a   
therefore reduce health inequalities. 

      
      
         

      
       

        
     

  

Mortality HEALTH Impact 
Score 

A=3 B=3 C=9 A=2 B=-1 C=-2 A=3 B=3 C=9    

Mortality HEALTH 
INEQUALITIES  Impact 
Score 

A=3 B=3 C=9 A=1 B=0 C=0 A=3 B=3 C=9    

Spontaneous vaginal 
delivery  
HEALTH IMPACT 

 

Evidence shows that low risk women who 
give birth in a midwifery unit have more 
‘normal’ births than women who plan 
birth in a consultant-led obstetrics unit. 
This option gives women the option of 
birth in a midwifery led unit in both 
localities.  

No negative consequences could be 
identified 

Evidence shows that women who giv    
a midwifery unit have more ‘norm   
than women who plan birth in a co
led obstetrics unit. This option give   
the option of birth in a midwifery unit   
 
However, rates of spontaneous  
delivery are higher in freestanding m  
units than in  ‘alongside’ midwifery un  

     
     

      
   

 
     
     

    
     

 
Spontaneous vaginal 
delivery  

This option gives all women the option of 
birth in a midwifery led unit in both 
localities. Such units are associated with 

Key health inequalities groups (BME 
communities, older and younger 
women, disabled women, economically 

All women, including the key  
inequalities groups (BME communit   
and younger women, disabled  
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Health Impact Comments and Scores 
Option 1: 

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
Gynaecology          
All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

  
Maternity 
Develop a single consultant-led midw         
both South Tyneside and Sunderland  
Development of a single community m      
Gynaecology          
All inpatient gynaecology surgery w         
least an overnight stay) 
Gynaecology day case and ambulator         
Gynaecology outpatients will remain     

Positive Negative Positive  

HEALTH INEQUALITIES  
IMPACT 

 

an increased likelihood of ‘normal birth’ – 
freestanding midwifery units have the 
highest rates.  This proximity to home 
promotes continuity and consistency 
which is positive for women from many 
inequalities groups ((BME communities, 
older and younger women, disabled 
women, economically deprived women 
and hard to reach women).  

deprived women and hard to reach 
women)  are at greater risk of giving 
birth in a consultant-led obstetrics led 
unit with a higher risk of Obstetrics 
intervention – these risks are unrelated 
to the options proposed.  There is no 
obvious negative impact for this option.  

economically deprived women and   
reach women) have fewer delivery o   
South Tyneside.  The available optio    
lower rate of spontaneous vaginal  
than in option 1.   This is unlikely t    
significantly positive impact on  
inequalities.  

     
     

      
      
      

       
      

       
  

Spontaneous vaginal 
delivery HEALTH impact 
score  

A=3 B=3 C=9 A=3 B=0 C=O A=3 B=2 C=6    

Spontaneous vaginal 
delivery HEALTH  
INEQUALITIES impact 
score 

A=3 B=2 C=6 A=3 B=0 C=0 A=3 B=1 C=3    

Obstetrics interventions 
HEALTH IMPACTS 

 

Evidence shows that low risk women who 
plan birth in a midwifery unit have 
substantially fewer intra-partum 
interventions than those who plan to give 
birth in a consultant-led obstetrics unit. 
This option gives women the option of 
birth in a midwifery led unit close to 
home 

No negative consequences could be 
identified 

Evidence shows that low risk women   
birth in a midwifery unit have sub  
fewer intra-partum interventions th   
who plan to give birth in a cons  
obstetrics unit. This option gives wo   
option of birth in a midwifery led un    
in South Tyneside. It is unclear wha   
this will have on intervention rate  
evidence indicates that rates are   
alongside midwifery units than fre  
units.  

      
      

      
 

Obstetrics interventions 
HEALTH INEQUALITIES 
impacts 

This option gives all women the option of 
birth in a midwifery led unit in both 
localities. Such units are associated with a 
reduced risk of Obstetrics interventions – 
freestanding midwifery units have the 
lowest rates.  This proximity to home 
promotes continuity and consistency 
which is positive for women from many 
inequalities groups ((BME communities, 
older and younger women, disabled 
women, economically deprived women 
and hard to reach women).  

Key health inequalities groups (BME 
communities, older and younger 
women, disabled women, economically 
deprived women and hard to reach 
women) are at greater risk of giving 
birth in a consultant-led obstetrics unit 
with a higher risk of Obstetrics 
intervention – these risks are unrelated 
to the options proposed.  There is no 
obvious negative impact for this option.  

All women, including the key health 
inequalities groups  (BME communitie   
and younger women, disabled wome  
economically deprived women and ha   
reach women) have fewer delivery op   
The available options have a higher ra   
intervention than in option 1.   This o  
does ensure that those who need inte  
get it in a timely manner 24/7 but is o   
a greater risk of interventions which c  
deepen inequalities.  

       
       

      
     

      
       

      
       

       
     

     

Obstetrics intervention 
HEALTH impact score 

 

A=3 B=3 C=9 A=3 B=0 C=O A=2 B=2 C=4    

Obstetrics intervention 
HEALTH INEQUALITIES  
impact score 

 

A=3 B=3 C=9 A=3 B=0 C=0 A=3 B=2 C=6    

Transfers of care during 
labour or immediately 
after the birth – HEALTH 
IMPACT 

Transfers of care are a common 
occurrence and a significant 
consideration.  Rates from midwifery led 
units to consultant-led obstetrics units 
vary between 9% (multiparous women) 

Unplanned transfers to a consultant-led 
obstetrics unit may be required.  The 
rate for low risk nulliparous women 
planning birth in a freestanding 
midwifery unit like the one planned for 

Transfers of care are a common oc  
and a significant consideration.  Tran   
from midwifery led units to cons  
obstetrics units vary between 9% (mu  
women) and 40% (nulliparous wom    
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Health Impact Comments and Scores 
Option 1: 

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
Gynaecology          
All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

  
Maternity 
Develop a single consultant-led midw         
both South Tyneside and Sunderland  
Development of a single community m      
Gynaecology          
All inpatient gynaecology surgery w         
least an overnight stay) 
Gynaecology day case and ambulator         
Gynaecology outpatients will remain     

Positive Negative Positive  

and 40% (nulliparous women).    The 
changes promote the availability of 
medical staff to undertake timely 
interventions in the event of an 
unplanned transfer.  

South Tyneside is 36% (9% for 
multiparous women). These statistics 
represent significant numbers of 
women requiring timely ambulance 
transfers between South Tyneside and 
Sunderland. Ambulance capacity will be 
key .  NEAS performance data re 
capacity for timely transfers are 
presented in Appendix 3.  

option minimises transfer times.      
   

Transfers of care during 
labour or immediately 
after the birth – HEALTH 
INEQUALITIES IMPACT 

There is no evidence to indicate that 
health inequalities will be positively 
affected by this option in relation to 
transfers of care.  

Transfers can have a negative impact on 
maternal wellbeing.  Any negative 
impact might be greater when 
transferring outside of South Tyneside.  
This greater impact could compromise 
maternal infant bonding.  Such an 
impact will have greater consequences 
for teenage women, and women in 
hard to reach or deprived communities. 
It could mean children do not have such 
a ‘good start in life’ thus  deepening 
health inequalities   

This option minimises the transfer   
babies requiring admission to a Neon   
unit – this helps to give them a goo    
life and could lessen health inequaliti   

       
     

      
     
        

       
   

Transfers of care during 
labour or immediately 
after the birth HEALTH 
impact score 

A= 3 B=3 C=9 A=3  B=-2 C=-6 A= 3 B=3 C=9    

Transfers of care during 
labour or immediately 
after the birth HEALTH 
INEQUALITIES IMPACT 
score  

A=1 B=0 C=0 A=2 B=-1 C=-2 A=2 B=1 C=2    

Delivering a baby without 
serious medical problems 

HEALTH IMPACT 

Evidence shows that there are no 
significant differences in adverse perinatal 
outcomes between planned births in 
midwifery units and Obstetrics units.  
 
The changes will promote the quality of 
care and improve the chances of 
delivering a baby without serious medical 
problems. 
 

Both options entail relocation of the 
Special Care Baby Unit at South 
Tyneside to Sunderland with out of 
hospital transfers to a Neonatal 
Intensive Care Unit in Sunderland.   
Theoretically, this additional transfer 
could carry additional risk for babies 
born in South Tyneside and requiring 
medical care, however, high risk births 
should be at Sunderland where medical 
care will be present.   The level of risk 
relies on ambulance capacity for timely 
transfers. This risk must be balanced 
against the benefits of access to a 
neonatal care unit 

Evidence shows that there are no sign  
differences in adverse perinatal outco  
between planned births in midwifery   
Obstetrics units. 
 
The changes will promote the quality    
and improve the chances of delivering   
without serious medical problems. 
 

      
      

      
      

      
     

      

Delivering a baby without 
serious medical problems 
HEALTH INEQUALITIES 
IMPACT 

The changes will promote the quality of  
care and improve the chances of 
delivering a baby without serious medical 
problems. 
 
The changes also give babies with medical 
problems an increased chance of care in a 
neonatal intensive care unit.   
 

Mothers and Babies from South 
Tyneside, requiring a hospital transfer 
to the neonatal intensive care unit may 
experience more complications and 
difficulties relating to bonding and a 
worse start in life with the possibility of 
worsening inequalities.   
 
However, this must be balanced against  

The changes will promote the quality    
and improve the chances of delivering   
without serious medical problems. 
 
The changes also give babies with me  
problems an increased chance of care   
neonatal intensive care unit.   
 
Both of these benefits will give childre    
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Health Impact Comments and Scores 
Option 1: 

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
Gynaecology          
All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

  
Maternity 
Develop a single consultant-led midw         
both South Tyneside and Sunderland  
Development of a single community m      
Gynaecology          
All inpatient gynaecology surgery w         
least an overnight stay) 
Gynaecology day case and ambulator         
Gynaecology outpatients will remain     

Positive Negative Positive  

Both of these benefits will give children a 
good start in life and reduce health 
inequalities 

the benefits of improved access to a 
neonatal care unit. 

start in life and reduce health inequal  

Delivering a baby without 
serious medical problems  
HEALTH impact score 

A= 3 B=3 C=9 A=2  B=-1 C=-2 A= 3 B=3 C=9    

Delivering a baby without 
serious medical problems  
HEALTH  INEQUALITIES 
impact score 

A=3 B=3 C=9 A=2  B=-1 C=-2 A= 3 B=3 C=9    

Infant feeding (ideally 
breastfeeding) HEALTH 
impact27 

 

Infant feeding has a profound impact on 
population health outcomes and health 
inequalities.  
 
The proposals do not provide information 
about breastfeeding will be promoted or 
supported.  
 
 

Infant feeding has a profound impact on 
health outcomes and health inequalities  
 
The proposals do not provide 
information about breastfeeding will be 
promoted or supported.  
 
Breastfeeding mothers from South 
Tyneside, will experience greater 
feeding inconvenience when visiting 
Sunderland to: 

• Attending to their babies in 
neonatal intensive care 

• Accessing inpatient 
gynaecology services 

• Visit friends and relatives 
 
This inconvenience could adversely 
affect - decision to breastfeed, bonding, 
maternal and infant wellbeing with 
implications for the long term health of 
the population of South Tyneside.  
(albeit for small numbers)  

Infant feeding has a profound impact  
health outcomes and health inequalit   
 
The proposals do not provide informa  
about breastfeeding will be promoted  
supported.  
 

       
      

 
     

     
    

 
    

    
  

      
   

   
  

     
 

    
      

     
       

     
    

Infant feeding (ideally 
breastfeeding) HEALTH 
INEQUALITIES impact 

 

Infant feeding has a profound impact on 
health outcomes and health inequalities.  
 
The proposals do not provide information 
about breastfeeding will be promoted or 
supported .  
 

Infant feeding has a profound impact on 
health outcomes and health 
inequalities.  
 
The proposals do not provide 
information about breastfeeding will be 
promoted or supported.  
 
The health implications outlined above 
could have important consequences for 
long term health inequalities across 
South Tyneside  ((albeit for small 
numbers)) 

Infant feeding has a profound impact  
health outcomes and health inequalit    
 
The proposals do not provide informa  
about breastfeeding will be promoted  
supported .  
.  

       
    

 
     

     
    

 
     

     
     

    
 

Infant feeding (ideally 
breastfeeding)  HEALTH 
impact score  

A=1 B=0 C=0 A=2  B=-1 C=-2 A=1 B=0 C=0    

                                                      
27 These comments and the related impact scores have been altered to reflect the 
consultation feedback around implications for breastfeeding moths  
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Health Impact Comments and Scores 
Option 1: 

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
Gynaecology          
All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

  
Maternity 
Develop a single consultant-led midw         
both South Tyneside and Sunderland  
Development of a single community m      
Gynaecology          
All inpatient gynaecology surgery w         
least an overnight stay) 
Gynaecology day case and ambulator         
Gynaecology outpatients will remain     

Positive Negative Positive  

 

Infant feeding (ideally 
breastfeeding)  HEALTH 
INEQUALITIES impact 
score  

 

A=1 B=0 C=0 A=2  B=-1 C=-2 A=1 B=0 C=0    

Maternal health – social, 
emotional and physical 

 

HEALTH IMPACT 

 

Patient experience throughout the 
maternity period is vital for maternal 
wellbeing.  Wellbeing relates to a wide 
variety of factors including choice, 
continuity of care, proximity to friends 
and family, delivery experience, post-
operative complications.   This option 
enhances  woman’s choice to give birth 
closer to home and maximise the quality 
of care provided.   Maternity care crosses 
sectors with children’s and lifestyle 
services being provided by local 
authorities.  

Patient experience throughout the 
maternity period is vital for maternal 
wellbeing.  Wellbeing relates to a wide 
variety of factors including choice, 
continuity of care, proximity to friends 
and family, delivery experience, post-
operative complications.   Women from 
South Tyneside needing or choosing to 
give birth in a consultant-led obstetrics 
unit will have less proximity to home 
and less multi-sectoral continuity of 
care.  

Patient experience throughout the m  
period is vital for maternal wellbeing.  
Wellbeing relates to a wide variety of  
including choice, continuity of care, p  
to friends and family, delivery experie  
post-operative complications.   This o  
does not offer the fullest array of deli  
choices close to home especially for w  
from South Tyneside (other than hom    
Maternity care crosses sectors with c  
and lifestyle services being provided b   
authorities. 

       
       

      
       

      
      

      
    

Maternal health – social, 
emotional and physical – 
HEALTH INEQUALITIES 
IMPACT  

 

Improved choice, cross sectoral, 
continuity, and care quality combine to 
promote maternal health and give all 
children the ‘best start in life’ thus helping 
to reduce health inequalities.  

Women from South Tyneside may need 
to travel outside the borough - if they 
need or choose to give birth in a 
consultant-led Obstetrics unit, or if their 
baby needs admission to a neonatal 
intensive care unit.  Travel and care 
away from family and friends could 
compromise wellbeing.  Poorer 
wellbeing could compromise the 
maternal health, the maternal-infant 
bond and deepen health inequalities 

The lack of delivery unit in South Tyne  
limits woman’s choice and cross secto  
continuity.  However the improved se  
quality promotes maternal health and   
children the ‘best start in life’ thus he   
reduce health inequalities 

      
        

        
    

        
       

       
     

    
    
   

Maternal health – social, 
emotional and physical – 
HEALTH impact score 

 

A=3 B=3 C=9 A=2 B=-1 C=-2 A=3 B=2 C=6    

Maternal health – social, 
emotional and physical – 
HEALTH INEQUALITIES 
impact score 

 

A=3 B=3 C=9 A=2 B=-1 C=-2 A=3 B=2 C=6    

Infant health  - social, 
emotional and physical.  
HEALTH IMPACT 

 

Evidence shows that are no significant 
differences in adverse perinatal outcomes 
between planned births in midwifery units 
and Obstetrics units.   
A strong maternal / infant  bond is 
essential for positive infant and child 
health.  Maternal wellbeing will 
determine this bond.  Choice and fewer 
interventions can promote wellbeing. 
Infant wellbeing is also important.  All 
babies with medical complications will be 

This option entails relocation of the 
Special Care Baby Unit at South 
Tyneside to Sunderland with out of 
hospital transfers to a Neonatal 
Intensive Care Unit in Sunderland. This 
increased distance could undermine the 
maternal / baby bond and subsequent 
infant wellbeing for babies requiring 
medical care. 
 
All of the maternal wellbeing issues 

Evidence shows that there are no s  
differences in adverse perinatal o  
between planned births in midwifery   
consultant-led Obstetrics units. 
 
All babies with medical complications   
admitted directly to a neonatal intens   
unit.  
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Health Impact Comments and Scores 
Option 1: 

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
Gynaecology          
All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

  
Maternity 
Develop a single consultant-led midw         
both South Tyneside and Sunderland  
Development of a single community m      
Gynaecology          
All inpatient gynaecology surgery w         
least an overnight stay) 
Gynaecology day case and ambulator         
Gynaecology outpatients will remain     

Positive Negative Positive  

admitted directly to a neonatal intensive 
care unit.  
Children’s services are provided by local 
authorities and can be coterminous with 
the midwifery units.   
This option entails relocation of the 
Special Care Baby Unit in South Tyneside 
to Sunderland but the Neonatal Intensive 
Care Unit in Sunderland will continue.  
Babies delivered in Sunderland will have 
more timely access to more specialised 
care.  
 

identified above might also be relevant 
to bonding. 
 
Crossing boundaries for Children’s 
services could have a detrimental 
impact on infant wellbeing.  

 
     
       

      
     

     
  

 

Infant health  - social, 
emotional and physical  
HEALTH INEQUALITIES 
IMPACT 

Improved access to better quality 
maternity services and neonatal intensive 
care services will give children a ‘better 
start in life’ and reduce health inequalities 

Babies born to key at risk groups 
(teenage mothers, deprived groups,) 
are more likely to be adversely affected 
by the maternal wellbeing and cross 
sector continuity issues.  This might 
compromise their early health and 
maternal/infant bond which could 
deepen health inequalities.    

Improved access to better quality  
services and neonatal intensive care  
will give children a ‘better start in   
reduce health inequalities 

      
     
      

     
      

      
        

Infant health  - social, 
emotional and physical 
HEALTH impact score  

 

A=3 B=3 C=9 A=2 B=-1 C=-2 A=3 B=3 C=9    

Infant health  - social, 
emotional and physical 
HEALTH INEQUALITIES 
impact score 

A=3 B=3 C=9 A=2 B=-1 C=-2 A=3 B=3 C=9    

Improved life expectancy 
(gynae) 

HEALTH IMPACT 

The reconfigured services should improve 
access and reduce waiting times for 
ambulatory care.  This could theoretically 
improve life expectancy for key conditions 
such as gynaecological cancer due to 
earlier diagnosis.  Further data would be 
needed to confirm this.  

Women from South Tyneside requiring 
inpatient care will need to travel out of 
the borough but there is no evidence 
that this will affect access or related life 
expectancy.   More pressure on 
inpatient beds and theatres on the 
Sunderland site could have an adverse 
impact on waiting times for life 
lengthening surgery although there is 
insufficient data to clarify this 
theoretical consideration.  

The reconfigured services should imp  
access and reduce waiting times for 
ambulatory care.  This could theoretic  
improve life expectancy for key condi  
such as gynaecological cancers.  Furth   
would be needed to confirm this. 

     
        

       
        

 
      

      
      
     

      
    

Improved life expectancy 
(gynae) 

HEALTH INEQUALITIES 
IMPACT 

Improved access could improve timely 
diagnosis and treatment and reduce 
health inequalities from women’s cancers 
causing premature mortality.  

Women from South Tyneside requiring 
inpatient care will need to travel out of 
the borough but there is no evidence 
that this will affect access or related life 
expectancy and inequalities.  More 
pressure on inpatient beds and theatres 
on the Sunderland site could have an 
adverse impact on waiting times for life 
lengthening surgery although there is 
insufficient data to clarify this 
theoretical consideration. 

Improved access could improve timel  
diagnosis and treatment and reduce h  
inequalities from women’s cancers ca  
premature mortality.  

     
        

       
        

     
      

      
      
     

      
    

Improved life expectancy A=2  B=3 C=6 A=1  B=-1 C=-1 A=2  B=3 C=6     
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Health Impact Comments and Scores 
Option 1: 

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
Gynaecology          
All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

  
Maternity 
Develop a single consultant-led midw         
both South Tyneside and Sunderland  
Development of a single community m      
Gynaecology          
All inpatient gynaecology surgery w         
least an overnight stay) 
Gynaecology day case and ambulator         
Gynaecology outpatients will remain     

Positive Negative Positive  

HEALTH impact scores 

Improved life expectancy 
HEALTH INEQUALITIES  
impact scores 

A=2  B=3 C=6 A=1 B=-1 C=-1 A=2  B=3 C=6    

Improved quality of life 

(gynae) HEALTH IMPACT  

The reconfigured services should improve 
access and reduce waiting times for 
ambulatory care thus improving short 
term quality of life for women undergoing 
day case procedures and assessments for 
painful and unpleasant conditions such as 
pain, bleeding, prolapse.  Further data 
would be needed to confirm this.  

Women from South Tyneside will have 
to travel further for inpatient care. 
Additional travel could cause some dip 
in quality of life due to the added social, 
financial and emotional burden. 
 
More pressure on inpatient beds and 
theatres on the Sunderland site could 
have an adverse impact on waiting 
times for surgery.  Any delays could 
undermine quality of life.  However, 
there is insufficient data to clarify this 
theoretical consideration. 
 
.   

The reconfigured services should  
access and reduce waiting ti   
ambulatory care thus improving sh   
quality of life for women un  
procedures and assessments for pa   
unpleasant conditions suc   
postmenopausal bleeding, prolap   
endometriosis.  Further data would b   
to confirm this. 

      
      

      
         

    
 

      
      

      
      

      
       

  
 

Improved quality of life 

(gynae) HEALTH  
INEQUALITIES IMPACT 

Improved quality of life could improve 
wellbeing and occupational health with a 
positive impact on health inequalities.  

The additional travel burden could have 
a disproportionate impact on key 
vulnerable groups – (as per equality 
impact assessment) with implications 
for subsequent inequalities. 

Improved quality of life could  
wellbeing and occupational health   
positive impact on health inequalities 

      
     

      
    

    

Improved quality of life 
HEALTH impact score  

A=2  B=2 C=4 A=2  B=-1 C=-2 A=2  B=2 C=4     

Improved quality of life 
HEALTH INEQUALITIES 
impact score 

A=2 B=2 C=4  A=2 B=-1 C=-2 A=2 B=2 C=4    

Health inequalities  not scored separately as addressed throughout 

Access to high quality health care 

Effective health care – 
HEALTH CARE IMPACT 
 

The changes will promote access to, and 
availability of, high quality EFFECTIVE  
services with associated benefits for all 
services users  
 
 

There is no evidence of negative health 
impact in terms of access to effective 
health care 
 
 

The changes will promote access and 
availability of high quality EFFECTIVE  
with associated benefits for all service    
 

       
       
  

 
 

Effective health care – 
HEALTH CARE 
INEQUALITIES IMPACT 
 

The improved service effectiveness could 
have a significantly positive impact on 
health inequalities.  

There is no evidence of any negative 
impact on health inequalities in terms 
of improved access to effective health 
care 

The improved service effectiveness w    
significantly positive impact on health 
inequalities.  

       
      

      
 

Effective health care – 
HEALTH IMPACT SCORE  
 

A=3 B=3 C=9 A=1 B=0 C=0 A=3 B=3 C=9    

Effective health care – 
HEALTH INEQUALITIES 
IMPACT SCORE  
 

A=3 B=3 C=9 A=1 B=0 C=0 A=3 B=3 C=9    

Safe care - HEALTH CARE The proposals have been developed to Transfers out of South Tyneside for The changes will promote safer mate         
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Health Impact Comments and Scores 
Option 1: 

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
Gynaecology          
All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

  
Maternity 
Develop a single consultant-led midw         
both South Tyneside and Sunderland  
Development of a single community m      
Gynaecology          
All inpatient gynaecology surgery w         
least an overnight stay) 
Gynaecology day case and ambulator         
Gynaecology outpatients will remain     

Positive Negative Positive  

IMPACT promote safer maternity services with 
associated benefits for all services users  
 
 

Consultant led Obstetrics or neonatal 
care may introduce more handovers of 
care with associated safety issues.  
These must be balanced against the 
safer staffing levels.  
 

services with associated benefits for a  
services users  

     
     

     
 

Safe care - HEALTH CARE 
INEQUALITIES IMPACT 

The improved safety will have a positive 
impact on health inequalities although 
this will be relatively small 

Transfers between South Tyneside 
midwifery unit and consultant led 
Obstetrics care or neonatal care outside 
the borough might introduce more 
handovers of care with associated 
safety issues.  These must be balanced 
against the safer staffing levels.  The 
impact on health care inequalities 
arising from patient safety issues is very 
small.  

The improved safety will have a posit  
impact on health inequalities althoug    
be relatively small 

       
      

      
      
        

     
      

Safe care - HEALTH 
IMPACT SCORE 

A=3 B=3 C=9 A=2 B=-1 C=-2 A=3 B=3 C=9    

Safe care - HEALTH 
INEQUALITIES IMPACT 
SCORE 

A=3 B=1 C=3 A=2 B=-1 C=-2 A=3 B=1 C=3    

Cost - Efficient health care 
HEALTH CARE IMPACT 
 

The business case for this option provides 
evidence that the changes can achieve 
efficiency savings at acute Trust level.  
These savings could be made whilst 
improving the quality of care provided to 
local residents with subsequent benefits 
for the health of the local population.     
 
The cost savings included in this option 
improve quality and address user 
preferences to deliver in a unit close to 
home.   
 

The overall impact of cost efficiency 
savings on the public health system 
health care service (eg ambulance 
services) cannot be fully quantified.   
    
Opportunities to promote the health 
impact of these proposals could be 
further developed thus maximising the 
cost efficiencies.  
 
Shifts in service provision outside of the 
borough along with loss of co-
terminosity could have a negative 
impact on some vulnerable groups with 
implications for access to, and 
continuity of, care.  

The business case for this option prov  
evidence that the changes can achiev  
efficiency savings at acute Trust level.   
savings could be made whilst improvi   
quality of care provided to local resid   
subsequent benefits for the health of   
population.    
  
At acute Trust level, this Option achie  
higher savings than Option1 although  
savings entail a shift of more services  
of the borough of South Tyneside.  

       
      

     
     

   
 

      
       

       
    

    
 

 
 

    
   

   
 
 

Cost - Efficient health care 
HEALTH CARE 
INEQUALITIES IMPACT 
 

Maternity care is a high impact 
intervention.  Improved access to high 
quality maternity services could help to 
reduce health inequalities although this 
assessment highlights that the proposals 
may have different impacts on different 
groups.  

The drawbacks described elsewhere 
disproportionately affect some South 
Tyneside residents at risk of health care 
inequalities and could affect health 
inequalities.   
 
Opportunities to “give every child the 
best start in life” could be further 
maximised to reduce health 
inequalities28.  
 

Maternity care is a high impact interv   
Improved access to high quality mate  
services could help to reduce health 
inequalities although the efficiencies  
have different impacts on different gr   
South Tyneside residents will experie   
access to care closer to home. 

    
    

       
      

       
    

 
      

       
    

  

                                                      
28 Burton A. Giving every child the best start in life: a public health approach. PHE:2017 
29 Burton A. Giving every child the best start in life: a public health approach. PHE:2017 
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Health Impact Comments and Scores 
Option 1: 

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
Gynaecology          
All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

  
Maternity 
Develop a single consultant-led midw         
both South Tyneside and Sunderland  
Development of a single community m      
Gynaecology          
All inpatient gynaecology surgery w         
least an overnight stay) 
Gynaecology day case and ambulator         
Gynaecology outpatients will remain     

Positive Negative Positive  

 

Cost - Efficient health care 
HEALTH CARE IMPACT 
score 
 

A=3 B=3 C=9 A=2 B=-1 C=-2 A=3 B=3 C=9    

Cost - Efficient health care 
HEALTH INEQUALITIES  
CARE IMPACT score 
 

A=2 B=3 C=6 A=2 B=-1 C=-2 A=2 B=2 C=4    

Health care relevant to 
population need HEALTH 
IMPACT 
 

Birth rates fluctuate although the general 
trend suggests an increasing birth rate.   
This option provides a sustainable service 
which can flex to meet the needs of the 
populations served  

This option reflects population needs 
for choice, quality, and care closer to 
home with limited drawbacks other 
than increased travel and the possibility 
of increased pressures on inpatient 
gynaecology services in Sunderland.  

Birth rates fluctuate although the gen  
trend suggests an increasing birth rat     
option has less capacity to meet grow  
need.  

     
       

        
       

      
      

    
    

Health care relevant to 
population need HEALTH 
INEQUALITIES IMPACT 
 

Birth rates fluctuate although the general 
trend suggests an increasing birth rate.   
This option provides a sustainable service 
which can flex to meet the needs of the 
populations served and therefore 
positively impact on health care 
inequalities 

There is no evidence indicating that this 
option will be unable to address 
population needs and reduce health 
inequalities.  

This option has less capacity to meet  
need although the improved service q  
will give children a good start in life a  
reduce healthcare inequalities.  

     
       

     

Health care relevant to 
population need HEALTH 
IMPACT score 
 

A=2 B=3 C=6 A=2 B=-1 C=-2 A=2 B=2 C=4    

Health care relevant to 
population need HEALTH 
INEQUALITIES IMPACT 
score 
 

A=2 B=3 C=6 A=2 B=0 C=0 A=2 B=2 C=4    

Acceptable health care 
(patient and carer 
experience) HEALTH 
IMPACT 
 

Evidence indicates that user experience is 
of profound importance for maternal and 
infant health.  Improvements in Obstetrics 
and Gynaecology services in terms of 
safety, cost efficiency and clinical 
effectiveness must therefore be balanced 
against users’ priorities around access, 
choice and continuity.   
 
This option provides choice and access 
close to home and can promote 
continuity. 
 
Both options increase choice and access 
for outpatient, day case and ambulatory 
gynaecology services.  

This proposal entails some challenges 
around continuity and travel for South 
Tyneside residents with respect to 
inpatient gynaecology care, obstetric 
led care and specialist neonatal care.  
 
There is no evidence to enable an 
assessment of the  impact on user 
experience in relation to increased 
pressures on inpatient gynaecology 
services in Sunderland,  
 
 
 

Evidence indicates that user experien    
profound importance for maternal an   
health,  Improvements in Obstetrics a  
Gynaecology services in terms of safe   
efficiency and clinical effectiveness m   
balanced against users’ priorities arou  
access, choice and continuity.   
 
 
Both options increase choice and acce   
outpatient, day case and ambulatory 
gynaecology services.  
 
Both options improve access to high q  
maternity and neonatal care. 

      
      

      
    

     
    
     

       
 

       
       

     
    

   
 
 



 

 75 

 

 

 

 

 

Health Impact Comments and Scores 
Option 1: 

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
Gynaecology          
All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

  
Maternity 
Develop a single consultant-led midw         
both South Tyneside and Sunderland  
Development of a single community m      
Gynaecology          
All inpatient gynaecology surgery w         
least an overnight stay) 
Gynaecology day case and ambulator         
Gynaecology outpatients will remain     

Positive Negative Positive  

 
Both options improve access to high 
quality maternity and neonatal care.  

Acceptable health care 
(patient and carer 
experience) HEALTH 
INEQUALITIES IMPACT 

Maternity services and specialist baby 
care services have a key and enduring 
impact on the health of the population 
and can significantly reduce health 
inequalities.   
 
Improved access to high quality care for 
mothers, women and their babies could 
have a profound impact on health 
inequalities.   
 
Improved choice for and access to 
outpatient, day case and ambulatory 
gynaecology services could improve early 
diagnosis and reduce premature mortality 
from womens cancers. This could 
significantly reduce health inequalities.  
Improved access to treatment for 
symptoms which affect occupational 
health could also reduce health 
inequalities.  

Barriers to acceptable care can lead to 
women booking late for, or disengaging 
with, maternity care. This has major 
implications for outcomes, 
safeguarding, and health inequalities. 
 
Any additional travel burden will have a 
greater negative impact on vulnerable 
groups and could compromise health 
inequalities.  
 
Effective integrated care is fundamental 
to tackling health inequalities therefore 
the changes affecting co-terminosity 
could have a negative impact. 
 
The need for consultant-led obstetrics 
care is greater in communities at risk of 
health inequalities therefore this 
proposal could deepen health 
inequalities in South Tyneside.  
 
 

Maternity services and specialist baby  
services have a key and enduring imp   
the health of the population and can 
significantly reduce health inequalitie    
 
Improved access to high quality care f  
mothers, women and their babies cou   
a profound positive impact on health 
inequalities.   
 
Improved choice for and access to ou  
day case and ambulatory gynaecology  
could improve early diagnosis and red  
premature mortality from women’s c  
This could significantly reduce health 
inequalities.  Improved access to trea   
symptoms which affect occupational  
could also reduce health inequalities. 

     
       

      
      

        
      

      
    

 
      

      
   

 

Acceptable health care 
(patient and carer 
experience) HEALTH 
IMPACT SCORE 

A=2 B=3  C=6 A=2 B=-1 C=-2 A=2 B=2 C=4    

Acceptable health care 
(patient and carer  
experience)HEALTH 
INEQUALITIES IMPACT 
SCORE  

A=2 B=2 C=4 A=3 B=-1 C=-3 A=2 B=1 C=4    

Equitable health care – not scored as addressed throughout 

Environment 

Transport HEALTH IMPACT 
 

A detailed transport analysis is underway.  
The proposals will increase commuting 
traffic between S Tyneside and 
Sunderland and carry travel implications 
for service users, carers family and 
friends.  
No clear health benefits could be 
identified 

Increased travel and traffic could 
generate an increased risk of Noise 
pollution, air pollution and Road Traffic 
Accidents especially affecting those 
commuting for health care and those 
living close to Sunderland and South 
Tyneside hospital sites.   

A detailed transport analysis is underw    
proposals will increase commuting tra  
between S Tyneside and Sunderland a   
travel implications for service users, c  
family and friends.  
No clear health benefits could be iden  

     
      
      
    

      
      

     

Transport HEALTH 
INEQUALITIES IMPACT 

No clear health inequalities benefits could 
be identified 

Socioeconomically deprived 
communities are more likely to be 
adversely affected by pollution 
accidents and traffic thus contributing 
to health inequalities for those 
populations 

No clear health inequalities benefits c   
identified 

  
      

     
     

    

Transport HEALTH IMPACT 
score  

A=1 B=0 C=0 A=2 B=-1 C=-2 A=1 B=0 C=0    
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Health Impact Comments and Scores 
Option 1: 

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
Gynaecology          
All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

  
Maternity 
Develop a single consultant-led midw         
both South Tyneside and Sunderland  
Development of a single community m      
Gynaecology          
All inpatient gynaecology surgery w         
least an overnight stay) 
Gynaecology day case and ambulator         
Gynaecology outpatients will remain     

Positive Negative Positive  

Transport HEALTH 
INEQUALITIES IMPACT 
score  

A=1 B=0 C=0 A=2 B=-1 C=-2 A=1 B=0 C=0    

Natural and built 
environment HEALTH 
IMPACT 
 

No clear health benefits / disadvantages 
could be identified 

No clear health benefits / disadvantages 
could be identified 

No clear health benefits / disadvanta   
be identified 

      
   

Natural and built 
environment HEALTH 
INEQUALITIES IMPACT 

No clear health benefits / disadvantages 
could be identified 

No clear health benefits / disadvantages 
could be identified 

No clear health benefits / disadvanta   
be identified 

      
   

Natural and built 
environment HEALTH 

IMPACT SCORE 

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0    

Natural and built 
environment HEALTH 
INEQUALITIES IMPACT 

SCORE 

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0    

Pollution HEALTH IMPACT No clear health benefits could be 
identified 

The increased traffic could increase 
noise and air pollution 

No clear health benefits could be iden       
    

Pollution HEALTH 
INEQUALITIES IMPACT 

No clear health inequalities benefits could 
be identified 

Socioeconomically deprived 
communities are more likely to be 
affected by pollution thus contributing 
to health inequalities for those 
populations 

No clear health inequalities benefits c   
identified 

  
      

     
     

 
Pollution HEALTH IMPACT 
SCORE 

A=1 B=0 C=0 A=1 B=-1 C =-1 A=1 B=0 C=0     

Pollution HEALTH 
INEQUALITIES IMPACT 
SCORE 

A=1 B=0 C=0 A=1 B=-1 C =-1 A=1 B=0 C=0     

Housing HEALTH impact No evidence of health benefits could be 
identified 

No evidence of health disadvantages 
could be identified 

No evidence of health benefits   
identified 

     
   

Housing HEALTH 
INEQUALITIES impact 

No evidence of health benefits could be 
identified 

No evidence of health disadvantages 
could be identified 

No evidence of health benefits   
identified 

     
   

Housing HEALTH impact 
score 

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0    

Housing HEALTH 
INEQUALITIES impact 
score  

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0    

Economy 

Education, skills, learning 
HEALTH IMPACT 

 

Both proposals entail staff losses albeit in 
very small numbers.  There is an overall 
net shift of specialist skills out of South 
Tyneside and into Sunderland with an 
associated small health benefit for 
Sunderland residents  

Both proposals entail staff losses albeit 
in very small numbers.  The losses in 
this option are marginally lower than 
option 2.  
 
There is an overall net shift of specialist 
skills out of South Tyneside and into 
Sunderland with an associated small 
negative health impact for South 
Tyneside residents 

Both proposals entail staff losses albe    
small numbers.  There is an overall ne    
specialist skills out of South Tyneside   
Sunderland with an associated small h  
benefit for Sunderland residents.  The  
effects is greater for this option.  
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Health Impact Comments and Scores 
Option 1: 

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
Gynaecology          
All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

  
Maternity 
Develop a single consultant-led midw         
both South Tyneside and Sunderland  
Development of a single community m      
Gynaecology          
All inpatient gynaecology surgery w         
least an overnight stay) 
Gynaecology day case and ambulator         
Gynaecology outpatients will remain     

Positive Negative Positive  

Education, skills, learning 
HEALTH INEQUALITIES 
IMPACT 
 

The numbers are very small but could 
have a positive impact on health 
inequalities in Sunderland,  

The numbers are very small but could 
have a marginal negative impact on 
health inequalities in South Tyneside 

The numbers are very small but could   
positive impact on health inequalities  
Sunderland 

       
      

     

Education, skills, learning 
HEALTH IMPACT score 
 

A=2 B=1 C=2 A=2 B=-1 C=-2 A=2 B=1 C=2    

Education, skills, learning 
HEALTH INEQUALITIES 
IMPACT score 
 

A=2 B=1 C=2 A=2 B=-1 C=-2 A=2 B=1 C=2    

Employment HEALTH 
IMPACT 

Both proposals entail staff losses albeit in 
very small numbers.  There is an overall 
net shift of specialist skills out of South 
Tyneside and into Sunderland with an 
associated small health benefit for 
Sunderland residents  

Both proposals entail staff losses albeit 
in very small numbers.  The losses in 
this option are marginally lower than 
option 2.  Fewer jobs in South Tyneside 
could have a negative impact on health 
there 
 
 

Both proposals entail staff losses albe    
small numbers – less jobs in South  
and more in Sunderland. The net   
marginally greater for this option   
potentially positive impact on h   
Sunderland..  

      
        

      
        

       
  

 
 

Employment HEALTH 
INEQUALITIES IMPACT 

The numbers are very small but increased 
jobs could have a positive impact on 
health inequalities in Sunderland,  

The numbers are very small but could 
have a negative impact on health 
inequalities in South Tyneside 

The numbers are very small but incre   
could have a positive impact o   
inequalities in Sunderland 

       
      

    
Employment HEALTH 
IMPACT SCORE 

A=2 B=1 C=2 A=2 B=-1 C=-2 A=2 B=1 C=2    

Employment HEALTH 
INEQUALITIES IMPACT 
SCORE  

A=2 B=1 C=2 A=2 B=-1 C=-2 A=2 B=1 C=2    

Business development and 
investment HEALTH 
IMPACT 

 

Expansion of Consultant led Obstetrics 
and inpatient Gynaecology care in 
Sunderland could have a positive impact 
on health inequalities in Sunderland, 

Losses to investment in Consultant led 
Obstetrics, specialist baby care services 
and inpatient gynaecology services are 
marked in South Tyneside and could 
have a negative impact on the health of 
the population there.   

Expansion of specialist Obstetrics   
Sunderland and inpatient gynaec   
South Tyneside generates  
opportunities for both areas with p  
positive impacts on health 

      
     

    
     

      
       

    
Business development and 
investment HEALTH 
INEQUALITIES IMPACT 

This expansion could have a positive 
impact on health inequalities in 
Sunderland.  

These losses could have a negative 
impact on health inequalities in South 
Tyneside 

This expansion could have a positiv   
on health inequalities in Sunderland. 

      
      

 

Business development and 
investment HEALTH 
IMPACT SCORE 

A=2 B=1 C=2 A=2 B=-1 C=-2 A=2 B=1 C=2    

Business development and 
investment HEALTH 
INEQUALITIES IMPACT 
SCORE 

A=2 B=1 C=2 A=2 B=-1 C=-2 A=2 B=1 C=2    

Financial inclusion HEALTH 
IMPACT 

 

No evidence of health benefits could be 
identified 

No evidence of health disadvantages 
could be identified 

No evidence of health benefits   
identified 

     
   

Financial inclusion HEALTH 
INEQUALITIES IMPACT 

No evidence of health benefits could be 
identified 

No evidence of health disadvantages 
could be identified 

No evidence of health benefits   
identified 
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Health Impact Comments and Scores 
Option 1: 

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
Gynaecology          
All inpatient gynaecology surgery will be provided at Sunderland (surgery requiring at 
least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both sites 
Gynaecology outpatients will remain provided from both sites 

  
Maternity 
Develop a single consultant-led midw         
both South Tyneside and Sunderland  
Development of a single community m      
Gynaecology          
All inpatient gynaecology surgery w         
least an overnight stay) 
Gynaecology day case and ambulator         
Gynaecology outpatients will remain     

Positive Negative Positive  

 

Financial inclusion HEALTH 
IMPACT SCORE 

 

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0    

Financial inclusion HEALTH 
INEQUALITIES  IMPACT 
SCORE 

 

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0    
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Updates to Table 4 in the baseline IIA: Integrated Health & Health Inequalities Impact 
scores  - revised to reflect the consultation feedback relating to breastfeeding  
Colour Key   

Positive Negative  Option 1: 
 

  
 

Major impact 
13-18 
 
 

Major impact 
13-18 
 

Maternity 
Retain consultant-led maternity unit at Sunderland and an alongside MLU 
Develop free-standing MLU at South Tyneside for low risk births 
Development of a single community midwifery team serving both areas 
Gynaecology          
All inpatient gynaecology surgery will be provided at Sunderland (surgery 
requiring at least an overnight stay) 
Gynaecology day case and ambulatory care will remain provided from both 
sites 
Gynaecology outpatients will remain provided from both sites 

M  
D        
a        
T     
D        
s    
G           
A         
S        
s  
G        
r      
G       
b   

Moderate impact 
7-12 
 
 

Moderate impact 
7- 12 

Minor impact 
0-6 

Minor impact 
0—6 

 

  Total POSITIVE 
integrated health 

and health 
inequality impact 

score 

Total NEGATIVE 
integrated health 

and health 
inequality impact 

score 

TOTAL INTEGRATED 
HEALTH and HEALTH 
INEQUALITY  IMPACT 

SCORE 

 Health and 
Health care 
outcomes 

Option 1 Option 2 Option 1 Option 2 Option 1 Option 2 

 

 

Health 
outcomes 

Mortality 18 18 -2 0 16 18 

Spontaneous 
vaginal delivery 15 9 0 -6 15 3 

Obstetrics 
interventions 18 10 0 -5 18 5 

Transfers of care 9 11 -8 -3 1 8 

Delivering a baby 
without serious 
medical problems   18 18 -4 0 14 18 

Infant feeding30 0 0 -4 -4 -4 -4 
Maternal health 18 12 -4 -8 14 4 

Infant health 18 18 -4 -8 14 10 

Life expectancy 12 12 -2 -2 10 10 

Quality of life 8 8 -4 -4 4 4 

Access to high 
quality health 
care outcomes 

Effective health 
care 18 18 0 0 18 18 

Safe health care 12 12 -4 0 8 12 

Cost efficient 15 13 -4 -6 11 7 

                                                      
30 Scores for infant feeding altered to reflect consultation feedback around breastfeeding  
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  Total POSITIVE 
integrated health 

and health 
inequality impact 

score 

Total NEGATIVE 
integrated health 

and health 
inequality impact 

score 

TOTAL INTEGRATED 
HEALTH and HEALTH 
INEQUALITY  IMPACT 

SCORE 

 Health and 
Health care 
outcomes 

Option 1 Option 2 Option 1 Option 2 Option 1 Option 2 

health care 

Relevance to 
healthcare need 12 8 -2 -6 10 2 

Acceptable health 
care 10 8 -5 -10 5 -2 

Environmental 
determinants of 
health  

Transport 0 0 -4 -4 -4 -4 

Natural and built 
environment 0 0 0 0 0 0 

Pollution  0 0 -2 -2 -2 -2 

Housing 0 0 0 0 0 0 

Economic 
determinants of 
health  

Education, skills 
and learning  4 4 -4 -4 0 0 

Employment 4 4 -4 -4 0 0 

Business 
development 4 4 -4 -4 0 0 

Financial 
inclusion 0 0 0 0 0 0 

TOTAL31 ALL 213 187 -65 -80 148 107 

 
 
 
  

                                                      
31 Updated to reflect changes to HIIA scores for infant feeding 
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Appendix 2: Additional evidence exploring ambulance service capacity 
to provide a timely response to transfer patients between Trusts 
South of Tyne 
 

National Context 
There is strong evidence of growing demand for ambulance services, national data indicates 
an average year on year increase of 5.2%.  This demand has not been matched by increases 
in funding (1).  Ongoing resource challenges mean that ambulance services are limited in 
their ability to meet rising demand and performance against response time targets is getting 
worse. (1, 2).   
 
Until recently, the NHS Constitution included ambulance standards relating to response 
times:  

o Category Red 1 calls  -  response time 8 minutes  - target 75% - this category relates 
to cardiac arrest 

o Category Red 2 calls ( – response time 8 minutes  - target 75%  - this category 
includes potentially life threatening incidents  such as stroke, breathing difficulty, 
major blood loss and heart attack 

o Category A  Red 19 - response time 19 minutes  - target 95%   - this category relates 
to how quickly ambulance services get a vehicle to Red 1 and Red 2 incidents within 
19 minutes 95% of the time.  

   
NHS England statistics (3) show that, since 2014, levels of achievement of these national 
standards have been progressively falling.  
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North East Ambulance Services (NEAS) 
Recent national statistics (3) indicate that, for Red 1 calls, NEAS performs well in comparison 
with other ambulance Trusts. The September 2017 statistical note reported that NEAS was 
the Trust achieving the highest proportion of emergency responses in 8 minutes.   
 
Performance data for the last 12 months and for 2012-13 (Figures 8,9,10 illustrate stark 
differences in response times especially for Red 2 calls and Red 19 performance.  
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The most recent CQC inspection report for NEAS (5) rates the Trust as GOOD overall and 
recognised several areas of outstanding practice. The CQC highlighted some areas where 
improvements were required and this included appropriate contingency arrangements for 
dispatch if Bernicia House was unavailable.     
 
 

References 
1) House of Commons Committee of Public Accounts ( April 2017) NHS Ambulance 

Services  
2) Appleby J and Dayan M.  Nuffield winter insight.  Briefing 3: The ambulance service.   

Nuffield Trust:   April 2017  
3) NHS England (9th November 2017).  Ambulance Quality Indicators 2017-2018: 

Statistical Note June-September 2017   Link to AQI homepage 
4) Association of Ambulance Chief Executives.  Ambulance Quality Indicators    Link to 

data   
5) CQC (2016) North East Ambulance Service NHS Foundation Trust.  Quality Report 

 
  

https://www.england.nhs.uk/statistics/statistical-work-areas/ambulance-quality-indicators/
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Figure 3: NEAS Red 1 Performance last 12 months compared with 2012/13 (sourced 
December 2017) 
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Figure 4: NEAS Red 2 Performance last 12 months compared with 2012/13 (sourced 
December 2017) 
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Figure 5: NEAS Red 19 Performance last 12 months compared with 2012/13 (sourced 
December 2017) 
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Dr Jackie Gray MBBS MSc FFPH MRCGP was commissioned by North East 
Commissioning Support to undertake an independent integrated impact assessment of 
the Path to Excellence proposals.  Registered with the General Medical Council 
(3258813), her work is conducted according to GMC standards of medical 
professionalism and probity.  
 
A graduate of Newcastle Medical School, Dr Gray initially trained as a GP before 
specialising in Epidemiology & Public Health.  She has over 25 years’ experience in 
Specialist Public Health, including 14 years as a Consultant in the south of the region, 
leading on strategy, health care quality, long term conditions, commissioning and 
health improvement.  Dr Gray is a Fellow of the Faculty of Public Health and has 
lectured and researched in Epidemiology and Public Health at Newcastle University.   
 
 
 
 
 
This document is issued solely for the party which commissioned it and for the purposes of the titled 
project.  It should not be relied upon by any other party or used for any other purpose.  We cannot accept 
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EXECUTIVE SUMMARY 
 
In fulfilling their management responsibilities, NHS England and Clinical Commissioning 
Groups must comply with legislation to address equality and health inequalities.  Tools such 
as equality, health or health inequalities impact assessments can support planning and 
decision making by clarifying how NHS plans could impact on the populations served.  
 
This report is an addendum to the baseline Independent Integrated Equality, Health and 
Health Inequalities Impact Assessment (IIA)1  which was completed in March 2017 and 
published as part of the suite of on line detailed information to support public consultation 
on the proposals to reconfigure Urgent and Emergency Paediatrics Services South of Tyne as 
part of the Path to Excellence initiative.  
 
The Addendum describes how the feedback generated by the stakeholder consultation2 has 
been used to update the baseline IIA to reflect concerns identified through the Path to 
Excellence consultation.  This ensures that the IIA is as comprehensive as possible, reflecting 
both expert evidence and the views and experiences of groups with protected 
characteristics, local communities, staff and stakeholders.  
 
The updates were identified by systematically comparing the consultation feedback with the 
content of the baseline IIA to determine its completeness and accuracy.  Full details of this 
analysis are provided in Table 1 and a summary of the findings is presented in Box 2.  
 
The majority of the feedback had already been incorporated into the baseline IIA but 
stakeholder concerns regarding the capacity of North East Ambulance led to additional 
evidence (Appendix 2) being used to update the baseline HIIA scores (Appendix 1).  The 
updated HIIA score in Box 3 were marginally different and did not change the overall 
conclusions of the IIA.  
 

 Option 1 Option 2 

Baseline HIIA scores 79 45 

Updated HIIA scores 79 43 
 
The analysis in Table 1 also revealed stakeholders’ priorities and highlighted valuable 
suggestions to consider as part of mitigating action planning.  
 

                                                      
1 Gray J. Independent Integrated Equality, Health and Health Inequalities Impact 
Assessment.  Urgent and Emergency Paediatrics Services. Strata Nostra Ltd: March 2017. 
2 NHS South Tyneside and Sunderland NHS Partnership.  The Path to Excellence Phase 1 
Consultation Feedback Analysis Report. Final Report January 2018 
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The final IIA provides clear evidence that the views, needs and experiences of all those 
affected have been carefully considered and incorporated into the qualitative and 
quantitative impact assessment and associated mitigating actions.   
 
In considering the Path to Excellence proposals to reconfigure Children and Young People’s 
Health Services, commissioners, planners and all stakeholders are encouraged to:  

1) Pay due regard to the legal responsibilities around equality and health inequalities    
2) Recognise and understand the positive and negative impacts which the proposals 

could have on equality, health and health inequalities as collectively described in the 
baseline IIA and this Addendum.  

3) In addition to the mitigating actions in the baseline IIA, consider the feedback in 
Table 1 regarding :  
• Parking charges and availability (Theme 3) 
• Addressing the special needs of specific vulnerable groups (Theme 6) 
• Transport, travel and transfers (Theme 7) 

4) Consider additional suggestions around mitigating actions regarding NEAS response 
times and performance in the face of untoward incidents  

a. The NEAS SLA could be reviewed to ensure it specifies how NEAS will ensure 
adequate support for inter hospital transfers from South Tyneside in the face 
of a major incident or an untoward incident 

b. The NEAS SLA could be reviewed to maximise performance around response 
times for inter-hospital transfers from South Tyneside 

5) Consider the IIA relating to Urgent and Emergency Paediatrics Services alongside the 
IIA of Obstetrics and Gynaecology services because of the interdependencies relating 
to the proposed changes to the Special Care Baby Unit.  
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1: Overview 

1.1 Introduction 
This report is an addendum to the baseline Independent Integrated Equality, Health and 
Health Inequalities Impact Assessment (IIA)3  which was completed in March 2017 and 
published as part of the suite of on line detailed information to support public consultation 
on the proposals to reconfigure urgent and emergency paediatrics services South of Tyne as 
part of the Path to Excellence initiative.  
 
This addendum describes how the feedback generated by the public consultation has been 
reviewed and used to update the baseline IIA to ensure that it incorporates and reflects 
public and stakeholder concerns gathered during the public consultation process.    
 
Updating the IIA to reflect public feedback followed a two stage process as identified in 
Figure 1:  

a) A systematic comparative analysis  - The information presented in the analysis of 
the consultation feedback4 was systematically compared with the findings of the 
baseline IIA of acute paediatrics services to identify how the IIA should be developed 
to reflect the concerns, experiences and interests of groups with protected 
characteristics, local communities and stakeholders as fully and accurately as 
possible  

b) Updates and amendments - recommendations arising from the analysis were 
actioned to amend and update the qualitative and quantitative content of the IIA 
enabling it to be finalised as a comprehensive assessment based on evidence and 
stakeholder views and experiences.  

 
Figure 1: Process of finalising the IIA to incorporate consultation feedback 

 

 
 

                                                      
3 Gray J. Independent Integrated Equality, Health and Health Inequalities Impact 
Assessment.  Strata Nostra Ltd: March 2017. 
4 NHS South Tyneside and Sunderland NHS Partnership.  The Path to Excellence Phase 1 
Consultation Feedback Analysis Report. Final Report January 2018 
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1.2 Background 
In March 2017, a baseline Integrated Equality, Health and Health Inequalities Impact (IIA)  of 
Path to Excellence proposals to reconfigure urgent and emergency paediatrics services 
South of Tyne was completed by an independent public health specialist.  It was conducted 
as a desktop exercise drawing on evidence of the health status and health inequalities of the 
populations of South Tyneside and Sunderland and expert evidence of the potential impacts 
which the proposals could have on equality, health and health inequalities.     
 
It was envisaged that this baseline IIA would be finalised following consultation to ensure 
that the views of the public and wider stakeholders were fully considered and incorporated.  

 
The baseline IIA provided a description of the nature and scale of equality, health and health 
inequalities impacts which could arise from the proposals to reconfigure urgent and 
emergency paediatrics services South of Tyne.  Where potentially negative impacts were 
identified, the IIA provided ideas and suggestions around interventions which could be 
considered as part of mitigating action planning.    
 
This information enabled the Path to Excellence project team to identify and plan for 
possible impacts and to identify equality groups which could be particularly vulnerable to 
the proposals.   
 
These vulnerable groups, identified by the IIA, were then specifically consulted as part of the 
wider Path to Excellence consultation process.  This process entailed a variety of approaches 
designed to engage the whole population, maximise coverage and actively include 
vulnerable groups5. The consultation period ran for 14 and a half weeks from July 5th to 
October 15th, 2017 and included targeted focus group discussions with protected 
characteristic and other equalities groups.  The feedback was analysed and collated.  
 
The IIA helped to inform the consultation process, enabling stakeholders to understand and 
consider the equality, health outcomes, health inequalities or mitigating actions relating to 
the proposals. 
 
This report directly draws on the information which has been provided about the 
consultation process and the findings6 and the transcripts provided in earlier drafts7.  
                                                      
5 NHS South Tyneside and Sunderland NHS Partnership.  The Path to Excellence Phase 1 
Consultation Feedback Analysis Report. Final Report January 2018 
6 NHS South Tyneside and Sunderland NHS Partnership.  The Path to Excellence Phase 1 
Consultation Feedback Analysis Report. Final Report January 2018 
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1.3 The Legal Context  
As part of any decision making process, CCGs and NHS England have a legal obligation to 
demonstrate how they have paid due regard to their specific legal duties in relation to 
Equality and Health Inequalities8.  Failure to provide clear evidence of the way this has been 
done, leaves the organisation open to legal challenge.  
 
1.3.1 Equality  
The key legislation is the Public Sector Equality Duty (PSED) of the Equality Act 2010 9 but 
there are obligations related to equality in other legislation including: 
 

• The Public Services (Social Value) Act 201210  
• The Autism Act 2009 11 
• The Children’s Act 2004 12 

 
To demonstrate compliance, CCGs and NHS England are required to meet specific duties of 
publishing equality information and setting and publishing equality objectives.  This must be 
done prospectively, it is not possible to comply with the PSED retrospectively.   
 
In relation to Path to Excellence, this means that CCGs and NHS England should understand 
the potential impact which the proposed service changes could have on people with 
characteristics that have been given protection under the Equality Act, especially in relation 
to their health outcomes and the experiences of patients, communities and the workforce.   
 
The protected characteristics are those which were explicitly considered in the equality 
impact assessment (EqIA), a key strand of the baseline IIA i.e.:  
 

• Age 
• Disability* 
• Gender 
• Gender reassignment 
• Pregnancy and maternity 
• Race 
• Religion or belief 
• Sexual orientation 
• Marriage and civic partnership (but only in regards to eliminating discrimination and 

harassment) 
 

                                                                                                                                                                     
7 NHS South Tyneside and Sunderland NHS Partnership.  The Path to Excellence Phase 1 
Consultation Feedback Analysis Report. Final Draft Report 5th December 2017 
8 Guidance for NHS commissioners on equality and health inequalities legal duties.  NHS 
England: 2015. 
9 Equality Act 2010 
10 The Public Services (Social Value) Act 2012 
11 The Autism Act 2009  
12 The Children’s Act 2004 
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The baseline IIA EqIA used the label ‘disability’ to describe groups with any combination of 
problems relating to: physical disability, sensory impairment, cognitive impairment, mental 
illness.   
 
With respect to these characteristics, the Public Sector Equality Duty (PSED) legally obliges 
CCGs and NHS England to have due regard to the need to:  

1) Eliminate unlawful discrimination, harassment and victimisation and other conduct 
prohibited by the Act 

2) Advance equality of opportunity between people who share a protected 
characteristic and those who do not 

3) Foster good relationships between people who share a protected characteristic and 
those who do not 

 
The term “having due regard” involves considering the aims of the PSED in a way which is 
proportionate to the issue at hand.  Case law has established that simply preparing  
documents is insufficient, and it is essential to undertake proper, informed consideration of 
equality issues at the right time and to keep a record of that consideration. 
 
Equality impact assessments provide one way to demonstrate compliance with the PSED but 
only if this work is shown to have influenced the decision making process.   
 
To demonstrate compliance, CCGs and NHS England are require to meet specific duties of 
publishing equality information and setting and publishing equality objectives.  This must be 
done prospectively, it is not possible to comply with the PSED retrospectively.   
 
1.3.2 Health Inequalities  
It is recognised that a person’s chance of enjoying good health and longer life is determined 
by the social and economic conditions in which they are born, grow, work, live and age. 
Avoidable health inequalities are therefore considered to be unfair and socially unjust. 
 
As part of the amendments to the National Health Service Act13 , The Health and Social Care 
Act 201214 introduced new legal duties to reduce health inequalities with specific duties for 
CCGs and NHS England.   
 
With specific reference to Path to Excellence, these duties (which came into effect in 2013) 
require that CCGs and NHS England:  
 
• Have regard to the need to reduce health inequalities between patients in access to 

health services and the outcomes achieved 
• Exercise their functions with a view to securing that health services are provided in an 

integrated way, and are integrated with health-related and social care services, where 
they consider that this would improve quality, reduce inequalities in access to those 
services or reduce inequalities in the outcomes achieved 
 

                                                      
13 National Health Service Act 
14 The Health and Social Care Act 2012  
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In practice,  
• “have regard to the need to reduce” means health inequalities must be properly and 

seriously taken into account when making decisions or exercising functions, 
including balancing that need against any countervailing factors.   

• “Having regard” includes accurate record keeping of how the need to reduce health 
inequalities has been taken into account when making decisions or exercising 
functions 

• the duty must be exercised with rigour and an open mind and should not materialise 
as an afterthought in the process of reaching a decision 

 
The relevant body or officer must therefore be able to demonstrate that: 

• They are fully aware of the duty 
• The duty was considered during the appropriate stages of the work – from the 

beginning of the decision making process and throughout 
• The appropriate amount of weight has been given to factors which would reduce 

health inequalities in the decision making process  
• They have actively considered whether integration would reduce inequalities and act 

with a view to securing integration where it would do so  
• Accurate records have been kept to show that the need to reduce health inequalities 

was taken into account throughout the decision making process  
 
The Act15 takes a whole population approach and does not define a list of groups impacted 
by the duties, therefore covering any groups experiencing health inequalities.  This means 
that CCGs and NHS England must consider the whole of the population for which they are 
responsible, and identify inequalities within that population group.  
 
There is currently no reported case law for these new legal duties but robust processes and 
documentation of compliance with the duty mitigates the risk of challenge.   In addition, the 
Brown principles, which emerged from a challenge to the PSED, are also relevant to the 
health inequalities duties.  These are set out in BOX 1.  
 

                                                      
15 Health and Social Care Act 2012 
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BOX 1: Brown's principles16 

1) Decision maker must be aware of his/her duty to have “due regard” 
2) “Due regard” must be fulfilled before and at the time a particular 

decision is considered 
3) The duty must be exercised in substance, with rigour and with an 

open mind 
4) The duty is non-delegable 
5) The duty is a continuing one 
6) It is good practice to keep an adequate record showing the duty had 

been considered 
 

 
 
Tackling health inequalities is also central to the NHS Five Year Forward View17 and The NHS 
Constitution18 which states that the NHS has a duty to “pay particular attention to groups or 
sections of society where improvements in health and life expectancy are not keeping pace 
with the rest of the population”. 

1.4 Document Layout 
The approach and outcomes of the two stages are presented in separate sections  
 
1: -Overview  
2: A systematic comparative analysis of consultation feedback and the IIA of acute 
paediatrics services   
3: Updates and amendments to the IIA of urgent and emergency paediatrics services arising 
from recommendations in Section 2.  

                                                      
16 Guidance for NHS commissioners on equality and health inequalities legal duties.  NHS 
England: 2015 
17 NHS (2014) Five year forward view 
18 Department of Health (2015) The NHS constitution. 
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2: A systematic comparative analysis of the scope and accuracy of the 
baseline Integrated Impact Assessment of urgent and emergency 
paediatrics services based on consultation feedback.  

2.1 Approach  
The multi-source feedback presented in the analysis of the consultation feedback19 was 
sorted and mapped so that diverse views on common themes could be more easily 
considered and compared.   
 
This mapping process, revealed that feedback was concerned with fourteen different 
themes as listed below.  
 

1. Sustainable Capacity in Sunderland  
2. Loss of services in South Tyneside 
3. Parking 
4. Job losses and changes 
5. Staff recruitment and retention in South Tyneside 
6. Equality, health and wellbeing 
7. Transport, Travel and Transfers 
8. Impact on the wider health and care system 
9. NEAS capacity and staffing 
10. The consultation process 
11. Views on the proposed options (non-specific) 
12. High quality safe services (general and/or service specific) 
13. Understanding and adapting to the proposals 
14. Preferred Options (service specific) 

 
With reference to each theme, the feedback was systematically compared with the findings 
of the baseline IIA.   The purpose of this comparison was to determine whether the 
feedback had identified any new comments or concerns in relation to Equality, Health 
Outcomes, Access to Services and Health Inequalities and Mitigating Actions.  
 
Specifically 

a) In relation to Equality – did the feedback identify any additional impacts, any 
changes in the scale or nature of the impacts which had already been identified or 
any other equality groups which could be vulnerable? 

b) In relation to Health outcomes, access to services and health inequalities -  did the 
feedback identify any additional impacts, any changes in the scale or nature of the 
impacts, or any other groups which could be vulnerable to the changes?  

c) In relation to Mitigating action planning – did the feedback identify any additional 
mitigating actions or changes in the actions which had already been suggested?  

                                                      
19 NHS South Tyneside and Sunderland NHS Partnership.  The Path to Excellence Phase 1 
Consultation Feedback Analysis Report. Final Draft Report 5th December 2017 
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Then, as summarised in Figure 2, the findings of this comparative analysis were 
subsequently considered to determine whether and how the baseline IIA report should be 
updated with specific reference to:  

• equality and other vulnerable groups identified as being vulnerable to the changes, 
• equality, health & health inequality outcomes and related impact scores  
• mitigating actions  

 
Figure 2: Overview of the process adopted to review the Baseline IIA with reference to the consultation feedback 

 

2.2 Findings  
In general, the consultation feedback was more inclined to focus on potential negative 
impacts and health risks which might arise from the proposed changes.  There were only a 
few comments in support of the proposals, and those were often with caveats.  This was in 
contrast to the baseline IIA which systematically and objectively considered and described 
positive and negative impacts.  
 
The feedback included some general criticism of the consultation process and accessibility 
of the documentation but no specific concerns directed at the IIA methods or findings.    
 
Full details of the themes, the feedback, the comparative analysis and the subsequent 
implications for updates to the baseline IIA are presented in Table 1. The table is colour 
coded as follows: 

• Green – the issues raised in the consultation were comprehensively considered as 
part of the IIA 

• Orange  – the issues raised in the consultation were partially considered as part of 
the IIA and in response to feedback require further exploration 

• Red  - the issues raised in the consultation were not considered as part of the IIA and 
require new and detailed assessment 

 
A summary of the findings in Table 1 is presented below:  
 

Comments and concerns presented 
in the PtE Consultation Analysis 

feedback report 

Feedback systematically compared 
with Baseline IIA contents to explore 
differences and omissions in relation 
to: 
Equality Impact 
Health and Health Inequalities Impact  
Mitigating Action  
 

Recommendations for updates to 
outcomes, impact scores and 

mitigating actions to ensure final IIA 
reflects feedback as fully and 

accurately as possible 
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BOX 2: A summary of the findings in Table 1 

Theme Conclusions arising from the systematic comparative analysis in Table 1 
THEME 1: 
Sustainable 
Capacity in 
Sunderland  

No specific amendments or additions required in relation to  
• Equality Impact Assessment 
• Health & Inequalities Impact Assessment  
• Mitigating actions  

THEME 2: Loss 
of services in 
South Tyneside 
 

No specific amendments or additions required in relation to  
• Equality Impact Assessment 
• Health & Inequalities Impact Assessment  
 
Mitigating actions :  Stakeholders are encouraged to consider the suggestions included 
in the IIA of acute stroke services.  
 

THEME 3 : 
Parking – 
increased 
demand, lack of 
capacity and 
costs 
 
 

No specific amendments or additions required in relation to  
• Equality Impact Assessment 
• Health & Inequalities Impact Assessment  
 
Mitigating actions: The consultation feedback generated additional suggestions relating 
to:  

• Parking charges and passes for staff, patients, regular visitors, duration of 
treatment  

• Separate provision for staff parking 
The decision makers and travel working group should consider these additional 
suggestions for mitigating actions to address parking concerns. 

THEME 4: Job 
losses and 
changes 
 

No specific amendments or additions required in relation to  
• Equality Impact Assessment 
• Health & Inequalities Impact Assessment  
• Mitigating actions  

THEME 5: Staff 
recruitment and 
retention in 
South Tyneside 

No specific amendments or additions required in relation to  
• Equality Impact Assessment 
• Health & Inequalities Impact Assessment  
• Mitigating actions  

THEME 6: 
Equality, Health 
and Wellbeing  
 
 

No specific amendments or additions required in relation to  
• Equality Impact Assessment 
• Health & Inequalities Impact Assessment  
 
Mitigating Actions 
The consultation feedback further emphasised the importance of specifically 
considering the additional needs of those groups in South Tyneside for whom the 
changes and travel would generate additional problems i.e. those with: 
• Sensory impairment 
• Learning disability or cognitive impairments 
• Mental health problems 
• Physical disabilities 
• English language or other communication difficulties 
• Low incomes 
• Carers  
• Cultural differences 
• Specific age related needs i.e. young  and older people 
• Childcare responsibilities (especially single parents)  
 
All working groups should consider the needs of these vulnerable groups alongside the 
suggestions made in the IIA.  
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Theme Conclusions arising from the systematic comparative analysis in Table 1 
 

 
THEME 7: 
Transport, 
Travel, and 
Transfers 
 
 

No specific amendments or additions required in relation to  
• Equality Impact Assessment 
• Health & Inequalities Impact Assessment  
 
Mitigating Actions 
The feedback included other suggestions or specific concerns in relation to: 

• Long stay parking 
• Improved (direct) bus services)  
• Access for prams and wheelchairs  
• Support for adults and children with special needs 
• Transport Out of hours  - returning home 
• Impact on families, carers and children 
• Using technology to overcome travel challenges eg telemedicine 
• Appointing hospital Travel coordinators  

 
The decision makers and travel working group should consider these additional 
suggestions for mitigating actions to address concerns relating to transport, travel and 
transfers.  

THEME 8: 
Impact on the 
wider health 
and care system  
 

No specific amendments or additions required in relation to  
• Equality Impact Assessment 
• Health & Inequalities Impact Assessment  
 
Mitigating actions: Decision makers should note the interdependencies between 
paediatrics services and Maternity and Women’s services and collectively consider the 
mitigating actions.  

THEME 9: NEAS 
Capacity and 
staffing 
 
 

The feedback highlights a requirement to more fully consider the nature and scale of 
the health and health inequalities impacts in relation to the responsiveness of the 
ambulance service.   
 
 

THEME 10: The 
consultation 
process 

All stakeholders should consider this addendum in combination with the baseline IIA.  

THEME 11: 
Views on the 
Proposed 
Options 
(general) 

No specific amendments or additions required in relation to  
• Equality Impact Assessment 
• Health & Inequalities Impact Assessment  
• Mitigating actions  

THEME 12: High 
Quality Safe 
Services (acute 
paediatrics)  

No specific amendments or additions required in relation to  
• Equality Impact Assessment 
• Health & Inequalities Impact Assessment  
• Mitigating actions  

THEME 13: 
Understanding 
and adapting to 
the proposals 
(acute 
paediatrics) 

No specific amendments or additions required in relation to  
• Equality Impact Assessment 
• Health & Inequalities Impact Assessment  
• Mitigating actions  

THEME 14: 
Preferred 
Options (acute 
paediatrics)  

No specific amendments or additions required in relation to  
• Equality Impact Assessment 
• Health & Inequalities Impact Assessment  
• Mitigating actions  
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2.2.1 Review of the consultation feedback with reference to possible impact of the proposals 
on equality groups 
The systematic analysis in Table 1 shows that, when compared with the conclusions and 
findings of the Baseline IIA, the consultation feedback:  

a) Did not identify any new (RED or ORANGE) issues affecting the nature or scale of the 
equality impacts.  

b) Did not identify any other equality groups protected characteristics which would be 
vulnerable to the proposed changes in service provision 

 
These findings indicate that there is no requirement for any additions or amendments to the 
Baseline Integrated Assessment with reference to Equality.   
 
2.2.2 Review of the consultation feedback with reference to possible impact of the proposals 
on health outcomes, access to services and health inequalities, other vulnerable groups?  
The systematic comparative analysis in Table 1 shows that the almost all of the consultation 
feedback had already been fully explored in the IIA.  There were no completely new issues 
and the analysis did not identify any other groups which would be vulnerable to the 
proposed changes in service provision. 
 
However, the comparative analysis identified the value of reviewing the HIIA to more 
explicitly consider the health and health inequalities aspects of the proposals with reference 
to additional information about NEAS response times (Theme 9).  
 
2.2.3 Review of the consultation feedback with reference to mitigating actions suggested in 
the Baseline Integrated Impact Assessment 
The systematic comparative analysis in Table 1 identified consultation feedback relating to 
suggestions and concerns which could be used to generate additional mitigating actions.  
 
These additional mitigating actions related to  

• Parking charges and availability (Theme 3) 
• Addressing the special needs of specific vulnerable groups (Theme 6) 
• Transport, travel and transfers (Theme 7) 
• NEAS responsiveness (Theme 9) 

 
Also, consultation feedback concerned with the impact of the changes on the wider system 
(Theme 8) highlighted the interdependencies between the IIA of proposals to reconfigure 
children and young people’s services and the IIA of proposals to reconfigure maternity and 
women’s services.  
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2.3 Conclusions and recommendations for amendments or updates to the IIA  
The IIA published in March 201720 provided a qualitative and quantitative assessment of a 
wide range of possible impacts – positive and negative - which the Path to Excellence 
proposals for urgent and emergency paediatrics services could have in relation to Equality, 
Health and Health Inequalities.     
 
It is essential to recognise that the impacts of changes to the provision of special care baby 
units were systematically considered in the IIA of proposals to reconfigure obstetric and 
gynaecology services which was also published in March 201721.  These two IIAs and their 
related supplements should therefore be considered together because of the 
interdependencies.  
 
The consultation process specifically provided the means by which people with 
characteristics that have been given protection under the Equality Act, communities, 
workforce and other stakeholders were enabled to comment on the Path to Excellence 
proposals and the findings and recommendations of the IIA of urgent and emergency 
paediatrics services .  
 
This review demonstrates how the views of vulnerable groups, communities, workforce and 
other stakeholders were systematically considered to ensure that their concerns, needs and 
experiences could be fully reflected in the IIA.    
 
It systematically compared public and stakeholder concerns and comments with those 
considered in the IIA.  The analysis showed that most of the feedback relating to the impact 
on equality health and health inequalities had already been considered although there was 
scope to more fully explore the concerns around NEAS response times.  
 
The review also identified additional feedback to expand and support mitigating action 
planning.  The consultation feedback included further suggestions and details which could 
be considered in relation to mitigating against the challenges faced by South Tyneside 
residents and particularly for vulnerable groups in the borough with respect to: 

• Parking charges and availability (Theme 3) 
• Addressing the special needs of specific vulnerable groups (Theme 6) 
• Transport, travel and transfers (Theme 7) 
• NEAS responsiveness (Theme 9) 

 
 
The review therefore recommended that  

1. the IIA for urgent and emergency paediatrics services should be further developed to 
more explicitly consider the impact on health and health inequalities with respect to 
evidence regarding NEAS response times  

                                                      
20 Gray J. Independent Integrated Equality, Health and Health Inequalities Impact 
Assessment.  Urgent and Emergency Paediatrics Services.  Strata Nostra Ltd: March 2017 
21 Gray J. Independent Integrated Equality, Health and Health Inequalities Impact 
Assessment.  Obstetrics and Gynaecology Services.  Strata Nostra Ltd: March 2017 
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2. the IIA for urgent and emergency paediatrics services should be considered 
alongside the IIA for obstetrics and gynaecology services because of the 
interdependencies between the two, especially in relation to the implications for the 
special care baby unit 

3. future mitigating action planning should consider the suggestions in the baseline IIA 
alongside consultation feedback  relating to  

• Parking charges and availability (Theme 3) 
• Addressing the special needs of specific vulnerable groups (Theme 6) 
• Transport, travel and transfers (Theme 7) 
• NEAS responsiveness (Theme 9) 

 
Full details of the action undertaken in response to these recommendations are provided in 
Section 3. 

3: Actions and updates in response to the recommendations of the 
systematic comparative analysis  
 

3.1 Introduction 
The systematic comparative analysis of the consultation feedback and the baseline IIA 
recommended that  
 

1. the IIA for urgent and emergency paediatrics services should be developed to more 
explicitly consider the impact on health and health inequalities with respect to 
evidence regarding NEAS response times  

2. the IIA for urgent and emergency paediatrics services is considered alongside the IIA 
for obstetrics and gynaecology services because of the interdependencies between 
the two, especially in relation to the implications for the special care baby unit 

3. mitigating action planning in relation to proposals to reconfigure paediatric services 
should consider the suggestions and concerns generated by the consultation in 
relation to  

• Parking charges and availability (Theme 3) 
• Addressing the special needs of specific vulnerable groups (Theme 6) 
• Transport, travel and transfers (Theme 7) 
• NEAS responsiveness (Theme 9) 

 

3.2 Updates to the Impact of the proposals on population Health and Health 
Inequalities with specific reference to NEAS response times 
Further evidence relating to ambulance response times is presented in Appendix 2.  
 
The baseline IIA considered published evidence about ambulance transfer times and used 
this information to assess the impact of the proposals on equitable access to effective, safe, 
acceptable and cost-efficient services.    The focus was on transfer times rather than total 
journey time which combines response time and transfer time.  
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The baseline published evidence base has been updated in Appendix 2 to provide more 
information about NEAS performance and capacity.  This new information shows that since 
2014 in parallel with its peers nationally, and in relation to Red 2 and Red 19 response 
times, NEAS performance has weakened over time.  
 
The additional evidence also includes key findings from the recent CQC assessment of NEAS 
and highlights the importance of operational contingency planning in the face of untoward 
incidents.     
 
In the baseline IIA, the following HIIA evidence and scale of impact scores were affected by 
NEAS response times and were reviewed with reference to the new information.   

o Disease management  
o Emotional Wellbeing 
o Effective health care 
o Safe health care 
o Cost-efficient healthcare 
o Healthcare relevant to population need 
o Acceptable healthcare 
o Transport   

 
This led to one amendment, increasing the negative impact on health relating to Option 2 
and effective health care.  This reflects the possible risks associated with children self 
presenting to South Tyneside and requiring timely inter hospital transfer. (For details please 
see Appendix 1 which specifies the amendments to Table 3 in the baseline IIA).   
 
This generated the amended total HIIA scores presented in Box 3.  These are only marginally 
different to the scores presented in the baseline IIA.  
 
BOX 3: Amended total HIIA Scores 

  Total POSITIVE 
integrated health and 

health inequality 
impact score 

Total NEGATIVE 
integrated health and 

health inequality 
impact score 

TOTAL INTEGRATED 
IMPACT SCORE 

Impact Domains 
Impact Domain 
Attributes 

Option 1 Option 2 Option 1 Option 2 Option 1 Option 2 

Health  & 
wellbeing 
relating to use 
of acute 
paediatric  
services 

Disease 
management 

18 18 -5 -10 13 8 

Emotional 
Wellbeing  

18 18 -6 -9 12 9 

Prevention 18 18 -6 -12 12 6 

Safeguarding 13 13 -4 -10 9 3 

Avoidable health 
care  

11 11 -3 -3 8 8 

Health  & 
wellbeing status 
relating to 
access to high 

Effective health 
care 

18 18 -5 -10 13 8 

Safe health care 12 12 -6 -12 6 0 
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  Total POSITIVE 
integrated health and 

health inequality 
impact score 

Total NEGATIVE 
integrated health and 

health inequality 
impact score 

TOTAL INTEGRATED 
IMPACT SCORE 

Impact Domains 
Impact Domain 
Attributes 

Option 1 Option 2 Option 1 Option 2 Option 1 Option 2 

quality health 
care 

Cost efficient 
health care 

6 9 -2 -6 4 3 

Relevance to 
healthcare need 

8 8 0 0 8 8 

Acceptable health 
care 

2 2 -4 -8 -2 -6 

Health  & 
wellbeing status 
relating to 
Environmental 
determinants of 
health 

Transport 0 0 -2 -2 -2 -2 

Natural and built 
environment 

0 0 0 0 0 0 

Pollution  0 0 -2 -2 -2 -2 

Housing 0 0 0 0 0 0 

Health  & 
wellbeing status 
relating to 
Economic 
determinants of 
health  

Education, skills 
and learning  

2 2 -2 -2 0 0 

Employment 2 2 -2 -2 0 0 

Business 
development 

2 2 -2 -2 0 0 

Financial 
inclusion 

0 0 0 0 0 0 

TOTAL ALL 130 133 -51 -90 79 43 
 
These scores show that the positive health benefits for both options are offset by negative 
impacts relating to concerns around health and health inequalities for children, carers, 
parents, friends and relatives travelling and transferring from South Tyneside.  
 
 Although both Options have similar strengths and drawbacks, the drawbacks relating to 
travel and transfer affect more people in Option 2 than Option 1 resulting in lower overall 
impact scores for Option 2.  
 

3.3 Updates to Suggested Actions to mitigate against any negative impacts of the 
proposals  
In addition to the suggestions in the baseline IIA, decision makers, health care planners and 
working groups should review the feedback in Table 1 when considering mitigating actions 
relating to 

• Parking charges and availability (Theme 3) 
• Addressing the special needs of specific vulnerable groups (Theme 6) 
• Transport, travel and transfers (Theme 7) 
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In relation to NEAS responsiveness (Theme 9), baseline IIA mitigating actions should be 
expanded to address concerns about NEAS capacity to provide a timely response and in the 
face of other pressures e.g. 

a) The NEAS SLA could be reviewed to ensure it specifies how NEAS will ensure 
adequate support for inter hospital transfers from South Tyneside in the face of a 
major incident or an untoward incident 

b) The NEAS SLA could be reviewed to maximise performance around response times 
for inter-hospital transfers from South Tyneside 

 

3.4 Conclusions  
The process of updating the IIA to reflect consultation feedback ensures that the IIA is as full 
and as accurate as possible.  
 
It also ensures that the nature and scale of impacts arising from each of the proposals for 
urgent and emergency paediatrics services reflects expert and research evidence combined 
with the views and experiences of groups with protected characteristics, local communities, 
staff and stakeholders.   
 
The consultation feedback did not lead to any changes in the baseline IIA with respect to the 
Equality Impact Assessment.   
 
The additional concerns and information about NEAS response times led to minor 
amendments to the baseline HIIA scores (Box 3) and also some additional mitigating actions. 
These updates and amendments did not change the overall conclusions of the IIA.  
 

 Option 1 Option 2 

Baseline HIIA scores 79 45 

Updated HIIA scores 79 43 
 
 
The feedback identified a number of suggestions and concerns to be addressed in relation 
to mitigating action planning.  Although much of this was included in the baseline IIA, 
further suggestions and concerns were identified in Table 1 in relation to the following 
themes:  
 

• Parking charges and availability (Theme 3) 
• Addressing the special needs of specific vulnerable groups (Theme 6) 
• Transport, travel and transfers (Theme 7 

 
Additional suggestions were also proposed in relation to NEAS response times i.e.: 
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a) The NEAS SLA could be reviewed to ensure it specifies how NEAS will ensure 
adequate support for inter hospital transfers from South Tyneside in the face of a 
major incident or an untoward incident 

b) The NEAS SLA could be reviewed to maximise performance around response times 
for inter-hospital transfers from South Tyneside 

 
This addendum to the baseline IIA provides clear evidence that the views, needs and 
experiences of all those affected have been carefully considered and incorporated into the 
qualitative and quantitative impact assessment and associated mitigating actions.   
 

3.5 Recommendations 
In considering the Path to Excellence proposals to reconfigure Children and Young People’s 
Urgent and Emergency Healthcare, commissioners, planners and all stakeholders are 
encouraged to:  

1) Recognise and Pay due regard to the legal responsibilities around equality and health 
inequalities    

2) Recognise and understand the positive and negative impacts which the proposals 
could have on equality, health and health inequalities as collectively described in the 
baseline IIA and this Addendum.  

3) Recognise that any drawbacks associated with the changes, may pose a greater risk 
to the following groups. living in South Tyneside:  
• Children and families affected by socio-economic deprivation,  
• Children and families affected by substance or alcohol misuse  
• Infants and Young people 
• BME communities 
• Children in need of safeguarding 
• Children and families affected by physical or mental illness, disability or sensory 

impairment 
• Pregnant and recently delivered mothers and their babies  

4) Understand that this Addendum combines evidence from the baseline IIA with 
consultation feedback leading to  

a. Equality Impacts and scores which are the same as those presented in the 
baseline IIA 

b. Health and Health Inequalities impacts which are the same in scope as those 
in the baseline IIA but with amended impact scores to reflect concerns and 
new evidence about NEAS response times (Box 2).  The amended scores are:   

 Option 1 Option 2 

Baseline HIIA scores 79 45 

Updated HIIA scores 79 43 
 

5) In addition to the mitigating actions in the baseline IIA, consider the feedback in 
Table 1 regarding :  
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• Parking charges and availability (Theme 3) 
• Addressing the special needs of specific vulnerable groups (Theme 6) 
• Transport, travel and transfers (Theme 7) 

6) Consider additional suggestions around mitigating actions regarding NEAS response 
times and performance in the face of untoward incidents  
• The NEAS SLA could be reviewed to ensure it specifies how NEAS will ensure 

adequate support for inter hospital transfers from South Tyneside in the face of a 
major incident or an untoward incident 

• The NEAS SLA could be reviewed to maximise performance around response 
times for inter-hospital transfers from South Tyneside 

7) Consider the IIA relating to Obstetric and Gynaecology services alongside the IIA of 
urgent and emergency paediatrics services because of the interdependencies 
relating to the proposed changes to the Special Care Baby Unit.  
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Table 1: systematic review of feedback in relation to impacts on equality, health and health inequalities 
considered in the baseline IIA of proposals to reconfigure acute paediatrics services  
 

Consultation Feedback (excerpts from Consultation feedback Analysis report 5th Dec 2017) Comparing feedback with EqIA 
and HIIA scope and scores in 

the baseline IIA22 

Implications for updating 
the EqIA and HIIA and 

related Mitigating actions 
THEME 1: Sustainable Capacity in Sunderland   
 
Discussion events ALL PROPOSALS: Ability to Cope (Estates and facilities) : The extent to which the options 
will have a detrimental impact on the fabric of Sunderland Royal Hospital (SRH) was a commonly occurring 
theme across all three service areas, in the case of this quote in relation to maternity and gynaecology 
department facilities.  
“Sunderland will see increased demand – will quality be maintained?” 

“Have we got room in Sunderland?” 

Discussion events ALL PROPOSALS: Staffing The most important question asked around staffing related to the 
confidence that the capacity to deal with the increased demand existed or will be able to be put in place in 
Sunderland to deal with the proposed service change options. 
“Sunderland numbers are at capacity and to deliver to South Tyneside services as well?”  

Discussion events ALL PROPOSALS: Staffing  
The feeling was also that waiting times are likely to increase with a detrimental impact on both patients and 
staff. 
 

Focus Groups: ALL PROPOSALS: Why the enhanced focus on Sunderland Royal Hospital; where’s the 
evidence, can it cope? 
There is a continuous theme in the groups’ dialogue which questions: 
• The ability of estates and facilities (car parking, general hospital estates/roads and hotel services) at 

Sunderland Royal Hospital (SRH) to cope with the cumulative increase in demand implicit in all the 

EqIA 
The impact on staff and vulnerable 
equality groups was considered in 
the baseline IIA.   
These concerns do not identify any 
changes in the scope, scale or 
nature of the equality impacts 
which have already been identified 
or any other equality groups which 
could be vulnerable.  
 
HIIA 
The impact on health and health 
inequalities was systematically 
considered in the baseline IIA.  
 
The nature and scale of these 
concerns was considered in:  
Table 3: Disease management 
Table 3: Cost efficient care 
Table 3: Healthcare relevant to 
population need 
Table 3:Transport 
 
This feedback does not identify any 

Mitigating actions: 
Relevant suggestions were made  
in Section 5.1.5: Demand for 
ambulance services and hospital 
services in Sunderland 
 
 
No specific amendments or 
additions required in relation to  
• Equality Impact Assessment 
• Health & Inequalities 

Impact Assessment  
• Mitigating actions  
 
 

                                                      
22 with references to the baseline IIA of proposals to reconfigure Acute paediatrics services March 2017 
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Consultation Feedback (excerpts from Consultation feedback Analysis report 5th Dec 2017) Comparing feedback with EqIA 
and HIIA scope and scores in 

the baseline IIA22 

Implications for updating 
the EqIA and HIIA and 

related Mitigating actions 
options; 

• The impact on clinical and other staff at SRH coping with increased demand from the proposed service 
rearrangements, with specific concerns over stress and morale, along with concerns for Paramedics and 
other North-East Ambulance Service (NEAS) ambulance staff, described as ‘valuable and scarce 
resources’.  

Health Scrutiny (interim) 
Responses from the scrutiny function of the local authorities gave support for the consultation process, with 
specific concerns around: 
• The ability of SRH to cope with increased demand is considered 

Trade unions and staff group representatives 
In summary all trade union and staff group representatives oppose the changes on: 
• Capacity issues at Sunderland; 

Discussion events Children and Young People’s Healthcare (Urgent and Emergency Paediatrics) services: 
Capacity 
Does Sunderland have capacity for additional children 
“How are SRH going to look after 39,000 children? That’s double!” 

Staff Q&A events (Paediatrics) : Overall, along with other services, staff have concerns over the ability 
(capacity) of SRH to cope with the increased demand. 
 

changes in the scope, scale or 
nature of the impacts on health 
and health inequalities identified in 
the IIA or any other vulnerable  
groups. 
 
 

THEME 2: LOSS OF SERVICES IN SOUTH TYNESIDE 
 
Discussion events: ALL PROPOSALS Criticism of the options There were many comments about why it 
appears that South Tyneside District Hospital was being downgraded, and concerns over the apparent lack of 
supporting evidence presented in the meetings: 
“…services are all moving to Sunderland, why not South Tyneside?” 

 “…will anything be moving from Sunderland to South Tyneside?” 
 
Discussion events ALL PROPOSALS: Staffing  

EqIA 
The impact on staff and vulnerable 
groups was considered in the 
baseline IIA.   
These concerns do not identify any 
changes in the scope, scale or 
nature of the equality impacts 
which have already been identified 
or any other equality groups which 
could be vulnerable.  
 

Mitigating actions  
Population impact analysis 
showed that, in relation to these 
service proposals,  losses in 
South Tyneside were mitigated 
against by developments in 
Sunderland.    
 
These concerns have been 
addressed in the IIA of Acute 
Stroke services Section 5.1.6 
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Consultation Feedback (excerpts from Consultation feedback Analysis report 5th Dec 2017) Comparing feedback with EqIA 
and HIIA scope and scores in 

the baseline IIA22 

Implications for updating 
the EqIA and HIIA and 

related Mitigating actions 
“Why are staff and services moving to Sunderland, and not the other way around? 
 
Focus Groups: ALL PROPOSALS: Why the enhanced focus on Sunderland Royal Hospital; where’s the 
evidence, can it cope? 
 
• The proposed options were all felt to focus on a downgrading of services at South Tyneside District 

Hospital (STDH).  The general feeling across the groups was that this – irrespective of service under 
consideration –was likely to foster health inequalities. The common rationale for this opinion was: 

‘most people will put off going to Sunderland until it becomes a major issue… more health problems’  

The feeling was that the case for Sunderland Royal Hospital had not been successfully made and there was 
equal justification for some or all of the services to be centred on South Tyneside District Hospital.  
 
HealthWatch 
There is concern STDH is being downgraded which causes concerns for the future. 
 
Health Scrutiny (interim)  
Responses from the scrutiny function of the local authorities gave support for the consultation process, with 
specific concerns around: 
• The future of STDH is considered in this consultation and beyond, including MLU viability 

Public  Detailed Technical Responses (all proposals)  
Submissions included very detailed and comprehensive analysis of the proposals, supported by petitions 
opposing the options proposed for service reorganisation on the grounds they represent a fundamental 
downgrading of South Tyneside District Hospital and the local community. 
The petition supporting this response attracted 30,692 signatures. 
 
Public  Detailed Technical Responses (all proposals)  
A small number focused on the suggestion that instead of moving services to Sunderland, instead they should 
move to South Tyneside 
 
Trade unions and staff group representatives 
In summary all trade union and staff group representatives oppose the changes on: 

 
HIIA 
The impact on health and health 
inequalities was systematically 
considered in the baseline IIA.  
 
These nature and scale of these 
concerns was considered in: 
 
Table 3: Education, skills and 
learning 
Table 3: Employment 
Table 3: Business development 
Table 3: Healthcare relevant to 
population need 
Table 3:Transport 
 
This feedback does not identify any 
changes in the scope, scale or 
nature of the impacts on health 
and health inequalities identified in 
the IIA or any other vulnerable  
groups. 
 
 
 
 

Public sector skills, jobs and 
investment in South Tyneside.  
 
 
No specific amendments or 
additions required in relation to  
• Equality Impact Assessment 
• Health & Inequalities 

Impact Assessment  
• Mitigating actions  
 
Stakeholders are encouraged to 
consider the suggestions 
included in the IIA of acute 
stroke services.  
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Consultation Feedback (excerpts from Consultation feedback Analysis report 5th Dec 2017) Comparing feedback with EqIA 
and HIIA scope and scores in 

the baseline IIA22 

Implications for updating 
the EqIA and HIIA and 

related Mitigating actions 
• The long-term impact on South Tyneside. 

Discussion events: (Paediatrics services) 

There were general, in the most part not very positive, comments on both options:  
Feeling like everything is going to Sunderland 

Staff Q&A events (Paediatrics services) 
The general feeling among staff was that South Tyneside District Hospital was being systematically 
downgraded and with this comes a loss of identity as a hospital. 
Focus groups (Paediatrics services)  

As with the other services there was concern over the general downgrading of services at South Tyneside, 
particularly for a group as vulnerable as children and young people. 
 

THEME 3 : Parking – increased demand, lack of capacity and costs 
 
Discussion events ALL PROPOSALS: Travel and Transport Parking was highlighted as a concern at the 
Sunderland hospital site with a strong message that “…additional needed at Sunderland…” to cope with an 
increase in patient numbers resulting from the proposed service reorganisation.  The cost of the parking was 
also 
“…can you put something like a temporary parking pass for the duration of treatment…like Q?” 

Travel and Transport Discussion Group: All proposals: Parking 
The first and most common comment made around parking was the cost, seen as a major barrier to access for 
patients, family, and visitors.   
“Car parking fees should be abolished or there should be a system to get a free slot if you are a regular 
visitor.” 

“Stop parking charges for all staff and patients.” 

This was also supported by several suggestions of practical solutions to the issue, mostly focused on aiding 
staff parking to help families and visitors.  
Staff to use multi-story car park which is separate to patients – also safer as they will leave through a 

EqIA 
The impact on staff and vulnerable 
groups was considered in the 
baseline IIA.   
These concerns do not identify any 
changes in the scope, scale or 
nature of the equality impacts 
which have already been identified 
or any other equality groups which 
could be vulnerable.  
 
HIIA 
The impact on health and health 
inequalities was systematically 
considered in the baseline IIA.  
 
These nature and scale of these 
concerns were considered in 
Table 3: Cost-efficient health care  

Mitigating actions: 
The IIA included relevant 
suggestions: 
5.1.3 Addressing travel and 
transport costs especially for 
vulnerable groups 
 
The consultation feedback 
generated additional 
suggestions relating to:  

• Parking charges and 
passes for staff, 
patients, regular 
visitors, duration of 
treatment  

• Separate provision for 
staff parking 
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Consultation Feedback (excerpts from Consultation feedback Analysis report 5th Dec 2017) Comparing feedback with EqIA 
and HIIA scope and scores in 

the baseline IIA22 

Implications for updating 
the EqIA and HIIA and 

related Mitigating actions 
separate entrance…free up space for patient parking. 

 

 
This feedback does not identify any 
changes in the scope, scale or 
nature of the impacts on health 
and health inequalities identified in 
the IIA or any other vulnerable  
groups. 
 
 

 
No specific amendments or 
additions required in relation to  
• Equality Impact Assessment 
• Health & Inequalities 

Impact Assessment  
 
The decision makers and travel 
working group may wish to 
consider these additional 
suggestions for mitigating 
actions to address parking 
concerns. 

THEME 4: Job losses and changes 
 
Discussion events ALL PROPOSALS: Staffing What will happen to existing staff under the proposed changes: 
“Will all jobs be open to all staff, Sunderland and South Tyneside; or will just Sunderland staff be safe” 

“What happens to non-medical staff; porters, admin, and ward clerks?” 

Staff Q&A events (general): A real uncertainty over the security of jobs and anxiety over an unknown, not fully 
described, new job role with undetermined risk and protections.  

Staff Q&A events (paediatrics)  
The move to Sunderland was of great concern, for staff who will be required to travel and more importantly 
for the residents of South Tyneside. Many cannot afford to travel to Sunderland …..  
 
Health Scrutiny (interim) 

Responses from the scrutiny function of the local authorities gave support for the consultation process, with 
specific concerns around: 
• Consideration of the availability of specialist paediatric nurses out of hours at STDH 
• Staffing issues and delivery models are fully developed 

EqIA 

The impact on staff and vulnerable 
groups was considered in the 
baseline IIA.   The EqIA noted that 
“Staff changes might disadvantage 
more women due to losses of 
nurses and the relative prevalence 
of females in these roles  – net 
numbers are in single figures” 

These concerns do not identify any 
changes in the scope, scale or 
nature of the equality impacts 
which have already been identified 
or any other equality groups which 
could be vulnerable.   

 
HIIA 
The impact on health and health 
inequalities was systematically 

Mitigating Actions  
The IIA included a wide range of 
suggestions which would 
minimise the most significant 
drawbacks associated with the 
proposals. 
  
This feedback does not raise any 
new concerns and does not 
suggest any additional 
mitigating actions 

 
 
No specific amendments or 
additions required in relation to  
• Equality Impact Assessment 
• Health& Inequalities Impact 

Assessment  
• Mitigating actions  
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Consultation Feedback (excerpts from Consultation feedback Analysis report 5th Dec 2017) Comparing feedback with EqIA 
and HIIA scope and scores in 

the baseline IIA22 

Implications for updating 
the EqIA and HIIA and 

related Mitigating actions 
 

Trade unions and staff group representatives 
In summary all trade union and staff group representatives oppose the changes on: 
• Workforce issues 

 

considered in the baseline IIA.  
 
The nature and scale of these 
concerns was considered in: 
 
Table 3: Emotional wellbeing 
Table 3: Education, skills and 
learning 
Table 3: Employment 
Table 3: Business development 
 
This feedback does not identify any 
changes in the scope, scale or 
nature of the impacts on health 
and health inequalities identified in 
the IIA or any other vulnerable  
groups. 
 
  

 

THEME 5: Staff recruitment and retention in South Tyneside 
 
Discussion events ALL PROPOSALS: Staffing The groups recognised the struggle to recruit staff and the low 
numbers in South Tyneside, making staff skill development and service quality an issue, and a consequent 
concern at the perceptions that the plans are “…a comment on South Tyneside staff care and performance.” 
The feeling was also that waiting times are likely to increase with a detrimental impact on both patients and 
staff. 
 
Public technical responses 
A small number of submissions focussed on a lack of trust in the services provided by South Tyneside District 
Hospital, offering support for the move to Sunderland Royal Hospital.  
 

EqIA - The positive and negative 
impact on staff and vulnerable 
groups was considered in the 
baseline IIA.  The opportunity to 
improve the quality of care for all 
those in need was identified as 
having potential to benefit specific 
vulnerable groups i.e.:  

Table 1: Gender (women, staff 
mothers) 

Table 1: Race BME 

Table 1: Pregnancy and maternity 

Mitigating Actions  
The IIA included a wide range of 
suggestions which would 
minimise the most significant 
drawbacks associated with the 
proposals. 
  
This feedback does not raise any 
new concerns and does not 
suggest any additional 
mitigating actions 

 
No specific amendments or 
additions required in relation to  
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Consultation Feedback (excerpts from Consultation feedback Analysis report 5th Dec 2017) Comparing feedback with EqIA 
and HIIA scope and scores in 

the baseline IIA22 

Implications for updating 
the EqIA and HIIA and 

related Mitigating actions 
Table 1: Disability 

Table 1: Socioeconomic 
deprivation     

Table 1: Age (children and young 
people) 

 
These concerns do not identify any 
additional equality impacts, or any 
changes in the scale or nature of 
the equality impacts which have 
already been identified or any 
other equality groups which could 
be vulnerable 
 
HIIA 
The impact on health and health 
inequalities was systematically 
considered in relation to  
• Health Outcomes 
• Access to high quality 

healthcare 
• Environmental determinants 

of health 
• Economic determinants of 

health 
 
This feedback does not identify any 
changes in the scope, scale or 
nature of the impacts on health 
and health inequalities identified in 
the IIA or any other vulnerable  
groups. 

• Equality Impact Assessment 
• Health & Inequalities 

Impact Assessment  
• Mitigating actions  
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Consultation Feedback (excerpts from Consultation feedback Analysis report 5th Dec 2017) Comparing feedback with EqIA 
and HIIA scope and scores in 

the baseline IIA22 

Implications for updating 
the EqIA and HIIA and 

related Mitigating actions 
 
 

THEME 6: Equality, Health and Wellbeing  
 
Discussion events ALL PROPOSALS: Additional Costs (Deprivation) The group discussions identified the well 
understood local issues of low car ownership and high levels of poverty in South Tyneside and felt that this 
would increase the potential for detrimental impact of moving services from South Tyneside to Sunderland. 
“…this could cause health problems.  It’s difficult if you have no resources and are in some hospital miles 
away from your family…” 

The cost of parking, fuel, and the physical trauma of travel was raised with a special reference on the people 
who live in the most deprived areas of South Tyneside who will have to access services in Sunderland. A high 
percentage of those without a car said this was worse for them when considering the costs and availability of 
public transport when there are no direct buses to Sunderland Royal Hospital, and taxis are too expensive for 
lower income families facing multiple disadvantages.  
 
There is of course the overarching concern amongst this group, and others, of coping with travel demands in 
an urgent situation. 
“Public transport; when emergency happens, it is unpredictable…” 

Focus groups : ALL PROPOSALS: health and wellbeing 
Each group, considering each of the service areas, to a greater or lesser extent highlighted the potential 
negative impact on the overall health and wellbeing of patients, service users, family, friends, and staff. These 
involved: 
• The pressure of additional travel, impacting on mental health 
• Isolation of patients whose friends and family find it difficult to make the journey from South Tyneside to 

Sunderland on a regular basis  
• The burden on physical and mental health of friends, family and carers resulting from the increased 

travelling required to visit Sunderland from South Tyneside  
• The pressure on staff delivering these service changes, which the groups feared would lead to resourcing 

crises  
 
I have long term health problems and anxiety and travelling to Sunderland would make this worse.  

EqIA 

The positive and negative impact 
on staff and vulnerable groups was 
considered in the baseline IIA .    
 
The EqIA recognised that 
additional costs would fall 
disproportionately on specific 
vulnerable groups:  

• Table 1  – Gender 
(mothers) 

• Table 1  – Pregnancy and 
maternity 

• Table 1:-Race BME 
• Table 1 – Disability 
• Table 1 – Socio-economic 

disadvantage 
• Table 1- Age – (teenagers 

and young people, 
teenage parents) 

 
These concerns do not identify any 
additional equality impacts, any 
changes in the scale or nature of 
the equality impacts which have 
already been identified or any 
other equality groups which could 
be vulnerable 
 
HIIA 

Mitigating Actions 
The baseline IIA provides 
relevant suggestions in Sections  
5.1.1: Helping everyone to 
understand and adapt to the 
new changes, especially 
vulnerable groups  
5.1.2: Promoting continuity of 
care especially for vulnerable 
groups  
 5.1.3: Addressing travel and 
transport costs especially for 
vulnerable groups. 
5.1.6: Exploring the implications 
of traffic commuting between 
South Tyneside and Sunderland 
 
The consultation feedback 
further emphasised the 
importance of specifically 
considering the additional needs 
of those groups in South 
Tyneside for whom the changes 
and travel would generate 
additional problems i.e. those 
with: 
• Sensory impairment 
• Learning disability or 

cognitive impairments 
• Mental health problems 
• Physical disabilities 
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Consultation Feedback (excerpts from Consultation feedback Analysis report 5th Dec 2017) Comparing feedback with EqIA 
and HIIA scope and scores in 

the baseline IIA22 

Implications for updating 
the EqIA and HIIA and 

related Mitigating actions 
 
Impacts on the family, for single parents caused by moving service from South Tyneside to Sunderland:  
As a single parent if I had to stay overnight in Sunderland it would be impossible regarding childcare/visits.  I 
would not see my daughter and if it was a prolonged stay this would be awful. 
 
Focus groups All proposals Equality issues: Travel and transport 
• If everything goes to Sunderland it will make getting my children to hospital harder (one is disabled, I 

always have to take both children along) 
• Lack of funds and transport. 
• Transport 
• Travelling would create anxiety as I'm nervous about medical appointments anyway. 
• Unable to drive.  Restricted walking.  
• Distance to travel and lack of transport (affordable).  

 
Focus Groups: Future and present needs  
Reponses show a real concern for the ability of the proposed service changes on their specific needs, now and 
in the future: 

At any time, I could have a stroke and require gynaecology services. 

Because I am pregnant, and nobody can predict what labour will look like but in case of any emergency 
the women and baby are at risk. 

  I am a carer of a stroke patient. 

As recently had to use emergency services. 

I am a single parent with 3 children on a low income. 

 I have young children who may be affected to the changes 

 
Focus Groups: Trust and Respect  
For many of the equalities groups one of the biggest barriers is gaining trust in the service. The changes were 
felt to have a disproportionate effect on those with sensory or learning disabilities, cognitive impairment and 

The impact on health and health 
inequalities was systematically 
considered in the baseline IIA.  
 
The nature and scale of these 
concerns was considered in: 
 
Table 3: Disease management 
Table 3: Emotional wellbeing 
Table 3: Prevention 
Table 3: Safeguarding 
Table 3: Avoidable healthcare 
Table 3: Effective healthcare 
Table 3: Safe healthcare 
Table 3: Cost-efficient health care 
Table 3: Acceptable health care 
Table 3: Transport 
Table 3: Pollution 
 
 
This feedback does not identify any 
changes in the scope, scale or 
nature of the impacts on health 
and health inequalities identified in 
the IIA or any other vulnerable 
groups. 
 

 
 

• English language or other 
communication difficulties 

• Low incomes 
• Carers  
• Cultural differences 
• Specific age related needs 

i.e. young  and older people 
• Childcare responsibilities 

(especially single parents)  
 
All working groups should 
consider the needs of these 
vulnerable groups alongside the 
suggestions made in the IIA.  
 
No specific amendments or 
additions required in relation to  
• Equality Impact Assessment 
• Health & Inequalities 

Impact Assessment  
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Consultation Feedback (excerpts from Consultation feedback Analysis report 5th Dec 2017) Comparing feedback with EqIA 
and HIIA scope and scores in 

the baseline IIA22 

Implications for updating 
the EqIA and HIIA and 

related Mitigating actions 
people from BME backgrounds who find it difficult to establish this trust in new services and particularly 
difficult to navigate a new environment with confidence. The common issue being communication and 
understanding. 
 
Need to be more ‘deaf aware’ and be more flexible to the deaf community.   We are human beings 

Developing trust in the new services and demonstrating respect for the specific needs of the community with 
additional needs; 

Travel and Transport discussion group: ALL PROPOSALS  - Cost 
The most notable concern in this area was the affordability of transport for those on low incomes, particularly 
those living in areas of deprivation. 
“…high unemployment/poverty in South Tyneside – people can’t afford to get taxis…” 

Furthermore, the proposed move to Sunderland of services from South Tyneside were felt to add worries 
about the cost of transport in already difficult time. A specific example was given in relation to Stroke services.  
“…how does someone get to hospital to visit their loved ones when they are dying in the middle of the 
night?  There is no public transport and taxis are expensive…” 

This issue was also discussed in relation to Maternity services.  
“…women can’t afford to go home currently from maternity at South Tyneside…” 

This is linked to the discussions around support for transport needs and the need to overcome any attached 
stigma to ensure those who need it most are able to access help with transport. 
“…parents don’t apply for free school meals so how will they apply for transport help...” 

This was extended to cover all patient travel needs.  
Patient transport should not be means tested, but be available to those who genuinely need it. 

Public Technical responses  
The majority of submissions focused on the transport difficulties in making the journey from South Tyneside to 
Sunderland. The two main issues were cost for those who could least afford it and the lack of any direct 
connection by public transport. 
These submissions contained various suggestions for improving this situation from reinstating bus services to 
an NHS shuttle bus between the two sites.   
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Consultation Feedback (excerpts from Consultation feedback Analysis report 5th Dec 2017) Comparing feedback with EqIA 
and HIIA scope and scores in 

the baseline IIA22 

Implications for updating 
the EqIA and HIIA and 

related Mitigating actions 
 
Appendix 3: Equalities Groups, Key issues Loss of independence  
Being deaf strips away independence of individuals when dealing with NHS, which has a domino effects on 
other areas of life 
Difficulties faced by the Deaf Community in accessing and being appropriately supported in accessing NHS 
services be they emergency, elected procedures, or routine appointments   
   
Appendix 3: Equalities Groups, Key issues: Specific support needs (Physical, Sensory and learning disabilities 
and cognitive impairment)  
Lack of signers and other interpretation is a very complex area and there are many  different systems and 
technologies available that allow a more inclusive experience for a deaf person. However, the participants 
were concerned that these technologies would not be available, nor had they been considered in the costings. 
  
Specific Support Needs (Cognitive Impairment – Stroke Victims)   
The change to a new and unfamiliar environment without any navigation support is a  major fear   
 
Appendix 3: Equalities Groups, Key issues: Isolation 
There are some very specific issues (e.g. isolation, mental health, travelling, trust and appropriate interaction) 
that need to be addressed   
All groups based in South Tyneside reported a real concern that being in hospital in Sunderland would isolate 
them from friends and family, removing an important support network leading to a fear of isolation and the 
impact that would have on their health   
 
Appendix 3: Equalities Groups, Key issues: Travelling distance  
A significant concern for all participants from South Tyneside were the difficulties anticipated in travelling to 
Sunderland, particularly for those reliant on public transport.   
Amongst these concerns was that of communication and understanding when people face significant 
difficulties in this area  
Appendix 3: Equalities Groups, Key issues: Age (Goldilocks) 
Young people feel they are overlooked and older people feel they are forgotten, the concern is that only those 
in the ‘Goldilocks’ age group, not too old and not too young are heard and consequently, they feel a potential 
for their needs not to be considered. This was a source of concern and felt to have a detrimental impact.   
Appendix 3: Equalities Groups, Key issues: over consulted, under heard 
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Consultation Feedback (excerpts from Consultation feedback Analysis report 5th Dec 2017) Comparing feedback with EqIA 
and HIIA scope and scores in 

the baseline IIA22 

Implications for updating 
the EqIA and HIIA and 

related Mitigating actions 
There was a feeling that NHS bodies and local authorities only consult with equalities groups as a ‘tick box’ 
exercise. The concern was that irrespective of the opinion shared their views would not be considered, leading 
to concerns over inequalities of access to the new service provision discussed in the options.  
Appendix 3: Equalities Groups, Key issues: women from a BME background 
The concern was of disproportionate impact on women of a BME background from South Tyneside, due to:  

• A lack of confidence to attend services in Sunderland and to engage with the hospital when things go 
wrong   

• Language barriers in accessing changed and unfamiliar services   
• Travel issues at night when partners work evenings/nights   

Appendix 3: Equalities Groups, Key issues: single parents travelling with children 
Concern was also expressed over a feeling of disproportionate impact on single parents living in South 
Tyneside and reliant on public transport. The relocation of women’s services and paediatric A&E was viewed 
as very difficult for parents dealing with more than one child, one of whom could be ill or if a mother, unwell 
themselves. This is of course tied in with wider concerns over childcare.   
 
Focus groups (paeds)  
Access Inequalities  
There was felt to be an inequity in access for parents, children, and young people through the changes in 
services in South Tyneside, specifically in terms of impacting on employment: 
“More time off work as I’ll need to go between 8am and 8pm’ 

The issue of access to and 8am to 8pm service was also highlighted to younger children, were symptoms are 
generally only noticed later in the day: 
“…don’t usually notice a rash until bath time…” 

Health and Wellbeing 
There were concerns raised over the general health and wellbeing of children and young people based on a 
delay in care if people can’t get to Sunderland and they decide to ‘wait and see’ if the issue will resolve itself. 
This was felt to lead to “more health problems for kids” and ultimately it “…might put kids in danger if you 
waited” 
 
Staff Q&A events (paediatrics)  
The move to Sunderland was of great concern ……. and this was felt to be likely to have a long-term impact on 
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Consultation Feedback (excerpts from Consultation feedback Analysis report 5th Dec 2017) Comparing feedback with EqIA 
and HIIA scope and scores in 

the baseline IIA22 

Implications for updating 
the EqIA and HIIA and 

related Mitigating actions 
the health of local children where parents will delay care for financial reasons. 
 

THEME 7: Transport, Travel, and Transfers 
 
Discussion events ALL PROPOSALS: Travel and Transport The groups identified a general and significant 
concern over distance between Sunderland and South Tyneside and the time it will take to travel.  
All of which undermined faith in the process, again aggravated by the real difficulties faced by public transport 
users in the journey between South Tyneside and Sunderland, particularly the issues faced in making 
connecting buses, with no direct route available.  
“You can’t get a direct bus from South Tyneside to Sunderland Royal Hospital” 

There were also requests that this issue was addressed as part of the service reorganisation by provision of 
regular transport, provided by the NHS, between the two sites.  
“Will transfers be put on?” 

Another area of concern in the public meetings was the extent to which the safety of patients, family and 
other visitors was considered in the formulation of the options and the in the potential implementation. This 
was felt to be particularly important for vulnerable groups.  
“…late night travel… not safe for children…if...discharge late night/early morning…” 

“…issue for lone mothers with siblings, how will they get there through the night with no transport?” 

One very major concern around the issues associated with travel and transport is the view that this 
consultation cannot influence transport providers and patients and relatives will be faced with service change 
with no real public transport options.  
“…new bus services are under review (Stagecoach)…this link service is being removed!” 

 

Focus groups: ALL PROPOSALS : (Travel and access specific needs) 
Participants in the groups with specific needs highlighted the specific issues around transport and accessibility, 
summarised as: 
• The extra travel demands put on patients and family friends of travelling from South Tyneside to 

Sunderland (with recognised poor public transport links) present significant if not surmountable 
difficulties for those with additional needs. The view was that for any of the current options to be 

EqIA 
The positive and negative impacts 
on staff and vulnerable groups 
were considered in the baseline 
IIA.    
 
The EqIA recognised that 
additional costs (personal, social 
economic) would fall 
disproportionately on specific 
vulnerable groups:  

• Table 1  – Gender 
(mothers) 

• Table 1  – Pregnancy and 
maternity 

• Table 1:-Race BME 
• Table 1 – Disability 
• Table 1 – Socio-economic 

disadvantage 
• Table 1- Age – (teenagers 

and young people, 
teenage parents) 

 
These concerns do not identify any 
additional equality impacts, any 
changes in the scale or nature of 
the equality impacts which have 
already been identified or any 
other equality groups which could 
be vulnerable 
 

Mitigating Actions 
Relevant suggestions were made 
in the baseline IIA in Sections  
5.1.1: Helping everyone to 
understand and adapt to the 
new changes, especially 
vulnerable groups  
5.1.2: Promoting continuity of 
care especially for vulnerable 
groups  
 5.1.3: Addressing travel and 
transport costs especially for 
vulnerable groups. 
5.1.4: Transfers of acutely ill 
children 
5.1.6: Exploring the implications 
of traffic commuting between 
South Tyneside and Sunderland 
 
The feedback included other 
suggestions or specific concerns 
in relation to: 
 

• Long stay parking 
• Improved (direct) bus 

services)  
• Access for prams and 

wheelchairs  
• Support for adults and 

children with special 
needs 

• Transport Out of hours  
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Consultation Feedback (excerpts from Consultation feedback Analysis report 5th Dec 2017) Comparing feedback with EqIA 
and HIIA scope and scores in 

the baseline IIA22 

Implications for updating 
the EqIA and HIIA and 

related Mitigating actions 
provided without extra transport support leads to inequalities in service provision. 

• Transport is difficult for stroke survivors at any time and this will be much worse for those from South 
Tyneside who may have to access services in Sunderland; 

• Accessibility of new services and unfamiliar surroundings are particularly challenging for those with 
sensory/cognitive impairment, again without additional support in place they are inequitable.  

These concerns cover the opinion expressed by groups representing:  
• Physical disability; 

 

Focus Groups ALL PROPOSALS: Travel and transport: the financial and time burden placed on those who can 
least afford it  

Again, irrespective of service the proposals require extra travel time for all, of concern amongst the 
representatives of the equalities groups were: 

• The lack of direct public transport links to Sunderland from South Tyneside; 
• The prohibitive cost of public transport for those on low incomes; 
• The impact of having to use public transport for single parents with children; 
• Difficulties for people who do not speak English as their first language in using public transport; 
• Difficulties in travelling to Sunderland from South Tyneside at night, particularly in the case of BME 

groups with a high prevalence of evening/night workers. 

The issue of travel and transport related to the options came up in all groups, irrespective of their interest 
area, highlighting the problems and an overall lack of additional transport. support in the options presented. 
The major concerns were: 
• The cost of additional public transport for those on low incomes; 
• The burden placed on people from the additional travel requirements and potential for consequential 

impacts on physical and mental health; and  
• The difficulties associated with public transport for those with additional needs, summarised in one group 

as: 

HIIA 
The impact on health and health 
inequalities was systematically 
considered.  
 
The nature and scale of these 
concerns was considered in: 
 
Table 3: Disease management 
Table 3: Emotional wellbeing 
Table 3: Prevention 
Table 3: Safeguarding 
Table 3: Avoidable healthcare 
Table 3: Effective healthcare 
Table 3: Safe healthcare 
Table 3: Cost-efficient health care 
Table 3: Acceptable health care 
Table 3: Transport 
Table 3: Pollution 
 
 
The consultation feedback does 
not identify any changes in the 
scope, scale or nature of the 
impacts on health and health 
inequalities identified in the IIA or 
any other vulnerable  groups. 
 

 

- returning home 
• Impact on families, 

carers and children 
• Using technology to 

overcome travel 
challenges e.g. 
telemedicine 

• Appointing hospital 
Travel coordinators  

 
The decision makers and travel 
working group should consider 
these additional suggestions for 
mitigating actions to address 
concerns relating to transport, 
travel and transfers.  
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Consultation Feedback (excerpts from Consultation feedback Analysis report 5th Dec 2017) Comparing feedback with EqIA 
and HIIA scope and scores in 

the baseline IIA22 

Implications for updating 
the EqIA and HIIA and 

related Mitigating actions 
“Extra and complex humanitarian demands on people with additional needs travelling from South 
Tyneside to Sunderland” 

Specific issues included: 
• Single parents travelling on public transport with young children, in terms of cost and managing them 

over a long journey; 
• Navigating a more complex street system in Sunderland for drivers from South Tyneside; 
• The increased costs for drivers from South Tyneside, in fuel, wear and tear and parking charges in 

travelling to Sunderland. 
 

Focus Groups – Equality issues – Travel and Transport 
The perceived impact of the extended travel and transport requirements place upon the representatives of 
the equalities groups of the move of services from South Tyneside to Sunderland 
• If everything goes to Sunderland it will make getting my children to hospital harder (one is disabled, I 

always have to take both children along) 
• Lack of funds and transport. 
• Transport 
• Travelling would create anxiety as I'm nervous about medical appointments anyway. 
• Unable to drive.  Restricted walking.  
• Distance to travel and lack of transport (affordable).  

 
Travel and transport Discussion Group – all proposals 
The broad themes were: 
Accessibility 
Discussion focused around the issues faced by people with physical disabilities using public transport to get to 
hospital for appointments and treatment. 
“…lady in a wheelchair…took…4 hours to travel by bus from Whitburn to Sunderland.  Not all the busses 
were wheelchair accessible and those who did had no space…either being used by another person or by 
someone with a pram...”   
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Consultation Feedback (excerpts from Consultation feedback Analysis report 5th Dec 2017) Comparing feedback with EqIA 
and HIIA scope and scores in 

the baseline IIA22 

Implications for updating 
the EqIA and HIIA and 

related Mitigating actions 
“… how is a wheelchair user expected to get to hospital in the middle of the night – there are no 
wheelchair friendly taxis and the metro is not wheelchair friendly.  She has a family and is concerned that 
if her daughter is rushed to hospital in an ambulance she is unable to travel with her as the wheelchair 
won’t fit. 

There were also concerns raised around the provision of ambulance transfers for people with additional 
needs.  
“…(he) needed 2 people to take him to hospital for an appointment.  He rang NEAS and was told there 
would be two people to take him but not to bring him back and because of this he missed his 
appointment…” 

Existing and extra bus and metro provision 
There was a major issue identified in the lack of direct bus services from STDH to SRH, which will have a  
“…need a direct bus service, the direct service needs to be reinstated. The bus service from South Tyneside 
to Sunderland goes all through the borough and is not currently going to Park Lane. A bus operator needs 
to provide the service…”  

“…Want to go direct without changing, we need several buses on a borough wide basis – not just one bus 
service, that will take too long…” 

 “…need a direct bus service from Sunderland to South Tyneside hospital…” 

There were also concerns around using the Metro system to get to hospital.  
“Metro system is very unreliable – how will sick people cope?” 

“…concern about Metro safety at stations…” 

There was a genuine desire to understand the role of the operator providing public transport and the extent 
to which they had been involved in the process so far.   
“We want to know what the bus companies have to say…” 

Tempered with a healthy level of scepticism around the issue of the same operators being ‘for profit’ 
organisations: 
“…public transport operators will be richer but residents poorer.” 
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Consultation Feedback (excerpts from Consultation feedback Analysis report 5th Dec 2017) Comparing feedback with EqIA 
and HIIA scope and scores in 

the baseline IIA22 

Implications for updating 
the EqIA and HIIA and 

related Mitigating actions 
Parents also felt there was an issue for them in terms of Paediatric services moving to Sunderland and the 
likelihood of high volumes travelling at the same time on public transport without the capacity to deal with 
them.  
“…only 2 prams on a bus at one time… wheelchair priority over prams…access to buses?” 

 
Private Transport (Taxis) 
It was acknowledged that taxis offered the most flexible means of getting to hospital for those without 
their own car or access to other means of transport. It was also acknowledged that the  
“…people can’t afford to get taxis...” 

“Taxi fares are £11 a day and £16 after 10pm...” 

This was particularly difficult for people with low incomes.  

People who are unemployed won’t use them for transfers. 

It was also commented on that while there is existing support for people who need to used taxis this is a 
limited facility which could be useful if more widely available.  

The taxi card facility is not for everyone. 

 
Out of hours 
The relocation of services from South Tyneside to Sunderland was particularly troubling when considering the 
need to travel at night for those lacking their own transport.  
This centred around general concern about night time discharge or completion of treatment and being unable 
to return to their own home, again coupled to concerns over cost of other forms of transport.  
“Overnight we need a 24-hour patient mini bus service to take people back to their home…” 

This was particularly troubling for those with children who have additional needs requiring care in the night.  
“…how do you get a child who is disabled from one place to another overnight?” 

Additional burden on relatives and friends 
The most significant issue was in relation to immediate family, partners and the additional pressure travelling 
from South Tyneside to Sunderland will put on them.  
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Consultation Feedback (excerpts from Consultation feedback Analysis report 5th Dec 2017) Comparing feedback with EqIA 
and HIIA scope and scores in 

the baseline IIA22 

Implications for updating 
the EqIA and HIIA and 

related Mitigating actions 
“…neighbour’s husband…suffered a stroke and had been taken to Sunderland hospital – where he later 
died.  She spent all day travelling back and forward to Sunderland from South Shields to visit her husband 
and then come back to see to her dog.  This took her all day and cost her a fortune.  She would have had a 
much better quality of life if her husband had been in South Tyneside and someone could have looked after 
her dog, taking the pressure off her...” 

This was also extended to include the wider family, the need to visit and the potential isolation of patients 
if this is not possible. 
“…how will anyone without a car (family/visitors) get back to South Shields from Sunderland…” 

This burden was recognised by the group to include both time and money, resources in very short supply for 
many people.  
“…Cleadon Park to Sunderland bus station £3 and takes 78 minutes…” 

 

Alternative solutions 

The group did offer several practical suggestions to address the travel issues, which were: 
Provision of travel advice at both hospitals to support travellers  
“…travel plan coordinators at SRH and STDH…” 

The adoption of more community focused, not-for-profit solutions to transport issues.  
“…community transport/subsidised shuttle bus…” 

The use of technology as an alternative to travelling such as telemedicine: 
“Stroke consultants do video inks in SRH so why can’t we do that in STDH?” 

HealthWatch 
There are concerns over the impact of the travel times and availability of public transport 
 
Health Scrutiny (interim) 

Responses from the scrutiny function of the local authorities gave support for the consultation process, with 
specific concerns around: 
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Consultation Feedback (excerpts from Consultation feedback Analysis report 5th Dec 2017) Comparing feedback with EqIA 
and HIIA scope and scores in 

the baseline IIA22 

Implications for updating 
the EqIA and HIIA and 

related Mitigating actions 
• Transport and travel issues being addressed 

.Third sector /Voluntary / Community organisations (All proposals) 
Observations and requests: Travel and transport impacts in both cost and time in all service proposals 

The impact on young carers  
The impact on young people and families  

Public Technical responses  
The majority of submissions focused on the transport difficulties in making the journey from South Tyneside to 
Sunderland. The two main issues were cost for those who could least afford it and the lack of any direct 
connection by public transport. 
These submissions contained various suggestions for improving this situation from reinstating bus services to 
an NHS shuttle bus between the two sites.   
 
NHS Governors and staff  
The main concern of this group was the impact of changes to travel and transport in the proposals which will 
have a very negative impact on services and safety if no mitigation is taken 
 
Discussion events (paediatrics services ) : comments on the options 
There were general, in the most part not very positive, comments on both options:  
Travel at night without access to a car 

Focus Groups: Children and Young People’s Healthcare (Urgent and Emergency Paediatrics) services: Travel 
and Transport 
There were several specific concerns raised over the issues of transport of travel for care of children and 
young people, notably: 
What decision should be made about taking a ‘poorly’ child to South Tyneside at 18:50 “how would the 
8pm cut-off be managed, where should I go?” 

“How would the proposed service accommodate, and support families form South Tyneside who have 
complex issues with transport, financial hardship, and lack of knowledge of the area?” 

Staff Q&A events (paediatrics)  
The move to Sunderland was of great concern, for staff who will be required to travel and more importantly 
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Consultation Feedback (excerpts from Consultation feedback Analysis report 5th Dec 2017) Comparing feedback with EqIA 
and HIIA scope and scores in 

the baseline IIA22 

Implications for updating 
the EqIA and HIIA and 

related Mitigating actions 
for the residents of South Tyneside. Many cannot afford to travel to Sunderland and this was felt to be likely to 
have a long-term impact on the health of local children where parents will delay care for financial reasons. 
 

THEME 8: Impact on the wider health and care system  
 
Discussion events: ALL PROPOSALS: additional costs (deprivation)  
This led to speculation that moving services to Sunderland would lead to an increase in calls to the Ambulance 
Service from deprived areas due to the simple economics of the situation.   
“…they can’t afford a taxi, so the only other option is to call an ambulance…” 

Discussion events ALL PROPOSALS Travel and Transport  There was also an opinion that the travel difficulties 
between South Tyneside and Sunderland would result in the transfer of demand to other areas, specifically 
Gateshead and Newcastle.  
“…from Hebburn you would go to Gateshead not Sunderland…” 

“…the public want the best on their doorstep…people want to go where they have always gone…” 

Focus Groups: ALL PROPOSALS: Shifting service to other areas 
The groups indicated they felt the intention of changes in service options was to redirect patients to 
Sunderland from South Tyneside. However, it was identified that this ignored the local geography, preferences 
(“we don’t mix well with Mackems”), and road networks and, perhaps, introduced an unintended or 
unconsidered consequence of the changes resulting in patient flow to other areas. Respondents from South 
Tyneside cited the difficulties with traffic on the A19 and the availability of services closer to home: 
“QE and RVI are easier to get to than SRH –I wouldn’t even think of going to Sunderland” 

Health Scrutiny (interim) - Responses from the scrutiny function of the local authorities gave support for the 
consultation process, with specific concerns around: 
• The impact on local authority social care budgets through frequent NHS changes 
• Assurances that dialogue is happening between the other STP footprints in the region 

Public and technical responses  

Community and Social Care: There was some criticism of the consideration of hospital care without 
considering changes in community care and rehabilitation along with the availability and cost of social care. 
Shifting Services to other Areas: A feeling was expressed that for communities in South Tyneside, that moving 

The scope of the IIA was restricted 
to exploring the impact on 
populations immediately affected 
by the proposals and did not 
extend to the wider healthcare 
system.  
 
The feedback did not identify any 
changes in the scope, scale or 
nature of the impacts on equality, 
health and health inequalities 
identified in the IIA or any other 
vulnerable  groups. 
 

Mitigating actions  
Wider impact issues were 
considered in the IIA of 
proposals to reconfigure 
Maternity and Women’s 
services in  Section  
5.1.6 Promoting sustainability 

• Oversight 
arrangements could 
monitor demand and 
supply linked with 
population projections 
and modelling to 
identify and plan for 
any future capacity 
issues.  

 
The IIA noted the inter-
dependencies between the 
proposals for paediatrics 
services and for Maternity and 
Women’s services.  
 
No specific amendments or 
additions required in relation to  
• Equality Impact Assessment 
• Health & Inequalities 

Impact Assessment  
 
Decision makers should note 
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Consultation Feedback (excerpts from Consultation feedback Analysis report 5th Dec 2017) Comparing feedback with EqIA 
and HIIA scope and scores in 

the baseline IIA22 

Implications for updating 
the EqIA and HIIA and 

related Mitigating actions 
service to Sunderland would instead see people seeking care at Gateshead or Newcastle, which have better 
transport links.  

the interdependencies between 
paediatrics services and 
Maternity and Women’s 
services and collectively 
consider the mitigating actions.  

THEME 9: NEAS Capacity and staffing 
 
Discussion events ALL PROPOSALS: Staffing Ambulance staff were also considered in the discussions. 
“…huge impact on NEAS – how will they manage both staff and facilities?” 

Discussion Events: ALL PROPOSALS Ambulance Services 
A large strand of discussion was around the provision of ambulances by the North-East Ambulance Service 
(NEAS) and the perceived uncertainty of their support for the options, sparked by the lack of published 
information at the events. The key issue was: 
“…can NEAS cope…have the got the capacity for the transfers implied in the options?”  

“… NEAS are not guaranteeing transfer times…will they be able to guarantee adequate coverage?” 

Focus Groups: ALL PROPOSALS: Ambulance response times 
The groups expressed specific concern over the ability of the ambulance service to respond to emergency 
situations, specifically the ‘blue light’ travel time to Sunderland from South Tyneside, citing; 
• Concerns from stroke survivors on the likely impact of delivering hyper acute care within the so-called 

‘golden hour’ in which the extent of recovery of the individual is largely determined;  
• For maternity services the issues around labour, which can go wrong quickly and at any time and the 

capacity of the transfer from South Tyneside quickly enough to ensure the safety of mother and child.  
• For children and young people’s urgent and emergency services there are specific concerns from South 

Tyneside residents about emergency transfers to Sunderland in cases outside the 8-to-8 window or 
where the 24-hour nurse led service can’t deal with the emergency.  

This is coupled with a further concern over the additional pressure this puts on ambulance services and their 
crews dealing with these service changes.  
 
Travel and transport discussion group: All Proposals - Ambulance response 

EqIA 
The positive and negative impacts 
on staff and vulnerable groups 
were considered in the baseline 
IIA.    
 
These concerns do not identify any 
additional equality impacts, any 
changes in the scale or nature of 
the equality impacts which have 
already been identified or any 
other equality groups which could 
be vulnerable 
 
 
HIIA 
The impact on health and health 
inequalities was systematically 
considered in the baseline IIA.  
 
Timely, streamlined care was 
recognised as fundamentally 
important to population  health 
and health inequalities:  
 
Table 3: Disease management 
Table3: Effective healthcare 
Table 3: Safe care 
Table 3: Cost-efficient health care 

Mitigating Actions  
Suggestions were made in the 
IIA: 
Section 5.1.4: Transfers of 
acutely ill children   
Section 5.1.5: Demand for 
ambulance services and hospital 
services in Sunderland  
 
No further relevant suggestions 
were presented during the 
consultation although there 
were repeated requests for 
further information regarding 
NEAS capacity.  
 
The feedback highlights a 
requirement to more fully 
consider the nature and scale of 
the health and health 
inequalities impacts in relation 
to the responsiveness of the 
ambulance service.   
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Consultation Feedback (excerpts from Consultation feedback Analysis report 5th Dec 2017) Comparing feedback with EqIA 
and HIIA scope and scores in 

the baseline IIA22 

Implications for updating 
the EqIA and HIIA and 

related Mitigating actions 
The overall comments around the Ambulance Service focused on the perceived lack of concrete 
information around their responses to the proposals and the difficulty in making any informed input into 
the consultation.  
“…there is not clear evidence re NEAS to consult properly…” 

 “Discussions with NEAS have been taking place for over a year and we are still no further forward.” 

It was also noted that the Path to Excellence is a phased process, with concern raised over the effect of 
additional change on NEAS services. The worry was that this had not been accounted to in planning or cost 
saving calculations.  
“…this is just the first phase – what will happen when more trusts come together – what will the overall 
impact on NEAS be across the region…” 

Service specific issues were also raised, in particular the ability of ambulances to respond to Strokes and 
ensure the patient is treated within the ‘golden hour’.  
“Stroke: does the 12-minute transfer time include the time you wait for a blue light ambulance?”  

Passenger Transport Service (PTS) ambulances were also seen as an issue, particularly for those reliant on 
them and needing to attend appointments at short notice.  
“…booking PTS ambulance - need 5 days’ notice…” 

Staff Q&A events:  
• There is a reliance on a responsive ambulance service, staff feel this has not been confirmed which makes 

meaningful discussion difficult, if not impossible.  

recent experience of a request for an 8-minute ambulance transfer which took 45 minutes. 

NEAS response and risk assessment hasn’t been shared – asking for comment with the full facts 

HealthWatch (all proposals) 
There are also concerns over the ability of NEAS to support the proposed options. 
Health Scrutiny (interim – all proposals) 

Responses from the scrutiny function of the local authorities gave support for the consultation process, with 
specific concerns around: 

Table 3: Healthcare relevant to 
population need 
Table 3: Acceptable health care 
 
 
The staff concerns highlight 
additional concerns around the 
responsiveness of the ambulance 
service to provide timely 
transfers. This aspect of NEAS 
performance was not fully 
considered in the IIA     
 
 
.  
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Consultation Feedback (excerpts from Consultation feedback Analysis report 5th Dec 2017) Comparing feedback with EqIA 
and HIIA scope and scores in 

the baseline IIA22 

Implications for updating 
the EqIA and HIIA and 

related Mitigating actions 
• Assurances from NEAS on their capacity to support these changes 

NHS Organisations (all proposals) 
All NHS organisations recognise the clinical and workforce issues driving the changes and support the 
principles and recognise the safety of the options, with specific concerns around: 
Ambulance Response Times; and  
The sustainability of MLUs and a need to learn from elsewhere.  
 
Public technical responses 
Concerns were raised over the increased ambulance transfer times to Sunderland for South Tyneside residents 
and the worry over a detrimental impact this will have on care. 
 
NEAS  and NNeTs 
Both NEAS and NNeTS have provided detailed submissions on their capacity and capability to meet the 
changes in the Options being consulted on.  
 
Focus Groups Children and Young People’s Healthcare (Urgent and Emergency Paediatrics) services 
Ambulance service response times 
There was a view that an increased number of ambulances would be needed to cover the transfer issues for 
children and young people between the twelve hour or nurse led services at South Tyneside to those in 
Sunderland 
 
 

THEME 10: The consultation process 
 
Discussion events ALL PROPOSALS The Consultation Process There was widespread criticism of the Path to 
Excellence consultation exercise, much of it directed towards Government policies outside South Tyneside and 
Sunderland that are viewed as driving these changes.  
There were also strongly voiced concerns that staff had not been involved in developing the options and being 
consulted 
This was coupled with very strong concerns that third options put forward by staff for maternity and 
paediatric services were not in final cut, leading to staff feeling their opinions were not listened to or valued.  

EqIA and HIIA 
The baseline IIA systematically 
considered Equality, Health and 
Health inequalities impacts in 
relation to specific vulnerable 
groups and on the basis of expert 
evidence.  
 
This assessment was based on 
published research and expert 

Mitigating actions  
This Table specifically highlights 
the feedback which duplicates 
or complements the concerns 
raised by the baseline IIA.   
 
All stakeholders should consider 
this addendum in combination 
with the baseline IIA.  
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Consultation Feedback (excerpts from Consultation feedback Analysis report 5th Dec 2017) Comparing feedback with EqIA 
and HIIA scope and scores in 

the baseline IIA22 

Implications for updating 
the EqIA and HIIA and 

related Mitigating actions 
 
Discussion events ALL PROPOSALS: criticism of the options  
There were also concerns raised over the financial modelling of the options: 
“Where does the extra funding come from?” 

“…why does Option 1 cost more but Options 2 generate savings?” 

 “Option 1 costs are misleading…don’t make sense; how can it close at night, save money and still run at a 
loss?” (Paediatric Services)  

 
Discussion events ALL PROPOSALS: Travel and Transport  
The groups identified a general and significant concern over distance between Sunderland and South Tyneside 
and the time it will take to travel. This was heightened by concerns expressed over the travel times used in the 
impact assessment, with the belief being that these were not based in reality; unless as a ‘blue light’ journey, 
and even then, there was scepticism.  
“…the consultation document says 12 minutes from South Tyneside to SRH…not realistic…” 

“…e.g. page 94, 6 minutes, is this a misprint?” 

Concerns were also raised in the groups over the public transport figures being used.  
“…the stats on metro stations being within 800m of the hospital are incorrect – its more than a mile and a 
half…” 

 
Focus Groups: ALL PROPOSALS : The consultation process and evidence base 
There was widespread discussion of the consultation processes themselves, the presentation of the options 
and the language used to describe them, as: 
• The option descriptions are all the same or very similar, the favourite in all of them is Sunderland, with 

South Tyneside facing service reduction in all of them. Equally the options are presented in such a way 
that it is clear the way the groups feel they are expected to express a preference. From one of the groups 
it is described as ‘loading the dice’ 

• The overall format of the consultation is too complex in its language and the number of services and 

evidence - full details are provided 
in the baseline IIA.  
 
The baseline IIA was published as 
part of the detailed information 
available to inform the 
consultation.  
 
The IIA identified and described 
vulnerable groups that might 
experience greater challenges 
contributing to the consultation 
process.   The process therefore 
sought to actively engage with 
representatives of these groups so 
that their views and experiences 
could be considered.  
 
This Addendum to the baseline IIA 
systematically seeks to consider 
and incorporate consultation 
feedback – especially the views of 
vulnerable groups  
 
These concerns do not identify any 
additional equality impacts, any 
changes in the scale or nature of 
the equality impacts which have 
already been identified or any 
other equality groups which could 
be vulnerable 
 
These concerns do not identify any 
additional impacts in the scope or 

Each IIA was supported by a 
clearly referenced expert 
evidence base. 
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Consultation Feedback (excerpts from Consultation feedback Analysis report 5th Dec 2017) Comparing feedback with EqIA 
and HIIA scope and scores in 

the baseline IIA22 

Implications for updating 
the EqIA and HIIA and 

related Mitigating actions 
options being considered. This was particularly true for the groups where English is not their first 
language, those with learning disability or cognitive impairment and the time pressured, parents 
specifically.  

• There were observations, particularly from stroke survivors, that: 

“…the options had been loaded to make you have to choose the best of a bunch of unacceptable options 
and that there was no evidence to show that these options were necessary for consideration.”  

Concluding that the case presented to the groups offered no supporting evidence that options were an 
improvement in the “duty of care the NHS has to the residents of South Tyneside.” 

• What’s the point: While some groups were welcoming of the opportunity of being consulted on the 
options there were many specific and heated opinions on this matter, notably: 
• Young people who feel their opinions are overlooked; 
• Disability groups who feel they are a ‘tick box’ consultee for the local authority and NHS 

organisations whenever there is an issue; 
• Single mothers who feel they have been consulted in the past on different issues only to have their 

views ignored. 

Overall, while continuing to support consultation the view is increasingly ‘what’s the point’. 
 
Travel and Transport Discussion Group: ALL PROPOSALS: Process criticisms 
There was an overall scepticism of the validity of the field testing used in the transport impact assessment 
and the assumptions contained around travel times. 
Is the field testing late at night/overnight?  

“(I) dispute 20-minute time to SRH from South Shields.  There are lots of bus changes and this is 
particularly difficult for mums with kids. Whiteleas takes 3 buses, Hebburn 2/3 buses – therefore, not 20 
minutes with lots of bus connections…” 

There was also a more fundamental challenge to the process, in that evidence was not available on the 
travel and transport issues during the consultation period, which some felt meant decisions were being 
made without having the facts available.  

scale of the impacts on Health or 
Health Inequalities which were 
identified in the IIA.   
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Consultation Feedback (excerpts from Consultation feedback Analysis report 5th Dec 2017) Comparing feedback with EqIA 
and HIIA scope and scores in 

the baseline IIA22 

Implications for updating 
the EqIA and HIIA and 

related Mitigating actions 
You mentioned 20-25 minutes increase in travel time is average and field testing is ongoing so why are we 
here tonight – you should have gotten the evidence first.  Evidence will appear later, and public won’t get 
a chance to have a say – will the consultation be extended 

 

Staff Q&A events: Concern/disapproval that as a group they had not been involved in the pre-consultation 
stages of this exercise. The feeling was their expertise and experience had been overlooked and where they 
had 

HealthWatch 
The level of involvement by the programme team and the appointment of an independent assessor (the 
Consultation Institute) was welcomed, but there were criticisms of the process, namely: 
• Easy Read versions being available late 
• Low uptake at consultation events despite proactive publicity 
• Late involvement of minority groups, and a request for a detailed breakdown of representation and 

attendance; 

Health Scrutiny (interim) 

Responses from the scrutiny function of the local authorities gave support for the consultation process, with 
specific concerns around: 
• A review of the consultation process and logistics is conducted 

Trade unions and staff group representatives 
In summary all trade union and staff group representatives oppose the changes on: 
• Lack of meaningful engagement of staff in the consultation process; 

Staff Q&A events (Paediatrics): Staff feel their opinions are neither listened to or valued a third option 
for Paediatric A&E was not even considered, and more importantly the reason for this was not 
communicated to them 
 
Staff Q&A events (Paediatrics): The overall evidence base to support the options was queried and the 
decision to close from 8pm to 8am which is in fact the department’s busiest time. 
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Consultation Feedback (excerpts from Consultation feedback Analysis report 5th Dec 2017) Comparing feedback with EqIA 
and HIIA scope and scores in 

the baseline IIA22 

Implications for updating 
the EqIA and HIIA and 

related Mitigating actions 
 

THEME 11: Views on the Proposed Options (general) 
 
Discussion events: ALL PROPOSALS Criticism of the options  
The overall impact of all the service changes together were felt to be detrimental to South Tyneside: 
“If Option 2 is chosen for both Maternity and Children and Young people’s services it would be worse effect 
on South Tyneside…” 

Focus groups: ALL PROPOSALS Status Quo and financial pressures 
The overarching view is that the only fair and equitable service provision is to leave it the same and there was 
strong opposition in the groups to all the implementation of all the options. Equally, there is a balancing view 
that the cuts in NHS funding are the driver for these changes and the best care that can be provided is the 
most important, if not ideal, factor.  
 
Health watch  
There was support for the options, with the caveat that travel, and access were major issues in all.  
 
Health scrutiny - interim 
Responses from the scrutiny function of the local authorities gave support for the consultation process, with 
specific concerns around: 
• The impact on local authority social care budgets through frequent NHS changes 
• Assurances that dialogue is happening between the other STP footprints in the region 
• Consideration of the need to retain a SCBU at South Tyneside 
• Enhancement of rehabilitation services 
• Assurances from NEAS on their capacity to support these changes 
• Consideration of the availability of specialist paediatric nurses out of hours at STDH 
• Transport and travel issues being addressed 
• Service safety is paramount 
• The ability of SRH to cope with increased demand is considered 
• The future of STDH is considered in this consultation and beyond, including MLU viability 
• Staffing issues and delivery models are fully developed 

EqIA 
The positive and negative impacts 
on staff and vulnerable groups 
were systematically considered in 
the baseline IIA.    
 
Additional EqIA concerns have 
been summarised in this table 
under relevant and specific 
thematic headings.  
 
HIIA 
The impact on health and health 
inequalities was systematically 
considered in the baseline IIA.  
 
Additional HIIA concerns have 
been summarised in this table 
under relevant and specific 
thematic headings.  

 

Mitigating Actions  
The IIA identified a number of 
concerns relating to Equality, 
Health and Health Inequalities.  
Suggestion to mitigate against 
those concerns were made in 
the baseline IIA in: 
Section 5.1.1: Helping everyone 
to understand and adapt to the 
new changes, especially 
vulnerable groups  
Section 5.1.2: Promoting 
continuity of care especially for 
vulnerable groups  
Section 5.1.3: Addressing travel 
and transport costs especially 
for vulnerable groups  
Section 5.1.4: Transfers of 
acutely ill children 
Section 5.1.5: Demand for 
ambulance services and hospital 
services in Sunderland.  
Section 5.1.6: Exploring the 
implications of traffic 
commuting between South 
Tyneside and Sunderland. 
 
The consultation feedback has 
included additional suggestions 
which are summarised in this 
table under the relevant 
thematic heading.  
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Consultation Feedback (excerpts from Consultation feedback Analysis report 5th Dec 2017) Comparing feedback with EqIA 
and HIIA scope and scores in 

the baseline IIA22 

Implications for updating 
the EqIA and HIIA and 

related Mitigating actions 
• A review of the consultation process and logistics is conducted 

3rd Sector  / voluntary organisations – all services  

Ensuring safety and safeguarding in the proposed changes 

Trade unions and staff group representatives 
In summary all trade union and staff group representatives oppose the changes on: 
• Workforce issues; 
• Safety grounds; 
• Lack of meaningful engagement of staff in the consultation process; 
• Capacity issues at Sunderland; 
• The long-term impact on South Tyneside. 

Elected representatives, Members of parliament and political parties.  
Overall the proposals were opposed by MPs who cited the interests of their constituents as being seriously 
disadvantaged by these proposals, both as patients and staff. 
 
The constituency parties also expressed strong opposition but were supportive of the work of local trade 
unions and community activists to represent their view 

NHS Organisations 
All NHS organisations recognise the clinical and workforce issues driving the changes and support the 
principles and recognise the safety of the options, with specific concerns around: 
• Ambulance Response Times; and  
• The sustainability of MLUs and a need to learn from elsewhere 

 

THEME 12: High Quality Safe Services for Children and young people 
 
Health Scrutiny (interim) 

Responses from the scrutiny function of the local authorities gave support for the consultation process, with 
specific concerns around: 
• Service safety is paramount 

The baseline IIA recognised that 
these changes impacted directly on 
children, a recognised vulnerable 
group and that it was 
fundamentally important to 
provide safe and effective, high 
quality health care for children 
24/7.  

Mitigating actions 
Suggestions were made in  
Section 5.1.1: Helping everyone 
to understand and adapt to the 
new changes, especially 
vulnerable groups  
5.1.2: Promoting continuity of 
care especially for vulnerable 
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Consultation Feedback (excerpts from Consultation feedback Analysis report 5th Dec 2017) Comparing feedback with EqIA 
and HIIA scope and scores in 

the baseline IIA22 

Implications for updating 
the EqIA and HIIA and 

related Mitigating actions 
Trade unions and staff group representatives 
In summary all trade union and staff group representatives oppose the changes on: 
• Safety grounds; 

Voluntary and Community Sector 

Ensuring safety and safeguarding in the proposed changes 

Focus Groups: Children and Young People’s Healthcare (Urgent and Emergency Paediatrics) services:  
Quality of Care and a Centre of Excellence 
The groups felt the needs of children to be paramount in this dialogue, the options should focus on delivering 
safe care always and in the most efficient way.  
Children get sick 24 hours a day, seven days a week and an appropriate inclusive service needs to reflect that. 
The groups highlighted a consistent concern that an illness or condition that starts off not being an emergency 
with a child can quickly become a life-threatening 
 
Staff Q&A events (Paediatrics) Staff felt strongly that children and young people should not have to be 
treated in adult A&E between 8pm and 8am, citing concerns over drunkenness, violence, and aggression. They 
were particularly concerned over existing A&E staff being trained in paediatric medicine when the skills 
already exist in them. 
 

  
EqIA 
The positive and negative impacts 
on staff and vulnerable groups 
were systematically considered in 
the baseline IIA.    
 
These concerns do not identify any 
additional equality impacts, any 
changes in the scale or nature of 
the equality impacts which have 
already been identified or any 
other equality groups which could 
be vulnerable 
 
HIIA 
The impact on health and health 
inequalities was systematically 
considered in the baseline IIA.  
 
These nature and scale of these 
concerns were considered in: 
Table 3: Disease management 
Table 3: Emotional wellbeing 
Table 3: Prevention 
Table 3: Safeguarding 
Table 3: Avoidable healthcare 
Table 3: Effective health care 
Table 3: Safe care 
Table 3:Cost-efficient care 
Table 3: Acceptable health care 
 
 
This feedback does not identify any 

groups 
Section 5.1.4: Transfers of 
acutely ill children 
 
These comments do not include 
any additional suggestion.   
 
No specific amendments or 
additions required in relation to  
• Equality Impact Assessment 
• Health & Inequalities 

Impact Assessment  
• Mitigating actions  
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Consultation Feedback (excerpts from Consultation feedback Analysis report 5th Dec 2017) Comparing feedback with EqIA 
and HIIA scope and scores in 

the baseline IIA22 

Implications for updating 
the EqIA and HIIA and 

related Mitigating actions 
changes in the scope, scale or 
nature of the impacts on health 
and health inequalities identified in 
the IIA or any other vulnerable 
groups. 
 
 
 

THEME 13: Understanding and adapting to the proposals for Children and Young 
People’s services  
 
Focus groups ALL PROPOSALS (Trust) 
For many of the equalities groups one of the biggest barriers is gaining trust in the service. The changes were 
felt to have a disproportionate effect on those with sensory or learning disabilities, cognitive impairment and 
people from BME backgrounds who find it difficult to establish this trust in new services and particularly 
difficult to navigate a new environment with confidence. The common issue being communication and 
understanding. 
 
Health Scrutiny (interim) 

Responses from the scrutiny function of the local authorities gave support for the consultation process, with 
specific concerns around: Staffing issues and delivery models are fully developed 
 
Staff Q&A events (Paediatrics)- The need for consultant review ad how this is handled is not clearly explained 
in the options, leading to concerns over patient safety. 
 
Discussion events Children and Young People’s Healthcare (Urgent and Emergency Paediatrics) services: 
TIME 8 to 8 
 
There was general confusion in the groups over what will happen with an 8pm closing time: 
After hours, who will look after paediatric patients who walk in with no trained paediatric staff?  

EqIA 
The positive and negative impacts 
on staff and vulnerable groups 
were considered in the baseline 
IIA.    
 
These concerns do not identify any 
additional equality impacts, any 
changes in the scale or nature of 
the equality impacts which have 
already been identified or any 
other equality groups which could 
be vulnerable 
 
HIIA 
The impact on health and health 
inequalities was systematically 
considered.  
 
These nature and scale of these 
concerns were considered in 
Table 3: Disease management  
Table 3: Emotional wellbeing 
Table 3: Acceptable health care 
 
This feedback does not identify any 

Mitigating Actions 
Suggestions were made in the 
baseline IIA: 
Section 5.1.1: Helping everyone 
to understand and adapt to the 
new changes, especially 
vulnerable groups 
 
The feedback did not include 
any additional suggestions  
 
 
No specific amendments or 
additions required in relation to  
• Equality Impact Assessment 
• Health & Inequalities 

Impact Assessment  
• Mitigating actions  
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Consultation Feedback (excerpts from Consultation feedback Analysis report 5th Dec 2017) Comparing feedback with EqIA 
and HIIA scope and scores in 

the baseline IIA22 

Implications for updating 
the EqIA and HIIA and 

related Mitigating actions 
“…head injury patients arriving at 6PM need a six-hour observation – what happens then?” 

“Out of hours – what happens?”  

“…children may arrive late and still need care…” 

“8 pm the right closure time? This is the busiest time of the day and where do the children in the 
department go physically when it closes?” 

“Mental impact of staff that have to turn away a child at 8pm….” 

 
Discussion events Children and Young People’s Healthcare (Urgent and Emergency Paediatrics) services: 
Communications/informing the public 
 
Communicating the change will be important for the service to ensure children and young people get the right 
care, when they need it. 
‘People still turn up at Jarrow walk in centre…” 

“How will the public know there’s no children’s A&E? What if they are visiting on holiday?” 

“There is an education need for parents, supported by communications, otherwise they will still go to 
STDH…”  

“As a member of the public I would like to know where to go…” 

Discussion events Children and Young People’s Healthcare (Urgent and Emergency Paediatrics) services: 
Specialist Emergency  
Specialist Emergency 
Emergency Paeds Dental service not involved  
No day surgery can happen if not general anaesthetics 
 
Focus Groups: Children and Young People’s Healthcare (Urgent and Emergency Paediatrics) services:  
Quality of Care and a Centre of Excellence 
The groups felt the needs of children to be paramount in this dialogue, the options should focus on delivering 
safe care always and in the most efficient way. For many this was unclear under the proposals, particularly for 

changes in the scope, scale or 
nature of the impacts on health 
and health inequalities identified in 
the IIA or any other vulnerable 
groups. 
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Consultation Feedback (excerpts from Consultation feedback Analysis report 5th Dec 2017) Comparing feedback with EqIA 
and HIIA scope and scores in 

the baseline IIA22 

Implications for updating 
the EqIA and HIIA and 

related Mitigating actions 
services in South Tyneside, this confusion summed up as: 
“…don’t understand, if you go and nurse can’t diagnose you would you be transferred to Sunderland?” 
“...wasted time, there and back and then sent to Sunderland…” 

 
Staff Q&A events (Paediatrics) 
It was not clear what the pathway was for children presenting with minor issues, particularly out of hours. 
 

THEME 14: Preferred Options for Children and Young People’s Services  
 
Health Scrutiny (interim) 

Responses from the scrutiny function of the local authorities gave support for the consultation process, with 
specific concerns around: 
• Consideration of the need to retain a SCBU at South Tyneside 
• Consideration of the availability of specialist paediatric nurses out of hours at STDH 
• Transport and travel issues being addressed 
• Service safety is paramount 

Staffing issues and delivery models are fully developed 
Discussion events Children and Young People’s Healthcare (Urgent and Emergency Paediatrics) services: 
Specialist A&E/Specialist Needs and Safety  
There were very specific concerns around the level of care offered to children and young adults when the 
specialist paediatric services could be closed 
“…after 8pm would children have to mix with Adult A&E and deal with/be faced with drunkenness and 
aggression etc.”  

There were also concerns over the safety of the option in promoting the best care for children and young 
people 
“…the only choice is to wait for 8 am if you can’t afford to travel…” 

“Children will be more ill as they will wait until morning - children can deteriorate…” 

 

EqIA 
The positive and negative impacts 
on staff and vulnerable groups 
were considered in the baseline 
IIA.    

 
These concerns do not identify any 
additional equality impacts, any 
changes in the scale or nature of 
the equality impacts which have 
already been identified or any 
other equality groups which could 
be vulnerable 
 
HIIA 
The impact on health and health 
inequalities was systematically 
considered in the baseline IIA.  
 
These nature and scale of these 
concerns was considered and 
compared throughout the IIA 
especially Table 3: Acceptable 
health care 
 
This feedback does not identify any 

Mitigating actions 
This feedback does not raise any 
new concerns and does not 
suggest any additional 
mitigating actions. 
 
No specific amendments or 
additions required in relation to  
• Equality Impact Assessment 
• Health & Inequalities 

Impact Assessment  
• Mitigating actions  
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Consultation Feedback (excerpts from Consultation feedback Analysis report 5th Dec 2017) Comparing feedback with EqIA 
and HIIA scope and scores in 

the baseline IIA22 

Implications for updating 
the EqIA and HIIA and 

related Mitigating actions 
Discussion events: Children and Young People’s Healthcare (Urgent and Emergency Paediatrics) services 
Comments on the Options 
 
There were general, in the most part not very positive, comments on both options:  
In both options, children need to be seen by consultants 

Feeling like everything is going to Sunderland 

Travel at night without access to a car 

Is 8AM-8Pm the right times? When do kids have accidents? 

If you turn up at A&E with a sick child out of hours will they be transferred by the hospital to Sunderland? 

3rd options – could stay open 8Pm-8AM staffed by APNs (currently happening 

Option One 
Specific comments on Option One, included: 
“…more straightforward for parents to understand…” 

“Potential training base – all experts in one place…”  

“I want Option 1 if this is what we must choose from, to retain what we already have…” 

Option Two 
“…more like a walk-in centre.” 

“…confusion in access?” 

“This feels a backward step…” 

“In an emergency situation the public will instinctively go to nearest facility…” 

Focus Groups : Children and Young People’s Healthcare (Urgent and Emergency Paediatrics) services – 
Option preferences 
The preferred option where consensus was reached was for Option 1 on the basis that at least there would be 
Doctors at South Tyneside District Hospital for twelve hours a day. However, this was felt to be a compromise 
and ultimately led to downgrading of service at South Tyneside. 

changes in the scope, scale or 
nature of the impacts on health 
and health inequalities identified in 
the IIA or any other vulnerable  
groups. 



 

 58 

 
 
  



 

 59 

Appendix 1: Amendments to the Health and Health Inequalities Assessment in the baseline IIA 

Amendments to baseline assessment Table 3: The Health and Health Inequalities Impact Assessment of both options for acute 
paediatrics services (based on new information regarding NEAS response times, amended scores are highlighted in yellow with further 
details in footnotes)  
 
 (for further details regarding sources and statistics, please refer to the evidence base summarised in Appendix 3 of the Baseline IIA and the 
additional evidence about NEAS performance provided in Appendix 2 of the Addendum to the baseline IIA) 
 
A score  = level of evidence B score  = scale of impact  C score  = AXB 

 
 
 
 Option 1:  

Rationalising acute paediatric services in Sunderland overnight, with continued 
provision of services in both localities by day  

Health and Health Inequalities Impacts and Scores 

Option 2 

Option 2 entails rationalising acute paediatric services in Sunderland day and night with 
the provision of nurse led minor injury and minor illness services in South Tyneside by day.    

Health and Health Inequalities Impacts and Scores 

 Positive 

 

Negative Positive Negative 

 

Health outcomes of acute paediatric services 

Disease management 

HEALTH IMPACT 

 

 The changes enable more children to 
benefit from high quality safe health care 
organised around their needs, 24 hours 
per day, 7 days per week.  

This option will require some children in 
need in South Tyneside, during the 
night, to travel to Sunderland.    
 
A number of factors – albeit only 
overnight - could lead to children 
suffering delays in assessment and 
treatment and subsequent 

The changes enable more children to benefit 
from high quality safe health care organised 
around their needs, 24 hours per day, 7 days 
per week. 

This option will require some children in 
need in South Tyneside to travel to 
Sunderland day and night.  All of the 
negative impacts identified for Option 1     
are magnified because of the greater 
number of children affected.  
 
Another magnifier is the potential for 
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 Option 1:  

Rationalising acute paediatric services in Sunderland overnight, with continued 
provision of services in both localities by day  

Health and Health Inequalities Impacts and Scores 

Option 2 

Option 2 entails rationalising acute paediatric services in Sunderland day and night with 
the provision of nurse led minor injury and minor illness services in South Tyneside by day.    

Health and Health Inequalities Impacts and Scores 

 Positive 

 

Negative Positive Negative 

 

deterioration.   These factors include: 
 
• Greater demands on services in 

Sunderland with an impact on 
triage efficiency 

 
• Increased travel times and 

ambulance transfers 
 
• Delays in the pathway due to 

children presenting to South 
Tyneside due to poor 
understanding of the new service 

 

delays by day arising from the 
additional step of triage and 
assessment in the nurse led unit when a 
transfer to Sunderland is required.  
 
 

Disease management 

HEALTH INEQUALITIES  
IMPACT 

 

Consistent access to high quality 
children’s services is key to reducing 
health inequalities  

As vulnerable children are more likely 
to need acute paediatric services and 
more likely to be disadvantaged by the 
changes this option could have a 
negative impact on inequalities within 
and across South Tyneside 

Consistent access to high quality children’s 
services is key to reducing health inequalities 

All of the negative impacts identified for 
Option 1     are higher in this option due 
to the greater numbers of children 
affected. As vulnerable children are 
more likely to need acute paediatric 
services and more likely to be 
disadvantaged by the changes this 
option could have a negative impact on 
inequalities within and across South 
Tyneside 

Disease management23 

 HEALTH Impact Score 

A=3 B=3 C=9 A=2 B=-1 C=-2 A=3 B=3 C=9 A=2 B=-2 C=-4 

                                                      
23 Scale of H and HI Impact scores reviewed to reflect NEAS response times  - unchanged  



 

 61 

 Option 1:  

Rationalising acute paediatric services in Sunderland overnight, with continued 
provision of services in both localities by day  

Health and Health Inequalities Impacts and Scores 

Option 2 

Option 2 entails rationalising acute paediatric services in Sunderland day and night with 
the provision of nurse led minor injury and minor illness services in South Tyneside by day.    

Health and Health Inequalities Impacts and Scores 

 Positive 

 

Negative Positive Negative 

 

Disease management 

HEALTH INEQUALITIES  
Impact Score 

A=3 B=3 C=9 A=3 B=-1 C=-3 A=3 B=3 C=9 A=3 B= -2 C=-6 

Emotional wellbeing 
HEALTH IMPACT 

 

An acutely ill child is often distressed.  
Caring for such a child is also distressing 
for parents and carers  - timely expert 
assessment and advice can reduce the 
child’s suffering and reduce parental 
anxiety.  
 
The changes will enable more children to 
benefit from high quality safe health care 
organised around their needs, 24 hours 
per day, 7 days per week 
 
 

Delays in access to care; transfers of 
care; confusion over pathways; travel to 
visit, care away from home; challenges 
around continuity with wider children’s 
services (eg social workers) can all have 
a detrimental effect on the emotional 
wellbeing of children, their parents, 
carers, friends and families.    
 
This option introduces these factors for 
the small number of children in South 
Tyneside needing acute paediatric 
services overnight   

An acutely ill child is often distressed.  Caring 
for such a child is also distressing for parents 
and carers  - timely expert assessment and 
advice can reduce the child’s suffering and 
reduce parental anxiety.  
 
The changes will enable more children to 
benefit from high quality safe health care 
organised around their needs, 24 hours per 
day, 7 days per week 
 

Delays in access to care; transfers of 
care; confusion over pathways; travel to 
visit, care away from home; challenges 
around continuity with wider children’s 
services (eg social workers) can all have 
a detrimental effect on the emotional 
wellbeing of children, their parents, 
carers, friends and families.    
 
This option introduces these factors for 
more children in South Tyneside 
needing acute paediatric services day 
and night  

Emotional Wellbeing24 

HEALTH INEQUALITIES  
IMPACT 

 

Consistent access to high quality 
children’s services is key to reducing 
health inequalities and could minimise 
unnecessary emotional suffering for 
carers/parents and children arising from 
avoidable mortality and morbidity.  

Vulnerable groups are at higher risk of 
needing acute paediatric services 
overnight and of suffering the negative 
impacts on emotional wellbeing which 
are described above.    
However, health inequalities arise from 
more enduring and significant health 
impacts and so,  although these groups 
may experience greater suffering, the 

Consistent access to high quality children’s 
services is key to reducing health inequalities 
and could minimise unnecessary emotional 
suffering for carers/parents and children 

Vulnerable groups are at higher risk of 
needing acute paediatric services 
overnight and of suffering the negative 
impacts on emotional wellbeing which 
are described above.  
 
Again, this option magnifies the 
negative impacts noted in Option 1.  
   

                                                      
24 Scale of H and HI scores reviewed to reflect NEAS response times  - unchanged  
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 Option 1:  

Rationalising acute paediatric services in Sunderland overnight, with continued 
provision of services in both localities by day  

Health and Health Inequalities Impacts and Scores 

Option 2 

Option 2 entails rationalising acute paediatric services in Sunderland day and night with 
the provision of nurse led minor injury and minor illness services in South Tyneside by day.    

Health and Health Inequalities Impacts and Scores 

 Positive 

 

Negative Positive Negative 

 

impact on health inequalities is likely to 
be small.  

But, since health inequalities arise from 
more enduring and significant health 
impacts the impact on health 
inequalities is likely to be small. 

Emotional wellbeing 
HEALTH impact score  

A=3 B=3 C=9 A=3 B=-1 C=-3 A=3 B=3 C=9 A=3 B=-2   C=-6 

Emotional wellbeing 
HEALTH  INEQUALITIES 
impact score 

A=3 B=3 C=9 A=3 B=-1 C=-3 A=3 B=3 C=9 A=3 B=-1 C=-3 

Prevention 

 HEALTH IMPACTS 

 

Any presentation in the unscheduled care 
system should be seen as an opportunity 
for health promotion and education on 
childhood illness and safety practices.  
Rationalised, high quality acute paediatric 
services which are cost-effective have the 
potential to provide consistent advice and 
develop strong links with related services 
and stakeholders leading to enduring 
positive health benefits for children and 
their families and carers.  

Challenges to effective prevention can 
arise when care is fragmented, and 
when adequate information about 
children is not available.    
 
This option entails some risks to 
continuity and information sharing 
across boundaries, as more children 
from South Tyneside will be crossing 
CCG and local authority boundaries 
overnight.  Overall, the numbers and 
impact is likely to be small.   
 
 

The same benefits identified for Option 1 can 
be achieved by Option 2.  

The challenges identified for Option 1 
are magnified for this option due to the 
greater numbers of children affected 
and the extent of the reduction in 
services available in South Tyneside.  
 
 
 

Prevention 

 HEALTH INEQUALITIES 
impacts 

Effective system wide health promotion 
and prevention is essential to reducing 
children’s health inequalities and the 
reconfiguration provides an opportunity 
to implement enduring and far reaching 
changes to transform child health across 

The small impacts described above will 
be of more relevance to vulnerable 
groups with a negative impact on health 
inequalities but, the numbers are likely 
to be small. 

The same benefits identified for Option 1 can 
be achieved by Option 2. 

The negative impacts described above 
are more significant for vulnerable 
groups and could have an adverse 
impact on health inequalities.  
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 Option 1:  

Rationalising acute paediatric services in Sunderland overnight, with continued 
provision of services in both localities by day  

Health and Health Inequalities Impacts and Scores 

Option 2 

Option 2 entails rationalising acute paediatric services in Sunderland day and night with 
the provision of nurse led minor injury and minor illness services in South Tyneside by day.    

Health and Health Inequalities Impacts and Scores 

 Positive 

 

Negative Positive Negative 

 

south Tyneside and Sunderland.  

Prevention 

HEALTH impact score 

 

A=3 B=3 C=9 A=3 B=-1 C=-3 A=3 B=3 C=9 A=3 B=-2 C=-6 

Prevention HEALTH 
INEQUALITIES  impact 
score 

 

A=3 B=3 C=9 A=3 B=-1 C=-3 A=3 B=3 C=9 A=3 B=-2 C=-6 

Safeguarding– HEALTH 
IMPACT 

Safeguarding is of paramount importance 
to child health.  The changes provide an 
opportunity to ensure access to specialist 
assessment and treatment 24/7.   
 

Effective safeguarding relies on good 
information, communication, and cross 
working at a system level.    This option 
requires children in South Tyneside 
presenting in need overnight to cross LA 
and CCG boundaries and this may have 
a small negative impact on safeguarding 
effectiveness and subsequent health  

Safeguarding is of paramount importance to 
child health.  The changes provide an 
opportunity to ensure access to specialist 
assessment and treatment 24/7.   
 

The challenges to effective safeguarding 
are considerably greater for this option 
because more children and families 
from South Tyneside will be affected  

Safeguarding – HEALTH 
INEQUALITIES IMPACT 

Effective safeguarding can have a positive 
impact on health inequalities.  

The challenges to safeguarding are 
especially pertinent to vulnerable 
groups and health inequalities they 
suffer  

The same benefits are available in this option The challenges are especially relevant 
to vulnerable groups and the impact 
could have a larger effect on health 
inequalities.  

Safeguarding HEALTH 
impact score 

A=3 B=3 C=9 A=2  B=-1 C=-2 A= 3 B=3 C=9 A=3 B=-2 C=-6 

Safeguarding HEALTH 
INEQUALITIES IMPACT 
score  

A=2 B=2 C=4 A=2 B=-1 C=-2 A=2 B=2 C=4 A=2 B=-2 C=-4 
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 Option 1:  

Rationalising acute paediatric services in Sunderland overnight, with continued 
provision of services in both localities by day  

Health and Health Inequalities Impacts and Scores 

Option 2 

Option 2 entails rationalising acute paediatric services in Sunderland day and night with 
the provision of nurse led minor injury and minor illness services in South Tyneside by day.    

Health and Health Inequalities Impacts and Scores 

 Positive 

 

Negative Positive Negative 

 

Avoidable healthcare 

HEALTH IMPACT 

Effective and timely management, 
communication, information, safety 
netting and discharge advice can promote 
self-care, reduce lengths of stay and avoid 
readmissions or returns to A&E .  
 
The changes offer an opportunity to 
improve care quality and rationalise and 
improve communication with families and 
carers to promote self-care and avoid 
complications or problems leading to 
further contact.  
 

This option introduced some barriers to 
access for users from south Tyneside.  
Such barriers to expert assessment 
could lead to children being transferred 
to Sunderland unnecessarily but the 
numbers are likely to be small.   This 
should be balanced against the much 
greater gains achieved by improved 
quality of care.  

This option can achieve the same potential 
positive health impacts as Option1.  

Evidence indicates that outcomes for 
patients seen by paediatric nurse 
practitioners compared to those seen 
by doctors are similar with no 
significant differences in discharge or 
re-attendance rates.   

Therefore, any negative impacts 
relating to this item will be similar to 
Option1  

 

Avoidable healthcare 
HEALTH INEQUALITIES 
IMPACT 

Improved care quality, user experience 
and communication could reduce the 
impact of avoidable care for vulnerable 
groups although this will have a limited 
impact on health inequalities.   

Although vulnerable groups may be 
affected in greater numbers, the impact 
on health inequalities remains small. 

This option has similar impacts on health 
inequalities as Option 1.  

Any negative impacts relating to this 
item will be similar to Option1  

 

Avoidable healthcare 
HEALTH impact score 

A= 3 B=3 C=9 A=2  B=-1  C=-2 A= 3 B=3 C=9 A=2  B=-1  C=-2 

Avoidable healthcare 
HEALTH  INEQUALITIES 
impact score 

A=2 B=1 C=2 A=2  B=-1 C=-1 A=2 B=1 C=2 A=2  B=-1 C=-1 

Health outcomes of Access to high quality health care 
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 Option 1:  

Rationalising acute paediatric services in Sunderland overnight, with continued 
provision of services in both localities by day  

Health and Health Inequalities Impacts and Scores 

Option 2 

Option 2 entails rationalising acute paediatric services in Sunderland day and night with 
the provision of nurse led minor injury and minor illness services in South Tyneside by day.    

Health and Health Inequalities Impacts and Scores 

 Positive 

 

Negative Positive Negative 

 

Effective health care – 
HEALTH CARE IMPAC25T 
 

These changes have been developed to 
enable more children to benefit from high 
quality effective health care organised 
around their needs, 24 hours per day, 7 
days per week. 
The changes are consistent with national 
expert guidance.  
 

Timeliness is key to effectiveness.  
These changes might generate some 
small delays for the small numbers of 
children presenting to South Tyneside 
overnight and requiring inter-hospital 
transfers.   

These changes have been developed to enable 
more children to benefit from high quality 
effective health care organised around their 
needs, 24 hours per day, 7 days per week. 
The changes are consistent with national 
expert guidance  

The timeliness of care may be affected 
more in this option whereby higher 
numbers of self presenting ‘sick 
children’ will require inter hospital 
transfer 

Effective health care – 
HEALTH CARE 
INEQUALITIES IMPACT 
 

High quality children’s services can have a 
major impact on health inequalities  

The numbers are small but vulnerable 
groups may be disproportionately 
affected resulting in a small negative 
impact on health inequalities.  

High quality children’s services can have a 
major impact on health inequalities 

The numbers are small but vulnerable 
groups may be disproportionately 
affected resulting in a small negative 
impact on health inequalities. 

Effective health care – 
HEALTH IMPACT SCORE  
 

A=3 B=3 C=9 A=3 B=-1 C=-3 A=3 B=3 C=9 A=3 B=-2 C=-6 

Effective health care – 
HEALTH INEQUALITIES 
IMPACT SCORE  
 

A=3 B=3 C=9  A=2 B=-1 C=-2 A=3 B=3 C=9 A=2 B=-2 C=-4 

Safe care - HEALTH CARE 
IMPACT26 

 The changes address safety concerns 
arising from inconsistent levels of 

Safety can be affected by delays in care, 
during transfers and handovers of care 

The changes address safety concerns arising 
from inconsistent levels of specialist staffing.  

Safety can be compromised during 
transfers and handovers of care and 

                                                      
25 Scale of H and HI scores reviewed to reflect NEAS response times  - the scale of possible negative impact on Option 2 on HI has been 
increased from -1 to -2  
26 Scale of H and HI scores reviewed to reflect NEAS response times  unchanged  
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 Option 1:  

Rationalising acute paediatric services in Sunderland overnight, with continued 
provision of services in both localities by day  

Health and Health Inequalities Impacts and Scores 

Option 2 

Option 2 entails rationalising acute paediatric services in Sunderland day and night with 
the provision of nurse led minor injury and minor illness services in South Tyneside by day.    

Health and Health Inequalities Impacts and Scores 

 Positive 

 

Negative Positive Negative 

 

specialist staffing.  This will improve 
safety with a positive impact on child 
health outcomes 

and when adequate information about 
children is unavailable.   
 
These risks will be greater for children 
in South Tyneside - if they self refer and 
require transfer.   

This will improve safety with a positive impact 
on child health outcomes 

when adequate information about 
children is unavailable.   
 
This option carries greater risks to 
safety because it requires greater 
numbers of children to cross LA and 
CCG boundaries  and to undergo inter 
hospital transfer  

Safe care - HEALTH CARE 
INEQUALITIES IMPACT 

The improved safety could have a small 
but positive impact on health inequalities 
with fewer significant events affecting 
children 

The numbers involved are small but 
could affect health inequalities due to 
the significance of the health risks 

The improved safety could have a small but 
positive impact on health inequalities with 
fewer significant events affecting children 

The significance of the health risks 
arising from safety concerns could have 
a negative impact on health inequalities  

Safe care - HEALTH 
IMPACT SCORE 

A=3 B=3 C=9 A=3 B=-1 C=--3 A=3 B=3 C=9 A=3 B=-2 C=-6 

Safe care - HEALTH 
INEQUALITIES IMPACT 
SCORE 

A=3 B=1 C=3 A=3 B=-1 C=-3 A=3  B=1 C=3 A=3 B=-2 C=-6 

Cost - Efficient health care 
HEALTH CARE IMPACT 
 

This option achieves some cost savings 
whilst maintaining services close to home 
for all users and also overall higher quality 
services  

The savings associated with this option 
may also be associated with some 
delays in care due to higher demands 
on services in Sunderland and also 
additional needs for inter hospital 
transfer.  

This option achieves higher cost savings than 
option 2 and overall higher quality services  

The savings associated with this option 
may also be associated with some 
inefficiencies relating to higher 
demands on services in Sunderland and 
also additional needs for inter hospital 
transfer.  
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 Option 1:  

Rationalising acute paediatric services in Sunderland overnight, with continued 
provision of services in both localities by day  

Health and Health Inequalities Impacts and Scores 

Option 2 

Option 2 entails rationalising acute paediatric services in Sunderland day and night with 
the provision of nurse led minor injury and minor illness services in South Tyneside by day.    

Health and Health Inequalities Impacts and Scores 

 Positive 

 

Negative Positive Negative 

 

Cost - Efficient health care 
HEALTH CARE 
INEQUALITIES IMPACT27 
 

There is insufficient evidence to assess 
the impact on health inequalities  

There is insufficient evidence to assess 
the impact on health inequalities 

There is insufficient evidence to assess the 
impact on health inequalities 

There is insufficient evidence to assess 
the impact on health inequalities 

Cost - Efficient health care 
HEALTH CARE IMPACT 
score 
 

A=3 B= 2 C=6  A=2 B=-1 C=-2 A=3 B=3 C=9 A=2 B=-2 C=-6 

Cost - Efficient health care 
HEALTH INEQUALITIES  
CARE IMPACT score 
 

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 

Health care relevant to 
population need HEALTH 
IMPACT 
 

The planned changes meet the 
requirements for change in the face of 
changing population needs – the business 
plan indicates adequate capacity to deal 
with the additional demands on services 
in Sunderland.  
 
There is no available modelling to explore 
the impact of the changes in relation  to 
future demographic changes  

No negative impacts could be 
determined 

The planned changes meet the requirements 
for change in the face of changing population 
needs – the business plan indicates adequate 
capacity to deal with the additional demands 
on services in Sunderland.  
 
There is no available modelling to explore the 
impact of the changes in relation  future 
demographic changes 

No negative impacts could be 
determined 

Health care relevant to The current plans indicate that the There is no suggestion of any negative The current plans indicate that the changes There is no suggestion of any negative 

                                                      
27 Evidence scores and Scale of H and HI scores reviewed to reflect NEAS response times  - unchanged  
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 Option 1:  

Rationalising acute paediatric services in Sunderland overnight, with continued 
provision of services in both localities by day  

Health and Health Inequalities Impacts and Scores 

Option 2 

Option 2 entails rationalising acute paediatric services in Sunderland day and night with 
the provision of nurse led minor injury and minor illness services in South Tyneside by day.    

Health and Health Inequalities Impacts and Scores 

 Positive 

 

Negative Positive Negative 

 

population need HEALTH 
INEQUALITIES IMPACT28 
 

changes will meet the needs of the 
population and, because of their 
significance, could reduce  health 
inequalities  

impacts on health inequalities.    will meet the needs of the population and, 
because of their significance, could reduce  
health inequalities 

impacts on health inequalities.  

Health care relevant to 
population need HEALTH 
IMPACT score 
 

A=2 B=3 C=6 A=1 B=0 C=0 A=2 B=3 C=6 A=1 B=0 C=0 

Health care relevant to 
population need HEALTH 
INEQUALITIES IMPACT 
score 
 

A=2 B=1 C=2 A=1 B=0 C=0 A=2 B=1 C=2 A=1 B=0 C=0 

                                                      
28 Scale of H and HI scores reviewed to reflect NEAS response times  unchanged  - journey times considered elsewhere  
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 Option 1:  

Rationalising acute paediatric services in Sunderland overnight, with continued 
provision of services in both localities by day  

Health and Health Inequalities Impacts and Scores 

Option 2 

Option 2 entails rationalising acute paediatric services in Sunderland day and night with 
the provision of nurse led minor injury and minor illness services in South Tyneside by day.    

Health and Health Inequalities Impacts and Scores 

 Positive 

 

Negative Positive Negative 

 

Acceptable health care 
(patient and carer 
experience) HEALTH 
IMPACT 
 

There is evidence that users value 
compassion, care closer to home, 
timeliness, communication, integration, 
accessibility, smooth transitions.   
 
The service improvements could address 
users needs for improved timeliness and 
communication within a 24/7 frame but 
the evidence is limited.  
 
 

Given user preferences and priorities, 
these plans may not be wholly 
acceptable to users due to the loss of 
some overnight care close to home in 
South Tyneside. 

The service improvements could address users 
needs for improved timeliness and 
communication within a 24/7 frame but the 
evidence is limited.  

Given user preferences and priorities, 
these plans may not be wholly 
acceptable to users due to the loss of so 
overnight and day care close to home in 
South Tyneside.  
 
The access to nurse led care will offset 
some of these concerns.    
 
The additional barrier to acceptable 
access may lead to missed 
opportunities for health improvement 
though there is a lack of concrete 
evidence to quantify this impact  

Acceptable health care 
(patient and carer 
experience) HEALTH 
INEQUALITIES IMPACT29 

There was no evidence to determine how 
the user experience could manifest 
positively in relation to health inequalities  

Although vulnerable groups may benefit 
from higher quality care, the changes 
may be unpopular and perceived as 
barriers to care.  
 
This could have a small negative impact 
on healthcare  inequalities 

There was no evidence to determine how the 
user experience could manifest positively in 
relation to health inequalities  

Any negative impacts arising from 
barriers to access will have a 
disproportionate impact on vulnerable 
groups and in this option, significantly 
greater numbers are involved. 
 
This could have a small negative impact 
on healthcare  inequalities 

Acceptable health care 
(patient and carer 
experience) HEALTH 

A=2 B=1 C=2 A=2 B=-1 C=-2 A=2 B=1 C=2 A=2 B=-2 C=-4 

                                                      
29 Scale of H and HI scores reviewed to reflect NEAS response times  - unchanged  
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 Option 1:  

Rationalising acute paediatric services in Sunderland overnight, with continued 
provision of services in both localities by day  

Health and Health Inequalities Impacts and Scores 

Option 2 

Option 2 entails rationalising acute paediatric services in Sunderland day and night with 
the provision of nurse led minor injury and minor illness services in South Tyneside by day.    

Health and Health Inequalities Impacts and Scores 

 Positive 

 

Negative Positive Negative 

 

IMPACT SCORE 
Acceptable health care 
(patient and carer  
experience)HEALTH 
INEQUALITIES IMPACT 
SCORE  

A=1 B=0  C=0 A=2 B=-1 C=-2 A=1 B=0  C=0 A=2 B=-2 C=-4 

Equitable health care – not scored as addressed throughout 

Health outcomes relating to Environmental Determinants of Health 

Transport HEALTH 
IMPACT30 
 

A detailed transport analysis is underway.  
The proposals will increase commuting 
traffic between S Tyneside and 
Sunderland and carry travel implications 
for service users, carers family and 
friends.  
No clear health benefits could be 
identified 

Increased travel and traffic could 
generate an increased risk of Road 
Traffic accidents especially affecting 
those commuting for health care and 
those living close to Sunderland and 
South Tyneside hospital sites  

A detailed transport analysis is underway.  The 
proposals will increase commuting traffic 
between S Tyneside and Sunderland and carry 
travel implications for service users, carers 
family and friends.  
No clear health benefits could be identified 

Increased travel and traffic could 
generate an increased risk of Road 
Traffic accidents especially affecting 
those commuting for health care and 
those living close to Sunderland and 
South Tyneside hospital sites  

Transport HEALTH 
INEQUALITIES IMPACT 

No clear health inequalities benefits could 
be identified 

Socioeconomically deprived 
communities are more likely to be 
affected by accidents and traffic 
pollution thus contributing to health 
inequalities for those populations 

No clear health inequalities benefits could be 
identified 

Socioeconomically deprived 
communities are more likely to be 
affected by accidents and traffic thus 
contributing to health inequalities for 
those populations 

Transport HEALTH IMPACT 
score  

A=1 B=0 C=0 A=1 B=-1 C=-1 A=1 B=0 C=0 A=1 B=-1 C=-1 

Transport HEALTH 
INEQUALITIES IMPACT 

A=1 B=0 C=0 A=1 B=-1 C=-1 A=1 B=0 C=0 A=1 B=-1 C=-1 

                                                      
30 Scale of H and HI scores reviewed to reflect NEAS response times  unchanged   
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 Option 1:  

Rationalising acute paediatric services in Sunderland overnight, with continued 
provision of services in both localities by day  

Health and Health Inequalities Impacts and Scores 

Option 2 

Option 2 entails rationalising acute paediatric services in Sunderland day and night with 
the provision of nurse led minor injury and minor illness services in South Tyneside by day.    

Health and Health Inequalities Impacts and Scores 

 Positive 

 

Negative Positive Negative 

 

score  
Natural and built 
environment HEALTH 
IMPACT 
 

No clear health benefits / disadvantages 
could be identified 

No clear health benefits / disadvantages 
could be identified 

No clear health benefits / disadvantages could 
be identified 

No clear health benefits / disadvantages 
could be identified 

Natural and built 
environment HEALTH 
INEQUALITIES IMPACT 

No clear health benefits / disadvantages 
could be identified 

No clear health benefits / disadvantages 
could be identified 

No clear health benefits / disadvantages could 
be identified 

No clear health benefits / disadvantages 
could be identified 

Natural and built 
environment HEALTH 

IMPACT SCORE 

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 

Natural and built 
environment HEALTH 
INEQUALITIES IMPACT 

SCORE 

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 

Pollution HEALTH IMPACT No clear health benefits could be 
identified 

The increased traffic could marginally 
increase noise and air pollution 

No clear health benefits could be identified The increased traffic could marginally 
increase noise and air pollution 

Pollution HEALTH 
INEQUALITIES IMPACT 

No clear health inequalities benefits could 
be identified 

Socioeconomically deprived 
communities  are more likely to be 
affected by pollution thus contributing 
to health inequalities for those 
populations 

No clear health inequalities benefits could be 
identified 

Socioeconomically deprived 
communities  are more likely to be 
affected by pollution thus contributing 
to health inequalities for those 
populations 

Pollution HEALTH IMPACT 
SCORE 

A=1 B=0 C=0 A=1 B=-1 C=-1 A=1 B=0 C=0 A=1 B=-1 C=-1  

Pollution HEALTH 
INEQUALITIES IMPACT 
SCORE 

A=1 B=0 C=0 A=1 B=-1 C=-1 A=1 B=0 C=0 A=1 B=-1 C=-1 

Housing HEALTH impact No clear health benefits / disadvantages No clear health benefits / disadvantages No clear health benefits / disadvantages could No clear health benefits / disadvantages 
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 Option 1:  

Rationalising acute paediatric services in Sunderland overnight, with continued 
provision of services in both localities by day  

Health and Health Inequalities Impacts and Scores 

Option 2 

Option 2 entails rationalising acute paediatric services in Sunderland day and night with 
the provision of nurse led minor injury and minor illness services in South Tyneside by day.    

Health and Health Inequalities Impacts and Scores 

 Positive 

 

Negative Positive Negative 

 

could be identified could be identified be identified could be identified 
Housing HEALTH 
INEQUALITIES impact 

No clear health benefits / disadvantages 
could be identified 

No clear health benefits / disadvantages 
could be identified 

No clear health benefits / disadvantages could 
be identified 

No clear health benefits / disadvantages 
could be identified 

Housing HEALTH impact 
score 

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 

Housing HEALTH 
INEQUALITIES impact 
score  

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 

Health outcomes relating to Economic determinants of health  

Education, skills, learning 
HEALTH IMPACT 

 

Both proposals entail staff losses albeit in 
very small numbers.  There is an overall 
net shift of specialist skills out of South 
Tyneside and into Sunderland with an 
associated small health benefit for 
Sunderland residents  

Both proposals entail staff losses albeit 
in very small numbers.  The losses in 
this option are marginally lower than 
option 2.  
 
There is an overall net shift of specialist 
skills out of South Tyneside and into 
Sunderland with an associated small 
negative health impact for South 
Tyneside residents 

Both proposals entail staff losses albeit in very 
small numbers.  There is an overall net shift of 
specialist skills out of South Tyneside and into 
Sunderland with an associated small health 
benefit for Sunderland residents.  The net 
impact is greater for this option.  

Both proposals entail staff losses albeit 
in very small numbers.  The losses in 
this option are marginally higher than 
option 1. 
 
There is an overall net shift of specialist 
skills out of South Tyneside and into 
Sunderland with an associated small 
negative health impact for South 
Tyneside residents.  The net negative 
impact is greater for this option than 
option 1  

Education, skills, learning 
HEALTH INEQUALITIES 
IMPACT 
 

The numbers are very small but could 
have a marginal positive impact on health 
inequalities in Sunderland,  

The numbers are very small but could 
have a marginal negative impact on 
health inequalities in South Tyneside 

The numbers are very small but could have a 
marginal positive impact on health inequalities 
in Sunderland 

The numbers are very small but could 
have a marginal negative impact on 
health inequalities in South Tyneside 

Education, skills, learning 
HEALTH IMPACT score 
 

A=1 B=1 C=1 A=1 B=-1 C=-1 A=1 B=1 C=1 A=1 B=-1 C=-1 



 

 73 

 Option 1:  

Rationalising acute paediatric services in Sunderland overnight, with continued 
provision of services in both localities by day  

Health and Health Inequalities Impacts and Scores 

Option 2 

Option 2 entails rationalising acute paediatric services in Sunderland day and night with 
the provision of nurse led minor injury and minor illness services in South Tyneside by day.    

Health and Health Inequalities Impacts and Scores 

 Positive 

 

Negative Positive Negative 

 

Education, skills, learning 
HEALTH INEQUALITIES 
IMPACT score 
 

A=1 B=1 C=1 A=1 B=-1 C=-1 A=1 B=1 C=1 A=1 B=-1 C=-1 

Employment HEALTH 
IMPACT 

Both proposals entail staff losses albeit in 
very small numbers.  There is an overall 
net shift of specialist skills out of South 
Tyneside and into Sunderland with an 
associated small health benefit for 
Sunderland residents  

Both proposals entail staff losses albeit 
in very small numbers.  The losses in 
this option are marginally lower than 
option 2.  Fewer jobs in South Tyneside 
could have a negative impact on health 
there 
 
 

Both proposals entail staff losses albeit in very 
small numbers – less jobs in South Tyneside 
and more in Sunderland. The net impact is 
marginally greater for this option with a 
potentially positive impact on health in 
Sunderland..  

Both proposals entail staff losses albeit 
in very small numbers.  The losses in 
this option are marginally higher than 
option 1.  Fewer jobs in South Tyneside 
could have a negative impact on health 
i there  
 
 

Employment HEALTH 
INEQUALITIES IMPACT 

The numbers are very small but increased 
jobs could have a marginal positive impact 
on health inequalities in Sunderland,  

The numbers are very small but could 
have a marginal negative impact on 
health inequalities in South Tyneside 

The numbers are very small but increased jobs 
could have a marginal positive impact on 
health inequalities in Sunderland 

The numbers are very small but could 
have a marginal negative impact on 
health inequalities in South Tyneside 

Employment HEALTH 
IMPACT SCORE 

A=1 B=1 C=1 A=1 B=-1 C=-1 A=1 B=1 C=1 A=1 B=-1 C=-1 

Employment HEALTH 
INEQUALITIES IMPACT 
SCORE  

A=1 B=1 C=1 A=1 B=-1 C=-1 A=1 B=1 C=1 A=1 B=-1 C=-1 

Business development and 
investment HEALTH 
IMPACT 

 

Expansion of specialist paediatric care in 
Sunderland could generates business 
opportunities for this area with 
potentially positive impacts on health 

Losses to investment in specialist 
paediatric services in South Tyneside 
could have a marginal negative impact 
on the health of the population there  

Expansion of specialist paediatric care in 
Sunderland could generates business 
opportunities for this area with potentially 
positive impacts on health 

Losses to investment in specialist 
paediatric services in South Tyneside 
could have a marginal negative impact 
on the health of the population there 

Business development and 
investment HEALTH 
INEQUALITIES IMPACT 

This expansion could have a small  
positive impact on health inequalities in 
Sunderland 

These losses could have a small 
negative impact on health inequalities 
in South Tyneside 

This expansion could have a small  positive 
impact on health inequalities in Sunderland 

These losses could have a small 
negative impact on health inequalities 
in South Tyneside 

Business development and A=1 B=1 C=1 A=1 B=-1 C=-1 A=1 B=1 C=1 A=1 B=-1 C=-1 
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 Option 1:  

Rationalising acute paediatric services in Sunderland overnight, with continued 
provision of services in both localities by day  

Health and Health Inequalities Impacts and Scores 

Option 2 

Option 2 entails rationalising acute paediatric services in Sunderland day and night with 
the provision of nurse led minor injury and minor illness services in South Tyneside by day.    

Health and Health Inequalities Impacts and Scores 

 Positive 

 

Negative Positive Negative 

 

investment HEALTH 
IMPACT SCORE 
Business development and 
investment HEALTH 
INEQUALITIES IMPACT 
SCORE 

A=1 B=1 C=1 A=1 B=-1 C=-1 A=1 B=1 C=1 A=1 B=-1 C=-1 

Financial inclusion HEALTH 
IMPACT 

 

No clear health benefits / disadvantages 
could be identified 

No clear health benefits / disadvantages 
could be identified 

No clear health benefits / disadvantages could 
be identified 

No clear health benefits / disadvantages 
could be identified 

Financial inclusion HEALTH 
INEQUALITIES IMPACT 

 

No clear health benefits / disadvantages 
could be identified 

No clear health benefits / disadvantages 
could be identified 

No clear health benefits / disadvantages could 
be identified 

No clear health benefits / disadvantages 
could be identified 

Financial inclusion HEALTH 
IMPACT SCORE 

 

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 

Financial inclusion HEALTH 
INEQUALITIES  IMPACT 
SCORE 

 

A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 A=1 B=0 C=0 
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Amendments to baseline assessment Table 4:  Integrated Health & Health Inequalities Impact scores for both Options  
Colour Key   

Positive Negative  Option 1 Option 2 
Major impact 
13-18 

Major impact 
_13-18 

Rationalising acute paediatric services in 
Sunderland overnight, with continued provision 
of services in both localities by day.   
 
 

Rationalising acute paediatric services in Sunderland day 
and night with the provision of nurse led minor injury 
and minor illness services in South Tyneside by day.    

Moderate impact 
7-12 

Moderate impact 
-(7- 12) 

Minor impact 
0-6 

Minor impact 
-(0—6) 

 
  

  Total POSITIVE integrated health 
and health inequality impact 

score 

Total NEGATIVE integrated health 
and health inequality impact score 

TOTAL INTEGRATED IMPACT SCORE 

Impact Domains 
Impact Domain 
Attributes 

Option 1 Option 2 Option 1 Option 2 Option 1 Option 2 

Health  & 
wellbeing 
relating to use 
of acute 
paediatric  
services 

Disease management 18 18 -5 -10 13 8 

Emotional Wellbeing  18 18 -6 -9 12 9 

Prevention 18 18 -6 -12 12 6 

Safeguarding 13 13 -4 -10 9 3 

Avoidable health care  11 11 -3 -3 8 8 

Health  & 
wellbeing status 
relating to 
access to high 
quality health 

Effective health care 18 18 -5 -10 13 8 

Safe health care 12 12 -6 -12 6 0 

Cost efficient health care 6 9 -2 -6 4 3 

Relevance to healthcare 
need 

8 8 0 0 8 8 
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  Total POSITIVE integrated health 
and health inequality impact 

score 

Total NEGATIVE integrated health 
and health inequality impact score 

TOTAL INTEGRATED IMPACT SCORE 

Impact Domains 
Impact Domain 
Attributes 

Option 1 Option 2 Option 1 Option 2 Option 1 Option 2 

care Acceptable health care 2 2 -4 -8 -2 -6 

Health  & 
wellbeing status 
relating to 
Environmental 
determinants of 
health 

Transport 0 0 -2 -2 -2 -2 

Natural and built 
environment 

0 0 0 0 0 0 

Pollution  0 0 -2 -2 -2 -2 

Housing 0 0 0 0 0 0 

Health  & 
wellbeing status 
relating to 
Economic 
determinants of 
health  

Education, skills and 
learning  

2 2 -2 -2 0 0 

Employment 2 2 -2 -2 0 0 

Business development 2 2 -2 -2 0 0 

Financial inclusion 0 0 0 0 0 0 

TOTAL ALL 130 133 -51 -90 79 43 
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Appendix 2: Additional evidence exploring ambulance service capacity 
to provide a timely response to transfer patients between Trusts 
South of Tyne 
 

National Context 
There is strong evidence of growing demand for ambulance services, national data indicates 
an average year on year increase of 5.2%.  This demand has not been matched by increases 
in funding (1).  Ongoing resource challenges mean that ambulance services are limited in 
their ability to meet rising demand and performance against response time targets is getting 
worse. (1,2).   
 
Until recently, the NHS Constitution included ambulance standards relating to response 
times:  

o Category Red 1 calls  -  response time 8 minutes  - target 75% - this category relates 
to cardiac arrest 

o Category Red 2 calls ( – response time 8 minutes  - target 75%  - this category 
includes potentially life threatening incidents  such as stroke, breathing difficulty, 
major blood loss and heart attack 

o Category A  Red 19 - response time 19 minutes  - target 95%   - this category relates 
to how quickly ambulance services get a vehicle to Red 1 and Red 2 incidents within 
19 minutes 95% of the time.  

   
NHS England statistics (3) show that, since 2014, levels of achievement of these national 
standards have been progressively falling.  
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North East Ambulance Services (NEAS) 
Recent national statistics (3) indicate that, for Red 1 calls, NEAS performs well in comparison 
with other ambulance Trusts. The September 2017 statistical note reported that NEAS was 
the Trust achieving the highest proportion of emergency responses in 8 minutes.   
 
Performance data for the last 12 months and for 2012-13 (Figures 1,2,3) illustrate stark 
differences in response times especially for  Red 2 calls and Red 19 performance.  
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The most recent CQC inspection report for NEAS (5) rates the Trust as GOOD overall and 
recognised several areas of outstanding practice. The CQC highlighted some areas where 
improvements were required and this included appropriate contingency arrangements for 
dispatch if Bernicia House was unavailable.     
 

References 
1) House of Commons Committee of Public Accounts ( April 2017) NHS Ambulance 

Services  
2) Appleby J and Dayan M.  Nuffield winter insight.  Briefing 3: The ambulance service.   

Nuffield Trust:   April 2017  
3) NHS England (9th November 2017).  Ambulance Quality Indicators 2017-2018: 

Statistical Note June-September 2017   Link to AQI homepage 
4) Association of Ambulance Chief Executives.  Ambulance Quality Indicators    Link to 

data   
5) CQC (2016) North East Ambulance Service NHS Foundation Trust.  Quality Report

https://www.england.nhs.uk/statistics/statistical-work-areas/ambulance-quality-indicators/
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Figure 3: NEAS Red 1 Performance last 12 months compared with 2012/13 (sourced 
December 2017) 
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Figure 4: NEAS Red 2 Performance last 12 months compared with 2012/13 (sourced 
December 2017) 

 

 



 

 83 

Figure 5: NEAS Red 19  Performance last 12 months compared with 2012/13 (sourced 
December 2017) 
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1. Introduction 

 

This paper sets out the NHS legal and policy context for significant service 

change in relation to public consultation and engagement, and the strategies, 

governance and subsequent activities that have been undertaken in order to 

ensure a robust process for the Path to Excellence consultation in line with this 

context.  The NHS legal and policy context is set out in appendix 1. 

 

The report provides an overview of how the communications and engagement 

expertise were deployed, how the governance and partnership arrangements 

were established to deliver the programme of consultation as well as clear 

rationales for the activities undertaken. 

 

The report also outlines the two distinct phases of pre-engagement and 

subsequent formal public consultation and how the insights gained from the 

pre-engagement phase influenced the development of credible options for 

service change.  These options were then presented and open to influence 

during the public consultation. 

 

The report also demonstrates the following: 

 

 How adjustments to the consultation process were made, in line with 

consultations being a continuous dynamic dialogue and a self-

correcting process 

 

 How targeted stakeholder engagement was conducted, in particular in 

relation to statutory duties to consult with overview and scrutiny 

committees, and how key stakeholders such as hospital have been 

updated. 

 

 How equality analysis and equality monitoring were conducted in 

relation to consultation and the activities carried out in order to ensure 

groups with protected characteristics have been involved in the 

process. 

 

 How learning from this consultation process will be carried forward and 

built upon in order to enhance future phases of significant service 

change. 

 

This assurance paper supports the consultation feedback report which is the 

output of the strategies highlighted in this paper. 
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2. Background to the Path to Excellence consultation 

 

NHS North of England Commissioning Support (NECS) was engaged by the 

NHS South Tyneside and Sunderland partnership organisations to provide 

expert strategic advice and operational delivery for a programme of 

engagement and consultation to support the Path to Excellence NHS reform 

programme.  

 

The South Tyneside and Sunderland partnership (the partnership) is made up 

of the following four organisations: 

 

 City Hospitals Sunderland NHS Foundation Trust 

  South Tyneside NHS Foundation Trust 

 NHS South Tyneside Clinical Commissioning Group 

 NHS Sunderland Clinical Commissioning Group  

 

NECS has significant experience in providing end to end service transformation 

and public consultation, and adopt a continuous improvement approach to 

constantly learn and refine activity. The NECS team has strong links with 

communications professionals across the NHS nationally and are able to draw 

upon those networks and experiences to bring that learning locally.  This has 

been a strong theme of the Path to Excellence programme and is in line with 

the principle that consultations are a „continuous dynamic dialogue‟ and a self-

correcting process.  

 

This allows organisations that are consulting with the public to respond to what 

is heard about the process during the consultation period and to make 

appropriate adjustments. 

 

2.1 The Consultation Institute  

 

NECS also has a strategic partnership with the independent Consultation 

Institute which provides quality assurance reviews  of the consultation 

processes.  The Institute also provides external expertise, up to date advice on 

emerging case law and an assessment on the robustness of the consultation 

process to provide third party assurance and credibility to NHS institutions that 

good practice is being adopted. 

 

It must be noted that this is an independent process and the Consultation 

Institute observes at key check points and will not provide quality assurances 

on consultations unless they deem these to  „good‟ or „best‟ practice. 

 

https://www.consultationinstitute.org/services/quality-assurance/
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2.2 NHS England Assurance Framework 

 

A key requirement for NHS service change is to meet the NHS assurance 

framework, planning, assuring and delivering service change for patients. In 

meeting the assurance framework, this  provides a robust planning process and 

NHS local system assurance. 

 

The framework sets out that „significant service change‟ in the NHS must be 

compliant with specific statute on public consultation, case law, and NHS policy 

around involving patients and the public in NHS changes (appendix 1).  

 

2.3 Key documents 

 

The consultation strategy and subsequent activity and resources were 

benchmarked against the resources and budget made available in „Manchester 

for Health Devo, the Cumbria Success Regime‟ and the „Durham and Tees 

Better Health Programme‟. It included the communications and engagement 

expertise, experience and skill mix required and budget recommendations to 

deliver a safe1 engagement and consultation process.  

 

A communications and engagement positioning paper was produced in 

summer 2016 which provided a high-level overview of NHS legal and policy 

context for significant service change.  This allowed the NHS partners to 

consider the risks and mitigations involved for a programme of pre-engagement 

and consultation.  

 

The paper provided the basis of the communications and engagement strategy 

for the programme and also provided assurance to the clinical services review 

group, the boards of both trusts and in particular to the governing bodies of the 

two clinical commissioning groups that there was a robust programme of 

engagement, communications and consultation in place.  

 

In turn, this also provided assurance to external stakeholders and partners such 

as the two local Healthwatch organisations, and the Joint Health Overview and 

Scrutiny Committee, both of whom have an overview role with regards to NHS 

changes. 

 

The Path to Excellence issues document was also published which set out the 

overarching case for change and helped provide context and narrative for the 

pre-engagement phase. This document was shared widely and formed the 

                                            
1
 No successful legal challenge, no successful referral to the Secretary of State for Health and 

subsequent intervention by the Independent Reconfiguration Panel  and delay to the implementation 
of service changes and damage to stakeholder relationships 

https://www.england.nhs.uk/wp-content/uploads/2015/10/plan-ass-deliv-serv-chge.pdf
https://pathtoexcellence.org.uk/wp-content/uploads/2016/11/PathXtoXExcellenceXissuesXbookletXFINALXweb.pdf
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basis of a core presentation that was delivered by key senior NHS leaders to 

different stakeholders and interest groups. 

 

The original timescales were changed which was due to the number of clinical 

services areas under review; the capacity of the clinical teams to carry out the 

work; and the programme to carry out the subsequence assurance and full 

business case development. The delay to the start of the consultation was 

agreed by the joint Health Overview and Scrutiny Committee. 

 

The second consultation start date of May was also delayed in direct 

consequence of the calling of a snap general election for May 2017.  This 

meant that NHS bodies were unable to carry out a public consultation in the 

pre-election period, in relation to Cabinet Office guidance (known as purdah). 

The formal public consultation period was able to start following the end of 

purdah on 5 July 2017 and was planned to take place over 14 and a half 

weeks. 

 

3. Engagement and consultation governance  

 

3.1 Consultation governance group 

 

In order to ensure good processes were put in place and adhered to, a 

consultation governance group was established to oversee the development 

and implementation of the consultation strategy and related consultation 

dialogue activity with the public and stakeholders. 

 

The consultation governance group oversight included: 

 Compliance to legal duties, local and national policy, guidance and 

mandated requirements 

 Identification and mitigation of risk related to consultation  

 Overview of communications and engagement strategy development and 

implementation 

 Dialogue communications and engagement methodology with key 

stakeholders 

 Equality and travel impact analysis and assurance 

 Sign off of key documents including the pre consultation business case for 

change and consultation publications. 

 

The programme governance group terms of reference is included at appendix 

2.  

 

3.2 Communications and public engagement task and finish group 
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A communications and engagement task and finish group was established to 

provide operational and tactical support.   This included members of 

Healthwatch, trust patient involvement staff, programme staff, CCG 

commissioning managers and NECS subject experts. 

 

The group delivered focused task and finish work on the following areas: 

 Agreement of key lines of enquiry for pre-engagement activity 

 Development of surveys and discussions guides 

 Input into communications plans for engagement promotion 

 Input for plain language, links to other sources of advice and support 

including volunteers for interviews and events 

 Review of key documents including the main consultation document, 

summaries, path way diagrams, event guides etc 

 Suggestions for engagement and consultation methods including 

recommendations for training and support 

 Provided local knowledge to support equality work and links to community 

and voluntary sector groups 

 Consideration of feedback from key stakeholders to inform planning for 

example Joint Health Overview and Scrutiny elected members, campaign 

groups etc 

 Acted as a critical friend to the programme  

 Liaison with the Consultation Institute when conducting the quality 

assurance reviews. 

 

The work of this group was extremely positive and its input invaluable to ensure 

the consultation has been wide ranging, high quality, open and taking different 

views and experiences into account.   

 

The group will continue to oversee the updated communications and 

engagement strategy for phase two, as well as make key recommendations for 

how learnings from phase 1 can be incorporated, to ensure continuous 

improvement.  Further information about the identification of these issues is 

contained in section 13.  The communications and public engagement group 

terms of reference is included at appendix 3.  

 

4. Engagement and consultation methodology 

 
4.1 Pre-engagement (listening) phase methodology 

 

The pre-engagement phase, often referred to as the listening phase, took place 

between September 2016 and January 2017.  A communications plan was 

developed and the objectives of the plan were:  
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 to socialise the issues around why changes were needed with key 

stakeholders, partners and the public.  

 to collect patient experience and feedback on the clinical specialities in 

order to inform options development being carried out by the clinical 

services review group and the small design teams. 

 

An issues document was published in November 2016 which set the context for 

why changes needed to be made and to help provide a basis for public 

discussion.  

 

The document was provided in printed format and also published on the 

dedicated website. This key document was supported with a presentation pack 

to use at events and to share on-line. 

 

Members of the programme group attended 18 different public events between 

September 2016 and January 2017 and presented to approximately 447 

people. These events included local area committees and forums, community 

and voluntary sector events where the programme and issues document was 

an agenda item.  

 

There was strong agreement from the members of the communications and 

engagement task and finish group that effort and resources in this phase 

should be used to target those people who had experienced of the services 

under review. The engagement methods used focused on those who had been 

in receipt of services at both trusts since November 2014 (the previous two 

years) and the programme was able to directly target those groups via different 

engagement methodologies. 

 

This included: 

 Stroke patients and their carers 

 Mothers who had given birth in South Tyneside or Sunderland  

 Parents planning to have a baby in the next two years 

 Gynaecology patients 

 Parents or carers of urgent or emergency paediatric patients. 

 

4.2 Tactical Delivery 

 

The tactical engagement delivery was decided  after the  key demographic data 

for the target groups of patients was analysed in order to ascertain the most 

appropriate engagement method.  

 

This informed the development of an engagement and communications plan for 

each specialty and included publicity and promotional activity relevant to each 

https://pathtoexcellence.org.uk/wp-content/uploads/2016/11/PathXtoXExcellenceXissuesXbookletXFINALXweb.pdf
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target group (in line with the MOSAIC segmentation tool) to raise awareness of 

the opportunity for those with experiences of the local services to give their 

views. For example, targeting of parents of young children via social media for 

an online survey (younger groups more likely to use smart phones and social 

media); and the direct mailing of a paper survey to stroke survivors and their 

carers (older groups with a preference for paper formats). 

 

In addition to reviewing the demographic profiles for each speciality, a desk 

review was conducted of all existing local, regional, national and internationally 

available insight and patient experience work for each clinical speciality. 

 

In line with best practice, this was carried out in order to frame the local 

engagement research methodology and ensure previous work was not 

reinvented to continue to build a robust insight knowledge base. 

 

The two main methods for this engagement research phase included surveys, 

either by direct mailing with a free post return or online  targeted via digital 

advertising and social media, and face to face questionnaires carried out on 

hospital wards and out-patient clinics in the hospitals by trust patient 

experience staff and volunteers. 

 

In order to ensure quality assurance, surveys and questions were benchmarked 

against national NHS or special interest group surveys, in order to ensure 

relevancy and good practice. All final versions were agreed by the group and 

signed off by the lead medical director for the programme. 

 

During this phase, there was also a dedicated event with local community and 

voluntary sector organisations to brief them on the issues, explain the 

engagement and future consultation process and gain support and involvement 

to engage with  service users to provide the opportunity to give their views. This 

was particularly in relation to equality impact and ensuring the process could 

capture the views of people with protected characteristics. 

 

An analytics report of activity is included at appendix 4.  

  

 

4.3 Information from the listening phase 

 

A full report, building upon the desk reviews and including the local 

engagement and research activity, was produced for the clinical services 

review group and sessions took place to present the feedback to key clinicians 

involved in the small clinical design teams. 
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This provided patient insight for the teams to assist with options development 

and clinical design, in particular in being mindful of ensuring options were 

credible, robust and presented to the public  at a formative stage and were 

open to public influence through the process of public consultation in line with 

Gunning principle one2. 

 

The feedback full report was also published online, shared with key 

stakeholders and presented to the Joint Health Overview and Scrutiny 

Committee. 

 

The key high-level summary findings are detailed below and a copy of the 

published full review report  is available here. 

 

4.3.1 Stroke 

 

 There were high levels of satisfaction reported by local patients. 

 Keeping services local and having all services centralised in one location 

were seen as equally important to patients. 

 Where improvements could be made, they were around communications 

with health professionals and increased support from specialist teams. 

 

4.3.2 Maternity 

 Many patients were satisfied with their care. 

 Having a choice of where to give birth where possible and having a 

consultant and midwife in the same location were both important to 

patients. 

 Where improvements could be made included better facilities for partners 

to stay in hospital, being able to see the same health professional and 

improved staffing in antenatal clinics to reduce waiting times. 

 

4.3.3 Gynaecology 

 Staff were praised for their professionalism and kindness. 

 Receiving high quality care provide by a specialist is more important to 

patients, less important is having emergency gynaecology services close 

to home. 

 Where improvements could be made included waiting times for referrals, 

on the day appointments, post-operative care and communication. 

 

4.3.4 Paediatrics 

 There were high levels of satisfaction with services. 

                                            
2
 Detailed in appendix 1 

https://pathtoexcellence.org.uk/wp-content/uploads/2017/05/A-review-of-patient-insight-South-Tyneside-and-Sunderland-Version-4.pdf
https://pathtoexcellence.org.uk/wp-content/uploads/2017/05/A-review-of-patient-insight-South-Tyneside-and-Sunderland-Version-4.pdf
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 Receiving safe, high quality care was considered more important to 

patients than having an emergency paediatric unit close to home. 

 Where improvements could be made they included waiting times for 

appointments and improved facilities for parents and carers in hospital 

with their child.  

 

5. How engagement phase feedback influenced options 

development 

 

5.1 Stroke 

 

A number of factors from the insight feedback influenced the potential 

reconfiguration solutions but those factors relating to getting care in the right 

place had the greatest influence. 

 

These included that a lower proportion of South Tyneside patients indicated 

they were admitted at the correct time and only two thirds of respondents from 

South Tyneside reported that they were admitted to a specialist stroke unit.  

 

In addition most inpatients surveyed (across both units) said that it was very 

important that they received their care in a specialist unit. The clinical design 

team felt that their preferred solution of consolidating inpatient care at 

Sunderland Royal Hospital would allow them to meet patient expectations and 

also improve patient care. 

 

5.2 Maternity and gynaecology  

 

A number of factors from the insight feedback work influenced the potential 

obstetrics and gynaecology options, including the importance of choice.  Also 

the reported factors of having consultant and midwife care in the same location 

together with proximity of the service when deciding where to give birth were 

also important.  

 

The clinical design team felt that the two options proposed would offer differing 

choices that reflected important factors for women within the workforce and 

affordability challenges while still delivering the required quality improvements.  

One option was to co-locate consultant and midwifery care and a second option 

included the retention of a local delivery choice in South Tyneside. 

 

The ability of birthing partners to stay with women in hospital was also 

considered given the mixed feedback from women on their postnatal care, with 

less South Tyneside than Sunderland women able to benefit from this. 
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Suggested improvements to services shared by the women surveyed and 

interviewed were considered by the clinical review team.  

 

The suggestion for greater midwifery consistency throughout the maternity 

pathway was considered with an exploration of an integrated, case-loading-type 

service model which would enable midwives to support the same women 

through and beyond birth. This option was discounted due to its unaffordability 

as increased midwifery staffing levels would be required. 

 

Feedback around the quality of postnatal care and a reported perception of 

overstretched ward staff which impacted on care satisfaction levels at both sites 

was also considered as part of workforce analysis. 

 

Given that proximity to maternity services, distance required travelling to 

potentially different delivery sites and transport issues were a common concern, 

maternity services were included in the travel and transport impact assessment 

(TTIA) as part of the pre-consultation business case for change.  

 

This was echoed by feedback from previous gynaecology patients who voiced 

concerns as to how they would travel to a different hospital for treatment. 

Specific travel and transport analysis for gynaecology patients was therefore 

carried as part of the TTIA. 

 

Important factors from the pre-engagement feedback considered by the 

obstetrics and gynaecology clinical design team included the perceived long 

wait for gynaecology care for 15% of those surveyed; 35% of women who said 

they would have travelled to a different hospital to receive treatment sooner; 

and also 38% of women who would have preferred to have waited and have 

their procedure carried out at their local hospital.  

 

Survey respondents perceived that high quality, safe care from specialists and 

seeing the correct specialist who can deal with  illnesses were more important 

than having an emergency gynaecology unit close to home (85% and 77%, 

compared to 42%). 

 

 

5.3 Paediatrics 

 

The development of the paediatric options was also informed by the insight 

gained from pre-engagement activities. An important factor informing option 

development was parental feedback that seeing the correct specialist who can 

deal with their child's illness was more important than having an emergency 

paediatric unit close to home (76%, 80% compared to 52% respectively).  
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Another significant influencing factor was that over half of parents presenting 

with a poorly child at the emergency department (52%) had tried to access the 

GP or call NHS 111 prior to attending at hospital. This feedback, combined with 

further analysis of the nature of emergency department attendances, resulted in 

the incorporating of a nurse-led paediatric minor illness/injury facility at South 

Tyneside within the full consolidation option. 

 

6. Consultation phase communications and marketing strategy 

 

An underpinning communications and engagement strategy was developed for 

the consultation phase and shared with Joint Health Overview and Scrutiny. 

The objectives were: 

 

 To effectively engage the local population, partners and other 

stakeholders 

 To give the local population, partners and stakeholders the opportunity to 

consider and comment on the scenarios for new models of acute care 

services 

 To use the comments and feedback from the local population, partners 

and stakeholders to inform consideration by the CCGs and providers on 

the needs of the population 

 To inform CCG commissioning responsibilities in relation to the services 

under review and inform providers in the delivery of those services 

 To ensure that the consultation is accessible to local people, patients, 

partners and key stakeholders, that they are aware of the survey and 

events and have the opportunity to participate fully, should the wish to do 

so 

 

Communications activity included social media, digital marketing, a dedicated 

stakeholder bulletin, staff communications, media releases to support 

promotion of the consultation. Analysis of this activity is included at appendix 5. 

 

 

 

6.1 Consultation phase methodology – July to October 2017 

 

The communications task and finish group recommended an integrated mixed 

of consultation methodology to build upon the plans developed in the pre-

engagement phase.  The specific purpose of this was to ensure compliance 

with the Gunning Principles3and ensure opportunities for the public to influence 

the outcome of the consultation. 

                                            
3
 Detailed in appendix 1 
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Because of the change in timescales and a delay due to the general election, 

the group recommended that the consultation period ran for 14 and a half 

weeks, from July 5 to October 152017 to take into account the summer 

holidays. This was also to ensure there was „adequate time for the proposals 

and issues to be considered and responded to‟ as per Gunning Principle three. 

This timescale was supported by the Joint Overview and Scrutiny Committee. 

 

In particular both the governance and the communications groups were mindful 

that there were three large areas of clinical speciality under review.  Learning 

from other NHS consultations across the country of a similar size had shown 

that often one clinical speciality dominated the debate so there was a need to 

ensure all specialties received due consideration.  

 

Also it was acknowledged by the group that the issues were complex and every 

effort should be made to make information as easily accessible and 

understandable as possible.  This would mean different types of information 

being available for different people and ensure there were sufficient reasons 

provided for „intelligent consideration‟ as per Gunning Principle two. 

 

To satisfy this, a publication scheme was published on the website and included: 

 The full pre-consultation business case for change and all appendices 

(technical NHS business document) 

 The public facing consultation document: a summary of the above  

 The summary consultation document: a summary of the public facing 

consultation document  

 The slide pack of the consultation issues 

 Full baseline travel and transport impact reports 

 Service specific travel and transport impact reports 

 The public facing summary of the baseline impact report 

 Integrated health, quality and inequality impact assessments  

 

An easy read version of the consultation document was also produced although 

this was delayed due to issues with the service provider.  However it was 

available for use in focus groups with people with learning disabilities in 

September 2017. As part of continuous improvement for phase two, a learning 

disability charity has been invited to work with the programme to develop a 

protocol for easy read information. 

 

6.2 Adjustments – publication scheme 

 

As issues and questions were raised during the public consultation, questions 

and answer sheets were produced along with key fact documents for each 
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clinical specialty. These were published and promoted on the website and 

made available at public events. 

 

6.3 Public events 

 

Eleven public events were booked and promoted two weeks in advance of the 

start of the consultation. Participants were asked to book in advance which 

could be done online via the website, by telephone, email or social media.  

 

Events were planned to ensure adherence to Gunning Principle two and there 

were opportunities for consideration of the issues, dialogue and feedback as 

well as questions and answers.  

 

Pre-booking was also used to support event planning and ensure appropriate 

staffing for each event.  For every eight participants, it was planned to have one 

trained table facilitator and one table scribe. This was to ensure the best 

possible environment for participants to express their views and for those views 

to be captured and analysed to influence the consultation outcome as per 

Gunning principle 4. 

 

It should be noted that there was vocal opposition to the style of meetings by 

some members of the public who did not wish to book in advance and did not 

like the style of meetings organised.  Their preference was to have question 

and answer style events only. 

 

All event verbatim feedback was published on the website within seven working 

days of the events in order for participants and others to view the comments 

made at each event. 

 

Staff working at the public events had received facilitation training as part of the 

programme, which was delivered in partnership with experts from the 

Consultation Institute, again in order to provide a good environment on tables 

for all participants to express their views. 

 

In line with best practice, staff working at the events received an event pre-brief 

document, were asked to arrive early to be briefed in advance of the event and 

stayed behind afterwards to take part in a debrief. Doing this was extremely 

valuable as key learnings were taken forward into subsequent events and staff 

were able to share their experiences in order to make improvements to provide 

the best safe environment for people to participate. 

 

Development sessions also took place with key clinical staff who presented at 

the events.  These were designed to support staff who were leading public 

https://www.consultationinstitute.org/events/?eventtemplate=1023-Effective-Focus-Groups-and-Facilitation-Skills
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events of this nature for the first time. More of this support will be offered in 

phase two. 

 

Different types of events were planned and structured in a particular way  to 

allow opportunity for the consideration of the proposals, issues, dialogue and 

response. These were: 

 

 Launch events – the first opportunity for the public to hear the proposals, 

presentation on all the specialities and opportunity for questions and 

answers 

 Formal public discussion events – round table discussions to allow 

consideration of the issues and dialogue, presentation on all proposals, 

time for questions and answers 

 Subject specific deliberative events – dedicated events on stroke, 

maternity and paediatrics, allowing more time for consideration of the 

issues and dialogue in order to ensure one subject did not dominate. 

 

All event participants were asked to fill out a specific event evaluation form, 

which included feedback on the event itself and a request for key data 

monitoring information in order to assess the demographics of participants to  

assist with meeting equality duties.  These evaluation forms, along with event 

staff debrief sessions, allowed the opportunity to adjust the public events. 

 

Over 19 events were held in total, with 443 attendees who signed in and a total 

of 144 event feedback forms filled out. 

 

6.4 Adjustments - public event 

 

Formal discussion events were originally planned to run for two hours, but after 

participant feedback these were extended to two and a half hours to allow more 

time for discussion. 

 

Some members of the public highlighted on the feedback forms that they would 

prefer not to sit with NHS staff in attendance.  To respond to this, tables were 

allocated to public and staff separately. However, some staff and members of 

the public did not want this so the facility to mix the tables as well was offered. 

 

Questions were themed on a display board (many similar questions were 

asked) and participants were able to view them in order to gain a balance of 

time during the events for discussion and room questions and answers. 
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An additional eight events were arranged for September and October in 

response to particular requests for additional question and answer style 

sessions. 

 

There was also recognition that whilst maternity and paediatrics were closely 

associated specialties, the subjects were two large to be discussed together 

and therefore merited standalone dedicated events. 

 

It should be noted that whilst there was some  vocal opposition from  members 

of the public to the deliberative style of events and a request for more question 

and answer  style events, the additional  events  were poorly attended. 

 

6.5 Adjustments - Travel and transport events 

 

In the pre-engagement period, from November 2016 to March 2017, a number 

of activities were carried out to develop how the issues relating to travel and 

transport could be understood. 

 

At an early stage travel and transport was identified as a key issue.  As a result, 

dedicated travel and transport events were planned – one for the public that 

allowed the feedback to be considered at a second event for stakeholders. The 

feedback helped to identify the risks in relation to travel and transport and what 

might be needed to mitigate some of these.  

 

Dedicated sessions also meant that transport issues were recognised as a 

major concern but did not dominate all other events allowing time for the 

proposals on all clinical specialities to have due consideration.  

 

The stakeholder event was attended by travel and transport organisations, bus 

providers, councils and third sector organisations. All issues and concerns, as 

well as comments and ideas for solutions, were collected and were extremely 

helpful in enabling wider discussion with those organisations directly involved in 

travel and transport. A working group has been established to take these issues 

forward and two key task and finish groups have been agreed as part of this. 

6.6 Appointment of independent analysists 

Social Marketing Partners (SMP) were appointed to provide an independent 

analysis of consultation feedback in line with best practice and ensure public 

confidence in the feedback report. 

The appointment of SMP was made by NHS North of England Commissioning 

Support (NECS) through an NHS tendering process on behalf of the 

partnership, using best practice guidance for supply chain procurement.  
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SMP engaged local partners and local authority scrutiny committee members in 

a workshop to set the scope of the quantitative work, including online/print 

survey and street survey interviews.  

 

6.7 Surveys, focus groups and submissions 

 

6.7.1 Consultation survey 

 

The survey was made available online and in paper format (with freepost 

return) and provided an easily accessible way for people to give their views. 

SMP, who has expertise in complex survey design and is registered with 

relevant professional bodies, supported the survey development and conducted 

independent analysis for all the consultation engagement methods.  

 

Access to the online survey was a key feature of publicity and promotion and 

paper versions were distributed. There were 496 completed responses 

received (after data cleansing). 

 

6.7.2 On-street survey 

 

A shorter „on street‟ version of the survey was issued  to allow a demographic 

sample of the population to give their views and provide a robust sample of 

opinion on the key issues. There were 805 responses received (after data 

cleansing). 

 

6.7.3 Focus groups targeting equality and protected groups 

 

An offer was made to local community and voluntary group organisations to 

recruit and run focus groups and submit a report in return for a small payment. 

This was in recognition of the community and voluntary sector‟s ability to reach 

further into communities than NHS organisations.  

 

In total 32 groups took place, with 135 monitoring forms with a total of 324 

participants and a total of 135 monitoring forms received.  Further information 

about this activity is included in section eight.  

 

 

6.7.4 Submissions received from groups, teams and individuals 

 

Organisation and groups were also targeted and encouraged to make their own 

submission during the consultation. A letter was circulated from the two CCG 
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chief officers (as accountable officers) encouraging partners and stakeholders 

to feedback their views. 

 

In total 57 submissions to the consultation were received from the following 

groups: 

 Health scrutiny and health watch organisations 

 NHS organisations 

 VCS organisations – including national organisations 

 Patients and public 

 NHS staff groups including governors 

 Trade unions and staff groups 

 Elected representatives, Members of parliament and political parties.  

 

6.8 Adjustment - direct mailing surveys 

 

In order to support a continuous dialogue and demonstrate a clear link from the 

pre-engagement phase of activity, and adjustment to the original consultation 

activity was made.  

 

Updated surveys containing questions relating to the options were sent to 

participants with lived experiences of the services under review from the pre-

engagement phase. In line with best practice, a reminder letter to non-

respondents was also issued after two weeks in order to maximise returns. 

 

There were 141 maternity returns, 81 for stroke and 102 for children and young 

people services.  The statistical report on total feedback numbers is detailed at 

appendix 6.  

 

6.9 Benchmarking response numbers against other NHS consultations 

 

Response rates were benchmarked against comparative NHS consultations in 

order to give a sense of scale and proportion.  Information provided by the 

Consultation Institute noted that all sector consultations achieving higher than a 

1% response rate were  considered a „good‟ response. The average response 

rate for UK public consultations currently stands at 0.7%. 

 

A similar consultation to the Path to Excellence was conducted by NHS 

Calderdale Clinical Commissioning Group and NHS Greater Huddersfield 

Clinical Commissioning Group and attracted similar levels of public interest and 

scrutiny, achieving a response rate of 0.1%. 

 

Greater Manchester‟s Healthier Together consultation in 2014 attracted a 

response rate of 0.9% of the population and was commended as “the largest 
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public response to a regional consultation about health services conducted in 

England in the last decade.” 

 

The percentages were calculated based on the population of Sunderland and 

South Tyneside combined and not on the number of respondents to each 

individual methodology.  

 

Overall the whole engagement reach was 0.56% of the Sunderland and South 

Tyneside population. The individual demographics reflect what proportion of the 

Sunderland and South Tyneside population was reached. 

 

While statistical analysis of the numbers of people who responded was 

important to capture, it should be noted that the depth of qualitative response is 

valuable in consultation programmes as it provides feedback to support 

Gunning principle 4 „where decision makers conscientiously take into account 

public feedback in making their decision‟. 

 

The Path to Excellence programme has drawn upon robust methods of social 

research as consultation and engagement methodologies where appropriate to 

provide a best practice approach.  However, consultation is not an academic 

research project but more a targeted continuous dialogue with communities 

who are most affected by potential changes.  The process aims to ensure that 

they have the information, time for consideration and clear ways to give their 

views, with a particular focus on collecting depth qualitative feedback to give 

the richness of insight to support decision makers and inform their final 

decisions. 

 

7. Targeted stakeholder engagement 

 
7.1 Consultation with the South Tyneside and Sunderland Joint Overview and 

Scrutiny Committee 

 

NHS partners are mindful of their statutory duties to engage with health 

overview and scrutiny committees and elected members and respect this is 

how NHS organisations are locally democratically accountable.  Section 244 

sets out the duty to consult with local scrutiny committees on matters of NHS 

significant variation of services and NHS consultation (see appendix 1). 

 

From April 2016, South Tyneside and Sunderland hospital trusts began a 

formal discussion with the two separate health overview and scrutiny 

committees around the formation of the partnership and subsequent Path to 

Excellence programme. 
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The partnership made a formal request to the local authorities that the 

formation of a joint overview committee should be considered under section 30 

of the local authority health scrutiny guidance.  

 

A good working relationship was established between the partnership and the 

two scrutiny officers in each of the local authorities to support a two way flow of 

information and ensure the NHS partners met their legal duties under section 

244 of the NHS Act 2006.  

 

Attendance and updates to scrutiny and „gathering‟ of elected health overview 

and scrutiny members prior to the formal ratification of a Joint Health Overview 

and Scrutiny Committee (JHOSC) took place on: 

 13 April 2016 

 14 September 2016 

 8 November 2016 

 

Attendance and updates to the formal JHOSC established from January 2017 

took place on: 

 30 January 2017 

 7 March 2017 

 17 July 2017 

 1 August 2017 

 21 September 2017 

 10 October 2017 

 12 December 2017 

 8 January 2018 

 

Agendas and papers for all JHOSC in 2017 are available here 

 

Along with formal meetings, there were also been briefing sessions held with the 

two JHOSC chairs and NHS accountable officers at regular intervals. This 

allowed more informal discussions and information sharing. 

 

At an early stage, the partnership presented to elected members around the NHS 

legal and policy context for major service changes, to highlight the NHS 

consultation duties and outline the issues driving changes and the clinical 

specialties and services under review. 

 

In particular, the issues around stroke service vulnerability were raised by the 

partnership in September 2016.  Elected members supported a temporary 

change to the service meaning it would be delivered from Sunderland Royal in 

the interim, and that it would be subject to the future consultation.  

 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/324965/Local_authority_health_scrutiny.pdf
http://www.sunderland.gov.uk/committees/cmis5/CommitteesandNotices/CommitteesfromMay2016/tabid/140/ctl/ViewCMIS_CommitteeDetails/mid/585/id/1984/Default.aspx
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The partnership funded an elected member development session on NHS 

consultation legal and policy issues by the Consultation Institute. The session 

was run by an institute director and was well received by elected members, who 

in particular appreciated the learning around the Gunning principles and relevant 

case law. 

 

JHOSC members were also invited to take part in the appointment of a travel and 

transport company to carry out the travel analysis.  Elected members asked for 

field-testing of the report and some got involved in carrying out the testing. 

Members were also involved in a question scoping session with the independent 

company who are carrying out the consultation responses analysis. 

 

Throughout the JHOSC meetings, there were ongoing questions from elected 

members and provision of information from the partnership in response. In 

particular, JHOSC members received information on, provided feedback and 

influence or made specific requests on the following: 

 Feedback on initial issues document prior to publication in pre-

engagement phase 

 Feedback on the pre-engagement phase methods prior to mobilisation 

 Request for NHS to attend local area committees in the pre-engagement 

phase incorporated into the planning 

 Feedback on the pre-engagement phase insight report used to inform 

option development 

 Feedback on consultation activity methodology – including venues for 

public meetings 

 Request for field-testing transport impact report and to take part in testing 

 Request for dedicated meeting with key paediatric staff and NHS 

managers when concerns about staff involvement in the small design 

teams and option development was raised. 

 

Support was also provided for lead specialist and senior clinicians from NHS 

clinical networks to attend JHOSC to provide independent clinical views on the 

options. 

 

A dedicated briefing session for members on the safety of freestanding midwife 

led units by the regional maternity system lead consultant took place and a visit 

to a successful FMLU is being organised. This was in direct response to a 

request from JHOSC members to obtain better information about the safety of 

midwifery-led care. 

 

The partnership also attended County Durham Health Overview and Scrutiny 

committee during the public consultation period to present the case for change 

and then in January 2018 to present consultation feedback findings. 
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7.2 Engagement with HealthWatch organisations 

 

Both South Tyneside and Sunderland Healthwatch organisations have 

attended the communications and engagement task and finish group.  They 

provided robust positive challenge, suggestions and ideas to contribute to a 

good overall engagement and consultation process. This was in line with their 

statutory role as a consumer voice for health and social care. 

 

Healthwatch contributions included: 

 Suggestion for extended consultation period to take account of summer 

holidays 

 Care pathway diagrams in consultation documents to help show which 

parts of each service were being reviewed 

 Sense checks of all written publications for readability and plain language 

 Reviews of surveys and discussion guides 

 Supported the VCS engagement and equality work 

 Contribution to the scope of the travel and transport procurement 

 Supported travel and transport journey field testing 

 

It is to be noted that whilst Healthwatch organisations were involved in this 

group, the terms of reference highlighted their statutory role and their 

independence was retained. 

 

South Tyneside Healthwatch board also requested a dedicated briefing on the 

consultation programme as did the newly appointed chair of Sunderland 

Healthwatch. 

 

HealthWatch members attended a wide range of public events, support event 

facilitation where appropriate and also regularly attended the scrutiny sessions. 

 

7.3 Engagement with interest groups and trades unions 

 

Efforts have been made to engage with special interest groups such as Save 

South Tyneside Hospital campaign group, the Public Services Alliance (PSA), 

Unison and the Royal College of Nurses. 

 

Meetings have taken place with „Save South Tyneside Hospital‟ and the trusts‟ 

chief executive, along with an open offer for campaign group leaders to contact 

the programme leads to discuss their concerns.   
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Easy access to all publication scheme materials has also been provided 

including printed copies of the full case for change document, and large 

numbers of printed copies of the consultation document.  

 

A petition has been included as part of the campaign group‟s submission and 

this has been verified. 

 

Meetings have also take place with regional Unison officers to support better 

staff engagement and their input was welcomed. This has been used to inform 

the updated communications and engagement strategy for phase 2 of the 

programme. 

 

7.4 Engagement with Members of Parliament 

 

Each NHS partner has on-going relationships with local MPs and accountable 

officers have been provided with key updates and information. An open offer of 

one to one meetings was also made and MPs took the opportunity to attend a 

special session of the JHOSC to express their views on the proposals. 

 

 

7.5 Engagement with other NHS bodies 

 

Work has taken place to engage with NHS regional clinical networks, many of 

whom have provided responses into the consultation process. Responses were 

received from:  

 Neighbouring clinical commissioning groups and foundation trusts 

 Child Health Network, NHS England   

 Gateshead Health NHS Foundation Trust 

 Maternity Clinical Advisory Group, NHS England 

 Newcastle upon Tyne Hospitals NHS Foundation Trust  

 North of England Clinical Networks 

 Northern Neonatal Transport Service (NNeTS) 

 Screening and Immunisation 

 Norhtumberland, Tyne and Wear and Durham Local Maternity System 

Board   

 North East Ambulance Service (NEAS) 

 

 

7.6 Engagement with GPs 

 

Clinical commissioning groups (CCGs) are member organisations of general 

practices and each CCG constitution sets out the role practices have within 

their respective organisations. South Tyneside and Sunderland CCGs have 
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updated their local GP communities around the on-going programme via 

mechanisms such as regular „time in time out‟ development sessions, council of 

practices meetings, regular communications briefings and bulletins. The 

programme medical director has also led engagement has led engagement 

with both the British Medical Association and Local Medical Committees.   

 

7.7 Engagement with Trust staff 

 

In 2016 a programme of clinical service reviews started across South Tyneside 

District Hospital (STDH) and Sunderland Royal Hospital (SRH).  These reviews 

involved clinical leaders from the onset from both hospitals, working together in 

small design teams to discuss how services should be delivered in the future.  

 

These clinical design teams, which included doctors, nurses, midwives and 

therapists, led the development of the proposed options which were formally 

consulted upon in relation to stroke, maternity (including inpatient gynaecology) 

and urgent and emergency paediatrics. 

 

Prior to the launch of the formal public consultation on 5 July, meetings were 

held with wider staff in each of these clinical areas to ensure they were fully 

briefed on the potential future options. 

 

During the formal consultation period, both STDH and SRH openly encouraged 

active participation of staff and made every effort to encourage staff to input 

their views as part the formal consultation process.  There were regular 

communications directly from the chief executive of both hospitals and through 

the internal „team brief‟ processes. 

 

In July 2017, as part of the hospitals‟ regular quarterly staff briefings, 

information about the consultation and potential options was shared and 

discussed with staff in both STDH and SRH.   A total of 197 trust staff attended 

these summer briefing sessions which were followed up by a detailed question 

and answer document, circulated to all staff across both hospitals to openly 

share feedback on the questions raised during the briefing sessions. The 

programme of staff engagement was supported by dedicated intranet pages 

and social media activity.   

 

During September and October 2017, 12 clinically-led staff consultation 

sessions took place across both hospitals giving staff the opportunity to have 

in-depth discussions with clinical leaders, share their views on the potential 

future options and put forward any other ideas for consideration.  These 

sessions were deliberately organised after the school holidays to ensure as 

many participants as possible and a total of 174 staff attended these sessions 

as follows: 
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 Stroke services - 47 

 Maternity and inpatient gynaecology - 71 

 Urgent and emergency paediatrics - 56 

 

Some staff groups indicated that they had some possible alternative models or 

suggestions so an offer of support was made to help with data or analysis 

around these.  Staff were encouraged to get in touch with the programme 

management team to ensure ideas were contributed in the consultation time-

period.  All feedback gained from staff was shared with the CCGs for inclusion 

in the independent analysis of consultation feedback.  

 

8. Review of compliance with Equality Act and Public Sector 

Equality Duty  

 

The Path to Excellence plans are subject to a rigorous NHS assurance process 

which aims to eliminate discrimination, promote equality of opportunity and 

ensure that, wherever possible, services are provided in ways which might 

reduce health inequalities.   

 

As part of this assurance process, integrated impact assessments (IIAs) were 

conducted in relation to the future options for acute stroke, acute paediatrics 

and maternity (obstetric) and gynaecology services.  These IIAs identified 

groups which could be vulnerable to the proposals and the aspects of the 

services which could reduce or deepen health inequalities.   

 

The assurance process requires appropriate engagement with the identified 

groups who work with people who may face barriers to taking part in this 

consultation, providing a meaningful opportunity for people who may be more 

impacted by any potential change to consider and feedback on the various 

issues and proposed changes. 

 

The programme invited local third sector voluntary and community groups or 

organisations to hold focus groups or an event in South Tyneside and 

Sunderland to support consultation with different vulnerable groups in relation 

to specific or different issues.  

 

8.1 Review of compliance with Equality Act and Public Sector Equality Duty  

 

The NHS has a duty to meet its public sector equality duty, as defined by S.149 

of the Equality Act 2010. 
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The Equality Act 2010 applies to all organisations that provide a service to the 

public or a section of the public (service providers). It also applies to anyone 

who sells goods or provides facilities. It applies to all our services, whether or 

not a charge is made for them.  

 

The Act protects people from discrimination on the basis of a „protected 

characteristic‟.  The relevant characteristics for services and public functions 

are:  

 disability  

 gender reassignment  

 pregnancy and maternity  

 race  

 religion or belief  

 sex  

 sexual orientation  

 marriage and civil partnership (named purposely in the equality act 2010. 

This protected characteristic was linked to the now retired sex 

discrimination act where people were protected on their marital status) 

 age (under the Equality Act from April 2012 until then The Employment 

Equality (Age) Regulations 2006 still applied)  

 

8.2 The Equality Act General Duties  

 

The general and specific equality duties (detailed in appendix 1) and set out in 

section 149 of the Equality Act at: 

http://www.legislation.gov.uk/ukpga/2010/15/contents.  

 

In exercising its functions, the NHS must have due regard to the need to: 

 Eliminate unlawful discrimination, harassment and victimisation and other 

conduct prohibited by the Act, and actively promote equality  

 Advance equality of opportunity between people who share a protected 

characteristic and those who do not 

 Foster good relations between people who share a protected 

characteristic and those who do not 

 

As part of the pre-consultation business case, a fully integrated equality, quality 

and health impact assessment was carried out.  

 

In addition to this, a health equalities analysis was conducted on the 

consultation process itself.  The health inequalities impact assessment (HIIA) is 

a tool used during NHS service reform planning to assess the potential of any 

policy, plan, proposal or decision to reduce or increase health inequalities. 

Many policies have the potential to impact on health inequalities and this is 

http://www.legislation.gov.uk/ukpga/2010/15/contents


Official 

30 
 

critical information that the NHS will need to consider in making their final 

decision.  A summary of this HIIA is included at appendix 7, table A.  

 

A point to note is that key data monitoring information was requested at all 

opportunities consistently across all engagement methods. However whilst it is 

a public sector equality duty to ask for data monitoring information, it is an 

individuals‟ choice whether to decide to provide it.  

 

A report on equality data monitoring is included in the final feedback analysis. 

 

8.3 Activity to engage with protected groups and those identified in the 

equality analysis work 

 

As part of this assurance process, integrated impact assessments (IIAs) were 

conducted in relation to the future options for acute stroke, acute paediatrics 

and maternity (obstetric) and gynaecology services.  These IIAs identified 

groups which could be vulnerable to the proposals and the aspects of the 

services which could reduce or deepen health inequalities.   

 

The assurance process required appropriate engagement with those identified 

groups working with people who may have faced barriers to taking part in this 

consultation.  This gave people who may have been more impacted by any 

potential change a meaningful opportunity to consider and feedback on the 

various issues and proposed changes. 

 

To validate perceived impacts from the IIAs, people from these groups have 

been engaged and asked about their perception of how any changes to 

services might have an impact on them, whether this is positive or negative. 

 

The programme has taken an asset based approach to this work and engaged 

with third sector and interest groups in South Tyneside and Sunderland who 

support people who may face barriers to taking part in the consultation. This 

offer included: 

 Online and telephone support on how to run an effective focus group with 

stakeholders/service users 

 Free webinar online training session, including practical tips on how to run 

an effective focus group 

 Focus group toolkit – discussion guide and tools 

 Payment of £100 plus reasonable event expenses 

 Requirement to provide a short output report of each focus group 

feedback to the Path to Excellence 

 Requirement to request data monitoring information from participants and 

provide that data back to the Path to Excellence to monitor equalities. 
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This section includes the following: 

 A breakdown of pre-engagement and consultation activity with protected 

characteristic groups, including any targeted mechanisms and reach (see 

appendix 7, tables A and B).  

 Demonstrable alignment of consultation methodology with IIA (appendix 

7, tables A and B);  

 Any demonstrable adjustments made to consultation process in light of 

feedback from protected characteristic groups. 

 

Local third sector voluntary and community groups or organisations were asked 

to hold focus groups, events or one to one feedback sessions in South 

Tyneside and Sunderland to help consult with different vulnerable groups in 

relation to specific or different issues.  

 

The objective was to continuously develop and adjust (where necessary) an 

open consultation methodology in order to reach and include the most 

vulnerable groups of people and provide a range of engagement activity that 

allowed different stakeholders and groups to get involved in the way that is 

most suitable to them.  

 

Over 80 organisations in South Tyneside and Sunderland were identified and 

approached on a number of occasions to ask if they were interested in running 

focus groups and events to help ensure their service users and volunteers were 

able to influence the review of clinical services in South Tyneside and 

Sunderland.  Interested groups were asked to complete and return an 

„expression of interest‟ form which outlined their area of interest and proposed 

engagement or focus group activity.  

 

This local approach to engagement activity was commissioned with local 

providers during the consultation. 

 

The formal focus group phase of the Path to Excellence consultation began on 

1 September to 13 October.  This was planned deliberately to allow time for 

socialisation of the issues during the early phase of the consultation period 

including public meetings. 

 

An easy read version of the consultation documents was commissioned and 

this was available for the start of the focus group activity.  It was used by 

learning disability groups and groups whose first language was not English in 

order to assist with translations. 

 

A review of third sector activity was undertaken prior to the consultation closing 

date.  As a result, the period was extended until 20 November to ensure 
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particular groups could engage or continue to have dialogue with service users 

and vulnerable people to provide an opportunity to capture this feedback in the 

analysis report.  

 

Monitoring of activity and cross-checking groups with those highlighted in the 

IIAs ensured that any gaps in equality work could be identified. This led to the 

programme team responding to further interest, as well as undertaking 

additional work, to contact and encourage groups to take part and run focus 

group sessions or send an organisational response to the consultation.  

 

Where groups indicated an interest to be involved and did not have the capacity 

to deliver a session with service users, the NECS communications and 

involvement team supported engagement by facilitating these additional focus 

groups with the support of the third sector organisations.  Those groups which 

were unable to deliver a focus group due to no uptake, challenges bringing 

service users together or concerns about consultation fatigue distributed 

surveys to clients and staff and/or sent in an organisational response to the 

consultation.  

 

All methods used ensured that feedback and dialogue was captured, which was 

then analysed and included in the final feedback report. All methods included 

data monitoring of the key characteristics of participants to ensure the 

partnership heard from key groups in alignment with the IIA and that equality 

monitoring took place. This is not only best practice, but ensures that the NHS 

meets its equality duties as well as its statutory duties to involve and consult.  

 

A point to note is that whilst NHS organisations have a duty to ask for equalities 

monitoring information from all participants, it is not mandatory for people to 

complete and return this information after taking part in a focus group or an 

event.   

 

There has been a good response to this work to date as follows:  

 worked with 20 local organisations  

 delivered a combined total of 32 focus groups, events or one to one work 

with service users as part of the Path to Excellence consultation 

 involved 324 people 

 returned 135 monitoring forms  

 

This information is included at appendix 7, table B. 

 

8.4 Future adjustments to equality impact activity for next phase 
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Working with partner organisations in the third sector has been a positive 

experience for the Path to Excellence programme and there is a commitment to 

continue to build upon the relationships that have been established for the next 

phase of the programme. This is also in response to feedback that the third 

sector feel the NHS only engages with them in order to „tick a box‟. 

 

As part of the commitment to continuous improvement, in early 2018 a review 

of the equality engagement activity and processes will take place in order to 

inform an updated equality delivery strategy for the Path to Excellence 

programme and to under-pin the updated communications and engagement 

strategy for the next phase. 

 

During informal discussions with third sector partners this was welcomed and 

early developments included: 

 Support from Sunderland People First (learning disability) to develop a 

protocol for easy read documentation 

 Inclusion of HealthNet (CVS umbrella organisations) in a new Stakeholder 

Advisory Panel 

 

 

9. Consultation feedback, sharing and independent analysis  

 

As previously highlighted, an independent organisation Social Marketing 

Partners conducted the consultation feedback report.  This was published in 

draft form in early December 2017 and marked the start of a period of 

consideration by South Tyneside and Sunderland CCGs which lasted until 8 

January 2018. 

 

This presented the public and stakeholders with a further opportunity to 

comment on the findings of the consultation and the proposed next steps.  

 

It also provided the opportunity for any further comments that had been 

received from the public feedback sessions and for other data or views to be 

considered as well as consideration of any alternative service models that may 

have been suggested through the public consultation.  

 

This consideration included staff and public feedback sessions, clinical 

workshops with members of the clinical services review group and workshops 

with the two CCG governing bodies.  

 

9.1 Public and staff feedback on the draft reports  
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The objective of the staff and public feedback sessions was to allow the 

opportunity for consultees to hear the feedback that had been collected during 

the consultation and sense check it. In particular, the programme team were 

keen to hear if participants felt there were any omissions in the draft feedback 

report and provide an opportunity for the original data to be checked. 

 

Comments made at the public sessions were published on the programme 

website, along with the issues discussed within the public consultation events, 

questions around engagement methods such as the validity of on-street 

research and the difference between quantitative and qualitative research 

methods. 

 

In terms of specific issues raised about the report itself, the following comments 

were received: 

 More emphasis to be made in relation to the Save South Tyneside 

Hospital petition 

 Request from the South Tyneside and Sunderland JHOSC for a shorter 

executive summary.  However the CCG accountable officers felt the 

executive summary was fit for purpose for decision-making and agreed it 

would remain as it was. 

 

The final feedback report has been published on the Path to Excellence 

website. 

 

10. Informing final options appraisal 

 

The decision-making process will finish with an extra-ordinary meeting, to be 

held in common, of the governing bodies of the two clinical commissioning 

groups in February 2018.  It will be held in public and the two CCGs will make 

their final decisions on the future configuration of the services under 

consultation for their respective CCG areas. 

 

This meeting will be promoted in advance and arrangements made for 

campaign groups and stakeholder to attend to observe the meeting and 

discussions.  

 

11. Further assurances required in order to agree the consultation 

process as fair and appropriate 

 

In early December, the governing body members of each CCG attended a 

workshop to hear the consultation feedback. This workshop was supported by 

colleagues from the Path to Excellence programme and both hospitals.  
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The purpose of the session was to share the draft feedback from the public 

consultation and for members of the clinical services review design teams to 

provide their response and make recommendations for adjustments to the 

clinical models as a result of the public feedback. 

 

Governing body members requested the following further information for their 

workshop in January in order to provide assurances: 

 Further detail about East Durham postcodes for patient flow into SRH in 

order to report to Durham Health Overview and Scrutiny 

 More feedback around gynaecology if available 

 Outline communications and engagement strategies that could support 

service changes around maternity and paediatric care 

 A report for assurance around work taking place on travel and transport 

with wider stakeholders and how travel impact would be mitigated. 

 

12. Consultation Institute independent quality assurance process 

 

In order to ensure a good consultation process, the partnership asked the 

independent Consultation Institute to conduct a quality assurance review.  

At the mid-term position in August 2017, the Consultation Institute review 

concluded that the Path to Excellence consultation process was on track for a 

„best practice‟ certification.  

Feedback from the Consultation Institute included that it was satisfied the 

partnership had addressed areas highlighted in the pre-consultation review 

such as governance, engagement with MPs, equality analysis for consultation 

activity, website refinement, plans for wider staff and clinical engagement and 

travel and transport impact. 

At the pre-decision making position, the Consultation Institute verbally 

confirmed a final „best practice‟ certification.  Written documentation and 

assessment is pending but will be available in advance of final decision-making. 

A copy of the Consultation Institute mid-term review quality assurance feedback 

is included at appendices 8a, 8b and 8c.   

13. Planning for phase two and bringing learning from phase one 

 

As previously highlighted, consultation is a continuous dynamic dialogue and a 

self-correcting process.  There is a clear mandate within the programme for 

https://www.consultationinstitute.org/
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learning and continuous improvement in order to take lessons into the next 

phase of NHS reform. 

 

Key elements for improvement have already been identified and some aspects 

already implemented. This includes an updated outline communications and 

engagement strategy (included at appendix 9) which sets out enhanced pre-

engagement phase from February 2018 bringing wider staff and stakeholders 

into the process at an earlier stage and looking to spring 2019 for consultation 

on future reform.  

Another key aspect of this is the establishment of consultation stakeholder 

advisory panel drawn from trade unions, trust governors, local authorities and 

community and voluntary sector organisations. Its mandate is to review 

communications and engagement plans. 

A review of equality delivery will be undertaken to continue to build upon the 

good relationships already established with the community and voluntary sector 

to develop an underpinning equality engagement strategy for the programme.  

This will include working with a charity specialising in giving people with 

learning disability and autism a voice.  The programme will also develop a new 

protocol for accessible information to be adopted for the next phases and 

related work. 

14. Recommendation 

 

The governing bodies of South Tyneside and Sunderland CCGs are asked to 

formally endorse the communications and engagement activity for the 

consultation process for phase 1 of the Path to Excellence programme. 

 

 

Author:   C Latta 

Senior Communications and Engagement Locality Manager 

North of England Commissioning Support 

 

Responsible 

Directors:  M Brown        Mr S Watson 

   Director of Operations      Director of Contracting and Informatics 

   NHS South Tyneside CCG    NHS Sunderland CCG  
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15. Appendices 

 

Appendix 1 – NHS legal duties and requirements  

 

There are several areas of statue, case law and national policy in relation to NHS 

reconfiguration and consultation. This section shows where this work would need to 

be compliant and planning audit trails would need to demonstrate the activity 

undertaken. This would also ensure best practice engagement and consultation as 

part of a quality assurance process with the Consultation Institute. 

 

NHS Act 2006 (As Amended by Health and Social Care Act 2012) 

The NHS Act 2006 (including as amended by the Health and Social Care Act 2012) 

sets out the range of general duties on clinical commissioning groups and NHS 

England. 

 

Commissioners‟ general duties are largely set out at s13C to s13Q and s14P to 

s14Z2 of the NHS Act 2006, and also s116B of the Local Government and Public 

Involvement in Health Act 2007: 

 Duty to promote the NHS Constitution (13C and 14P) 

 Quality (13E and 14R) 

 Inequality (13G and 14T) 

 Promotion of patient choice (13I and 14V) 

 Promotion of integration ((13K and 14Z1) 

 Public involvement (13Q and 14Z2): 

a. Under S14Z2 NHS Act 2006 (as amended by the Health and Social 

Care Act 2012) the CCG has a duty, for health services that it 

commissions, to make arrangements to ensure that users of these 

health services are involved at the different stages of the 

commissioning process including: 

i. In planning commissioning arrangements; 

ii. In the development and consideration of proposals for changes 

to services; 

iii. In decisions which would have an impact on the way in which 

services are delivered or the range of services available; and 

iv. In decisions affecting the operation of commissioning 

arrangements where the implementation of the decisions would 

(if made) have such an impact. 

 

S.244 NHS Act 2006 (as amended) 

The Act also updates s244 of the consolidated NHS Act 2006, which requires NHS 

organisations to consult relevant local authority overview and scrutiny committees on 

any proposals for a substantial development of the health service in the area of the 

local authority or a substantial variation in the provision of services. 
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S.3a NHS Constitution 

The NHS Constitution sets out a number of rights and pledges to patients. In the 

context of this project, the following are particularly relevant: 

 

Right: You have the right to be involved, directly or through representatives, in the 

planning of healthcare services commissioned by NHS bodies, the development and 

consideration of proposals for changes in the way those services are provided, and 

in decisions to be made affecting the operation of those services. 

 

Pledge: The NHS commits to provide you with the information and support you need 

to influence and scrutinise the planning and delivery of NHS services. 

(Section 3a of the NHS Constitution) 

 

S.82 NHS Act 2006 - Co-operation between NHS bodies and local authorities 

In exercising their respective functions NHS bodies (on the one hand) and local 

authorities (on the other) must co-operate with one another in order to secure and 

advance the health and welfare of the people of England and Wales. 

 

The Gunning Principles 

R v London Borough of Brent ex parte Gunning [1985] proposed a set of consultation 

principles that were later confirmed by the Court of Appeal in 2001. 

 

The Gunning principles are now applicable to all public consultations that take place 

in the UK. Failure to adhere to the Gunning principles may underpin a challenge 

relating to consultation process that may be considered through judicial review. 

 

The principles are as follows: 

 

1. When proposals are still at a formative stage 

Public bodies need to have an open mind during a consultation and not already 

made the decision, but have some ideas about the proposals. 

 

2. Sufficient reasons for proposals to permit „intelligent consideration' 

People involved in the consultation need to have enough information to make 

an intelligent choice and input into the process.  Equality assessments should 

take place at the beginning of the consultation and be published alongside the 

document. 

 

3. Adequate time for consideration and response 

Timing is crucial – is it an appropriate time and environment, was enough time 

given for people to make an informed decision and then provide that feedback, 

and is there enough time to analyse those results and make the final decision? 
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4. Must be conscientiously taken into account 

Decision-makers must take consultation responses into account to inform 

decision-making. The way in which this is done should also be recorded to 

evidence that conscientious consideration has taken place. 

 

‘The Four Tests’ – NHS Mandate 2013-15 (carried forward through NHS 

Mandate 2015-16) 

NHS England expects ALL service change proposals to comply with the Department 

of Health‟s four tests for service change (referenced in the NHS Mandate Para 3.4 

and „Putting Patients First‟) throughout the pre-consultation, consultation and post-

consultation phases of a service change programme. 

 

The four tests are: 

 Strong public and patient engagement 

 Consistency with current and prospective need for patient choice 

 A clear clinical evidence base 

 Support for proposals from clinical commissioners. 

 

As a proposal is developed and refined commissioners should ensure it undergoes a 

rigorous self-assessment against the four tests 

 

Planning, Assuring and Delivering Service Change for Patients – NHS England 

Guidance 

Guidance from NHS England sets out the required assurance process that 

commissioners should follow when conducting service configuration.   

 

Section 4.4 of the guidance refers to involvement of patients and the public, stating 

that “it is critical that patients and the public are involved throughout the 

development, planning and decision making of proposals for service reconfiguration. 

Early involvement with the diverse communities, local Healthwatch organisations, 

and the local voluntary sector is essential.  Early involvement will give early warning 

of issues likely to raise concerns in local communities and give commissioners time 

to work on the best solutions to meet those needs.” 

 

 
Appendix 2 – Programme Governance Group terms of reference  

 

Appendix 2 PtE 

Programme Management Governance Group Draft ToR.docx 
 
 



Official 

40 
 

Appendix 3 – Communications and Public Engagement Task and Finish Group 

terms of reference  

 

Appendix 3 c&pe 

Draft TOR.docx  
 
Appendix 4 – Pre-engagement phase analytics report 

 

Appendix 4 

Pre-engagement phase analytics report.docx 
 
Appendix 5 – consultation phase communications and marketing statistics 

 

Appendix 5 

Consultation phase communications and marketing statistics.docx 
 

Appendix 6 – statistical response rates consultation phase 

 

Appendix 6 Statisical 

response rates consultation phase.xlsx 
 
Appendix 7 - Consultation equality analysis 

 

Appendix 7 Equalities 

tacker consultation phase.xlsx 
 

Appendix 8a, 8b, 8c – Consultation Institute mid-term review feedback  

 
 

Appendix 8a Mid 
Term Review 

 

Appendix 8b Project 
Review 

 
Appendix 8c 

Documentation Review 
 

 

Appendix 9 – Outline communications and engagement strategy for phase 2 

 

Appendix 8 PTE 

Phase Two - Communications and engagement strategy.docx 



 

 
 
 
 
Path to Excellence Programme Governance Group 
 

Terms of Reference 
 

Purpose of the group 
 

The group will support the Clinical Services Review Group in the delivery of an effective 
change programme through the development, delivery and monitoring of a clinical review 
programme plan that is in line with statutory, regulatory and best practice requirements.  
 
The group will act as a strategic steering and co-ordination group to manage and 
oversee all key stages of the service change, assurance and governance process. 
 
Role & Function 
 

The group will fulfil the following duties (not exhaustive): 

 Managing the programme governance to facilitate effective and transparent decision-

making at all key stages  

 Developing an appropriate, transparent change methodology, with appropriate 

governance arrangements 

 Building service change knowledge skill and capacity across clinical design teams 

and other governance groups as required 

 Ensuring timely clinical service reviews and appropriate consideration of service 

interdependencies 

 Servicing CSRG with change proposals and underpinning clinical and non-clinical 

assurances  

 Ensuring appropriate enabling and cross-cutting work is undertaken to support the 

change process, including accessibility analysis, equality, health and inequalities 

assessments, communications and engagement. 

 Ensuring appropriate proactive and reactive internal and external stakeholder 

engagement and management 

 Facilitating external clinical assurance as required 

 Ensuring two-way links with the Communications and Engagement Governance 

group, approving communications and engagement plans and providing timely 

information to enable effective engagement, communications and consultation 

planning 

 Undertaking aggregated impact assessments across the clinical workstreams 



 

 Ensuring the timely production of key materials at all stage of the process 

 Establishing and maintaining regular dialogue with wider STP and neighbouring 

strategic change programmes to ensure strategic alignment of change proposals 

 Overseeing NHSE assurance requirements 

 Resource identification  

 Risk identification, mitigation, monitoring and escalation to CSRG as required 

 

 

Governance Arrangements and Key Relationships 
 
The Programme Governance Group will formally report to the CSRG.  
 
The Group will maintain two-way links with: 

- the Communications and Engagement Governance Group 

- the Clinical Reference Group  

- the travel and transport group  

 
Reporting arrangements and information flows are set out Appendix 1.   
 

Membership 
 

- Director of Operations, South Tyneside CCG 

- Director of Contracting and Informatics, Sunderland CCG 

- Medical Director, South Tyneside NHS FT 

- Director of Strategy and Business Development, City Hospitals Sunderland NHS 

FT 

- Path to Excellence Programme Manager 

- Deputy Head of Corporate Affairs, CHS 

- Senior Engagement and Communications Locality Manager, NECS 

 
Additional members may be co-opted when required. 
 
Frequency of meetings 
Monthly. 
 
Quorum 

 One Provider representative 

 One Commissioning representative 

 Programme manager (or nominated representative) 

 
Review 
Twelve months. 
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South Tyneside & Sunderland Healthcare Group 

North East Commissioning Support  

 
 

Communications & Engagement Task & Finish Group 
 

Terms of Reference 
 

Purpose of the group 
The purpose of the Group is to develop and deliver communications, engagement, 
marketing and patient experience plans to support the two out of hospital models being 
developed as part of the Sustainability and Transformation Plans for South Tyneside and 
Sunderland as well as the Path to Excellence clinical service review programme which is 
being undertaken as part of the South Tyneside and Sunderland Healthcare Group (an 
alliance between South Tyneside and City Hospitals Sunderland NHS Foundation 
Trusts). 
 
Role & Function 

 To communicate and engage regarding the Year Forward View and the South 
Tyneside and Sunderland Sustainability and Transformation Plans during this 
process.   

 To be responsible for shaping and developing communications and engagement 
strategic advice and support relating to the Path to Excellence Clinical Service 
Reviews. 

 To support the operational delivery of effective patient, public and carer engagement 
and consultation where appropriate relating to the Path to Excellence Clinical Service 
Reviews (see Appendix 1 for timescales involved in these reviews). 

 To develop engagement and consultation processes and provide a forum which 
allows two way communications and discussions between commissioners, South 
Tyneside and Sunderland NHSFTs and key third sector and scrutiny partners. 

 To develop a Communications and Engagement Action Plan to support the South 
Tyneside and Sunderland Healthcare Group Communications and Engagement 
Strategy.  

 To ensure all existing channels and forums for communication and engagement are 
utilised as well as identifying new opportunities depending on the individual service 
reviews. 

  
 

Governance Arrangements and Key Relationships 
The Communications and Engagement Task and Finish Group will report into the: 
 

 South Tyneside and Sunderland Healthcare Group Board 

 South Tyneside and Sunderland Healthcare Group Clinical Service Review Group 

 Sunderland CCG Communications and Engagement Steering Group. 
 



 

 

 

Key Related Documents 

 South Tyneside and Sunderland Healthcare Group Communication and Engagement 
Strategy. 

 Section 242 NHS Act 2006 – the legal duty to involve current and potential service 
users or their representatives in everything to do with planning, provision and delivery 
of NHS services.  

 Equality Act 2010 – that all protected groups are considered and that the Equality 
Delivery System is used appropriately in the context of communications and 
engagement. 

 The NHS constitution. 

 The CCG’s commissioning intentions. 

 Six principles for new models of care framework (see appendix 2) 

 Six principles for new models of care framework 

 
 
Membership 

 Better Health and Care for Sunderland Communications Manager 

 Health Watch South Tyneside 

 Health Watch Sunderland 

 NECS Senior Communications and Engagement Manager 

 City Hospitals Sunderland NHSFT Deputy Head of Corporate Affairs 

 ?Pioneer 

 South Tyneside Council Communications representative 

 Sunderland City Council Communications representative 

 South Tyneside NHSFT Service Lead – Carer and Patient Involvement 

 South Tyneside NHSFT Communications & PR Lead/Officer 

 South Tyneside and Sunderland Healthcare Group Programme Manager 

 South Tyneside CCG Engagement Manager 

 Sunderland CCG Commissioning Manager 

 Sunderland CCG Patient Experience Officer 
 
Additional members may be co-opted when required. 
 
Frequency of meetings 
Monthly. 
 
Quorum 
Locality spread – with Trust representative, Commissioner representative and 
Healthwatch representative attendance at each meeting. 
 
Secretariat 
To be confirmed. 
 
Review 
Twelve months 
  

http://www.nationalvoices.org.uk/sites/default/files/public/five-year-forward-plan/six_principles_december_2015.pdf
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Clinical Service Review Programme 

Phase 1 Phase 2 Phase 3 Phase 4 Phase 5 Phase 6 

Stroke 
(May 16) 

Paediatrics 
(Sep 16) 

Diagnostics 
(Dec 16) 

Cardiology  
(Apr 17) 

Emergency 
Care 
(Jul 17) 

Diagnostics  
(Dec 17) 

Pharmacy 
(partial)  
(May 16) 

Elective Surgery 
- inc Endoscopy 
(Sep 16) 

Anaesthetics/ 
Theatres 
(Dec 16) 

Gastroenterology 
(Apr 17) 

Critical Care 
(Jul 17) 

Therapy 
Services  
(Dec 17) 

T&O  - inc 
Orthogeriatrics 
(May 16) 

Increasing 
delivery of 
elective work at 
STFT, eg 
Ophthalmology 
(Sep 16) 

Pharmacy (full) 
(Dec 16) 

Respiratory 
(Apr 17) 

Acute Medicine 
(Jul 17) 

Support 
Services 
(Dec 17) 

Emergency 
Surgery  
(Jun 16) 

 Therapy 
Services 
(Dec 16) 

Diabetes 
(Apr 17) 

  

Obstetrics & 
Gynaecology 
(Jun 16) 

  Care of the Elderly  
(Apr 17) 

  

   Specialist Rehab 
(Apr 17) 
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South Tyneside & Sunderland Healthcare Group 

North East Commissioning Support  

 
 

Communications & Engagement Task & Finish Group 
 

Terms of Reference 
 

Purpose of the group 
The purpose of the Group is to develop and deliver communications, engagement, 
marketing and patient experience plans to support the two out of hospital models being 
developed as part of the Sustainability and Transformation Plans for South Tyneside and 
Sunderland as well as the Path to Excellence clinical service review programme which is 
being undertaken as part of the South Tyneside and Sunderland Healthcare Group (an 
alliance between South Tyneside and City Hospitals Sunderland NHS Foundation 
Trusts). 
 
Role & Function 

 To communicate and engage regarding the Year Forward View and the South 
Tyneside and Sunderland Sustainability and Transformation Plans during this 
process.   

 To be responsible for shaping and developing communications and engagement 
strategic advice and support relating to the Path to Excellence Clinical Service 
Reviews. 

 To support the operational delivery of effective patient, public and carer engagement 
and consultation where appropriate relating to the Path to Excellence Clinical Service 
Reviews (see Appendix 1 for timescales involved in these reviews). 

 To develop engagement and consultation processes and provide a forum which 
allows two way communications and discussions between commissioners, South 
Tyneside and Sunderland NHSFTs and key third sector and scrutiny partners. 

 To develop a Communications and Engagement Action Plan to support the South 
Tyneside and Sunderland Healthcare Group Communications and Engagement 
Strategy.  

 To ensure all existing channels and forums for communication and engagement are 
utilised as well as identifying new opportunities depending on the individual service 
reviews. 

  
 

Governance Arrangements and Key Relationships 
The Communications and Engagement Task and Finish Group will report into the: 
 

 South Tyneside and Sunderland Healthcare Group Board 

 South Tyneside and Sunderland Healthcare Group Clinical Service Review Group 

 Sunderland CCG Communications and Engagement Steering Group. 
 



 

 

 

Key Related Documents 

 South Tyneside and Sunderland Healthcare Group Communication and Engagement 
Strategy. 

 Section 242 NHS Act 2006 – the legal duty to involve current and potential service 
users or their representatives in everything to do with planning, provision and delivery 
of NHS services.  

 Equality Act 2010 – that all protected groups are considered and that the Equality 
Delivery System is used appropriately in the context of communications and 
engagement. 

 The NHS constitution. 

 The CCG’s commissioning intentions. 

 Six principles for new models of care framework (see appendix 2) 

 Six principles for new models of care framework 

 
 
Membership 

 Better Health and Care for Sunderland Communications Manager 

 Health Watch South Tyneside 

 Health Watch Sunderland 

 NECS Senior Communications and Engagement Manager 

 City Hospitals Sunderland NHSFT Deputy Head of Corporate Affairs 

 ?Pioneer 

 South Tyneside Council Communications representative 

 Sunderland City Council Communications representative 

 South Tyneside NHSFT Service Lead – Carer and Patient Involvement 

 South Tyneside NHSFT Communications & PR Lead/Officer 

 South Tyneside and Sunderland Healthcare Group Programme Manager 

 South Tyneside CCG Engagement Manager 

 Sunderland CCG Commissioning Manager 

 Sunderland CCG Patient Experience Officer 
 
Additional members may be co-opted when required. 
 
Frequency of meetings 
Monthly. 
 
Quorum 
Locality spread – with Trust representative, Commissioner representative and 
Healthwatch representative attendance at each meeting. 
 
Secretariat 
To be confirmed. 
 
Review 
Twelve months 
  

http://www.nationalvoices.org.uk/sites/default/files/public/five-year-forward-plan/six_principles_december_2015.pdf
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(Dec 16) 

Cardiology  
(Apr 17) 

Emergency 
Care 
(Jul 17) 

Diagnostics  
(Dec 17) 

Pharmacy 
(partial)  
(May 16) 

Elective Surgery 
- inc Endoscopy 
(Sep 16) 

Anaesthetics/ 
Theatres 
(Dec 16) 

Gastroenterology 
(Apr 17) 

Critical Care 
(Jul 17) 

Therapy 
Services  
(Dec 17) 

T&O  - inc 
Orthogeriatrics 
(May 16) 

Increasing 
delivery of 
elective work at 
STFT, eg 
Ophthalmology 
(Sep 16) 

Pharmacy (full) 
(Dec 16) 

Respiratory 
(Apr 17) 

Acute Medicine 
(Jul 17) 

Support 
Services 
(Dec 17) 

Emergency 
Surgery  
(Jun 16) 

 Therapy 
Services 
(Dec 16) 

Diabetes 
(Apr 17) 

  

Obstetrics & 
Gynaecology 
(Jun 16) 

  Care of the Elderly  
(Apr 17) 

  

   Specialist Rehab 
(Apr 17) 

  

 

 
 



Website visits 
21st June – 5th July (pre consultation launch) there was 1,848 total visits to the 
website with 1,460 new visitors and 388 repeat visitors.  
 
5th July – 15th October  Total site visits = 8,438 

Unique visits = 6,261 
         Source   

  Direct = 2,619 
  Organic = 1,402 
  Social = 1,414 
  Referral = 818 
  Email = 9 

    Repeat visits = 2,177 
 

- The website pages were viewed 15,335 times in total – meaning every visitor 
viewed on average two pages on the website each visit.  

- People typically spent 2 minutes on the website and the most visited page 
during the consultation was the home page with 6,307 total views and 4,946 
unique views.  

- The most visited areas of care page was maternity and women’s healthcare 
with 1,273 page views of which 1,082 were unique. 

 
 

Social media  
5th July – 15th October  
Followers/connections  
 Facebook = 207 
 Twitter = 129  
Average reach per day  
 Facebook = 60 
 Twitter = 2,100 
Brand sentiment  
 65 positive messages (51.2%) 
 41 neutral messages 32.3%) 
 21 negative messages (16.5%) 
Gender breakdown 
 Male 76.5% 
 Female 23.5%  
Top times to post out  
 Tuesday at 6pm, post received:   
  5 comments 
  22 shares 
  363 link clicks 
  2 likes  
 Monday at 5pm, post received: 
  4 comments 

10 shares  
131 link clicks  
7 likes  

 



 
 

Post success varied and depending on the goal the best social outlet for reach is 
Twitter and the best source for link clicks is Facebook.  
 
 
Media monitoring 
During the consultation period we received coverage 36 times online and in the local 
papers.  
The total reach for all coverage is 1,643,435.  
The total value for all coverage is £77,122.98.  
Outlets  

Shields Gazette x 12  
Shields Gazette (online) x 5 
Sunderland Echo (Online) x 5 
Sunderland Echo x 4 
Hartlepool mail (online) x 4 

 The Chronicle (online) x 3  
 The Chronicle x 2 
 The Journal x 1  
 
 



Final Final Final Final Final Final Final

South Tyneside Sunderland Total Source Updated 30/10/2017 30/10/2017 30/10/2017 30/10/2017 30/10/2017 30/10/2017 01/11/2017

Population 148671 277150 425821 2015 MYE Method Street survey Paper survey Direct - mat. Direct - stroke Direct - child. Event Focus groups Total

Male 71985 134956 206941 2015 MYE No. of events 19 32

Female 76686 142194 218880 2015 MYE No. feedback forms 144 135

18 - 34 30901 62234 93135 2015 MYE Mailed out 2000 612 2000

35 - 54 39550 72975 112525 2015 MYE Response rate 7.7% 17.8% 5.7%

55+ 49027 87638 136665 2015 MYE Received (No. Participants) 834 862 154 109 114 443 324 2840

White 142090 6037 148127 2015 MYE Cleaned (No. Participants) 805 496 141 81 102

Other ethnicity 264210 11296 275506 2015 MYE % of population 0.19% 0.12% 0.03% 0.02% 0.02% 0.10% 0.08% 0.56%

Buddihsm 223 550 773 2011 Census Male 383 62 1 32 16 21 22 537

Christianity 104090 193642 297732 2011 Census % 0.19% 0.03% 0.00% 0.02% 0.01% 0.01% 0.01% 0.26%

Islam 2854 3650 6504 2011 Census Female 419 283 137 44 83 92 107 1165

Judaism 57 76 133 2011 Census % 0.19% 0.13% 0.06% 0.02% 0.04% 0.04% 0.05% 0.53%

Sikhism 424 814 1238 2011 Census 18 - 34 212 78 70 0 33 11 29 433

No religion 31247 60358 91605 2011 Census % 0.23% 0.08% 0.08% 0.00% 0.04% 0.01% 0.03% 0.46%

Disabled 970 1650 2620 DWB Nov 2016 35 - 54 259 177 45 4 62 50 44 641

% 0.23% 0.16% 0.04% 0.00% 0.06% 0.04% 0.04% 0.57%

55+ 260 104 23 70 2 64 46 569

1% is 4258 % 0.19% 0.08% 0.02% 0.05% 0.00% 0.05% 0.03% 0.42%

Need for 1% 1418 White 765 336 135 73 92 103 71 1575

% 0.52% 0.23% 0.09% 0.05% 0.06% 0.07% 0.05% 1.06%

Other ethnicity 34 16 2 6 7 37 102

% 0.01% 0.01% 0.00% 0.00% 0.00% 0.00% 0.01% 0.04%

Buddihsm 7 2 0 0 0 0 1 10

% 0.91% 0.26% 0.00% 0.00% 0.00% 0.00% 0.13% 1.29%

Christianity 400 209 82 60 56 77 55 939

% 0.13% 0.07% 0.03% 0.02% 0.02% 0.03% 0.02% 0.32%

Islam 8 2 2 0 0 0 26 38

% 0.12% 0.03% 0.03% 0.00% 0.00% 0.00% 0.40% 0.58%

Judaism 5 1 0 0 0 0 6

% 3.76% 0.75% 0.00% 0.00% 0.00% 0.00% 0.00% 4.51%

Sikhism 7 0 0 0 0 2 9

% 0.57% 0.00% 0.00% 0.00% 0.00% 0.16% 0.00% 0.73%

No religion 321 99 49 7 37 25 26 564

% 0.35% 0.11% 0.05% 0.01% 0.04% 0.03% 0.03% 0.62%

Disabled 94 21 17 41 3 17 30 223

% 3.59% 0.80% 0.65% 1.56% 0.11% 0.65% 1.15% 8.51%

Heterosexual 756 318 128 69 93 99 104 1567

Gay 25 3 1 0 0 0 8 37

Lesbian 4 2 1 0 1 0 4 12

Bisexual 3 3 2 0 2 1 4 15

Expecting child 10 8 10 0 7 1 4 40

Child less than 2 97 46 79 0 26 3 12 263



Organisation Dates consulted Time consulted 

Number of 

represenatives 

involved 

Stroke

Obs & 

Gynae CYP

Apna Ghar (women from BME 

communites in South 

Tyneside)

31/10/2017 11.30am 15   

Apna Ghar (women from BME 

communites in South 

Tyneside)

16/11/2017 11.00am 11   

BLISS=Ability (People who 

have a disability, their families 

and carers in South Tyneside 

area)

13/09/2017 12.2.30pm 9   

Children and Young People's 

(mental health) service 
05/10/2017 4.30pm 4 

Clervaux toddler morning 11/10/2017 10.30am 10 

CREST (BME communities in 

South Tyneside)
25/10/2017 9.30am 8 

CREST (BME communities in 

South Tyneside)
25/10/2017 6pm 10 

LGBT Fed North East 

20/9/2017

27/9/2017

28/9/2017
26   

Matrix, South Tyneside 

(Substance misue and LAC)
13/10/2017

Organisational 

response 

received

North of England Refugee 

service
22/09/2017 1pm-3pm 8  

Parent and toddler group, St 

Peter's Church Hall
06/10/2017 9.30am 4 

Places for people (Teenage 

mothers and partners)
13/10/2017

Organisational 

response 

received

Sight Service (People who are 

visually impaired/Blind/sight 

loss and partially sighted)

04/10/2017 

06/10/2017
15 

Sign it Hear CIC, South 

Sheilds (Deaf and hearing 

impairment)

08/11/2017 6pm-8pm 10   

South Tyneside CCG Patient 

Reference Group
05/10/2017 2.00pm 8   

South Tyneside TEN - Young 

Carers 
19/10/2017 5.15pm 26 

Stroke Association South 

Tyneside 
12/09/2017 10.30am-12.30pm 15 

Stroke Association 

Sunderland - Coalfileds
15/09/2017 10.30am-12pm 18 

Stroke Association 

Sunderland - Mackem
14/09/2017 2-3pm 12 

Stroke Association 

Sunderland North 
20/09/2017 11.12.30pm 10 

St. Matthews toddler group 12/10/2017 9.30am 7 

St. Matthews toddler group 10/10/2017 9.30am 7 

Sunderland People First 31/10/2017 10am-12 noon 17   

                                          Table A: Organisations represented in focus group activity 

Service areas covered 



Talk 2 Us, Hebburn (self-

advocacy (speaking up) group 

for adults with learning 

disabilities living in South 

Tyneside. 

28/09/2017 10-12 10   

Talk and sign 09/10/2017 10.30am 7 

The Studio @ CIC 10/10/2017 6-7pm 7   

The Studio @ CIC 12/10/2017 4-5pm 12   

The Studio @ CIC 13/10/2017
10.30am-12 

noon 
7   

WHIST - Long term health 28/09/2017 1pm-32.30pm 7 

WHIST - Volunteers 25/09/2017 1pm-2.30pm 8 

WHIST - conversational 

English
27/09/2017 10am-11.30am 9 

WHiST - living with long term 

illness
11/10/2017 1.30-2.30pm 7 

Total number of participants 
20/11/2017

324



                                          Table A: Organisations represented in focus group activity 



 The Consultation Institute (tCI) 
Baystrait House, Station Road, 
Biggleswade, Beds. SG18 8AL 

   T: +44 (0)1767 318350 
E: info@consultationinstitute.org 

 

The Consultation Institute (tCI) 
Registered Office: Lynwood House, Crofton Road, Orpington, Kent, BR6 8QE  ●  Company Registration: No. 5126414 

 

 

 

 

 

 

 

 

 

 

NECS 
Consultation on Proposed Changes to the 

PATHWAY TO EXCELLENCE 
Quality Assurance Process 

Mid Term Review 
12th December 2017 

 
 
Dear Caroline, 
 
Further to your recent discussions with Andy Mills in his capacity as ‘Adviser’ to this 
consultation, I have been in regular contact with him in relation to the progress made to 
date. 
 
I am happy to confirm that I have now ‘signed off’ the Mid Term review stages of the 
compliance process. Please see below specific conditions attached to this ‘sign off’. We 
regard this stage as having attained ‘best practice’. 
 
I can also confirm that the mid review was passed as best practice subject to: 

• Your having published the results of the governance review to ensure public and 
stakeholders are aware of how and who will make the decision regarding the re-
designs covered by the consultation  

• The Programme provides evidence that the Stakeholder Panel is meeting.  

• The Programme continues to manage and respond to clinical and staff engagement 
to ensure the consultation cannot be challenged for failure to involve them 
adequately. 

 
The above will be evaluated by Andy Mills, your advisor, at the closing review. 
 
Whilst a client is entitled to make this milestone public, we would urge caution and suggest 
you discuss with the Institute before making any statement at this time. 
 
 
 

Caroline Latta 
Riverside House 
Goldcrest way 
Newcastle-Upon-Tyne 
NE15 8NY 
 
 
 



 The Consultation Institute (tCI) 
Baystrait House, Station Road, 
Biggleswade, Beds. SG18 8AL 

   T: +44 (0)1767 318350 
E: info@consultationinstitute.org 

 

The Consultation Institute (tCI) 
Registered Office: Lynwood House, Crofton Road, Orpington, Kent, BR6 8QE  ●  Company Registration: No. 5126414 

 
 
The Institute trusts that the whole consultation process will continue to meet its standards 
and looks forward to being able to award NECS the appropriate Certificate at the end of the 
exercise.  
 
Best regards, 

 

 
 
 

Nicholas Duffin (Assessor) 
Programme Director, the Consultation Institute 
Email: nd@consultationInstitute.org 
Tel: 01767 318350 

 



 The Consultation Institute (tCI) 
Baystrait House, Station Road, 
Biggleswade, Beds. SG18 8AL 

   T: +44 (0)1767 318350 
E: info@consultationinstitute.org 

 

The Consultation Institute (tCI) 
Registered Office: Lynwood House, Crofton Road, Orpington, Kent, BR6 8QE  ●  Company Registration: No. 5126414 

 

 

 

 

 

 

 

 

 

 

NECS 
Consultation on Proposed Changes to the 

PATH TO EXCELLENCE 
Quality Assurance Process 

Project Plan Review 
12th December 2017 

 
 
Dear Caroline, 
 
Further to your recent discussions with Andy Mills in his capacity as ‘Adviser’ to this 
consultation, I have been in regular contact with him in relation to the progress made to 
date. 
 
I am happy to confirm that I have now ‘signed off’ the project-plan review stages of the 
Quality Assurance process. We regard this stage as having attained ‘best practice’. 
 
Whilst a client is entitled to make this milestone public, we would urge caution and suggest 
you discuss with the Institute before making any statement at this time. 
  
Best regards, 
 

 
 
 
 

Nicholas Duffin (Assessor) 
Programme Director, the Consultation Institute 
Email: nd@consultationInstitute.org 
Tel: 01767 318350 

 

Caroline Latta 
Riverside House 
Goldcrest way 
Newcastle-Upon-Tyne 
NE15 8NY 
 
 



 The Consultation Institute (tCI) 
Baystrait House, Station Road, 
Biggleswade, Beds. SG18 8AL 

   T: +44 (0)1767 318350 
E: info@consultationinstitute.org 

 

The Consultation Institute (tCI) 
Registered Office: Lynwood House, Crofton Road, Orpington, Kent, BR6 8QE  ●  Company Registration: No. 5126414 

 

 

 

 

 

 

 

 

 
NECS 

Consultation on Proposed Changes to the 
PATH TO EXCELLENCE 

Quality Assurance Process 
Documentation Review 

12th December 2017 
 

Dear Caroline, 
 
Further to your recent discussions with Andy Mills in his capacity as ‘Adviser’ to this 
consultation, I have been in regular contact with him in relation to the progress made to 
date. 
 
I am happy to confirm that I have now ‘signed off’ the documentation stage of the Quality 
Assurance process. In this case, we confirm that the documents examined by the Institute 
are as set out in the Appendix attached to this letter. When the Institute ‘signs off’ in 
respect of documentation, it is important to note that our assessment is based on the 
conditions set out in paragraph 7** of the Quality Assurance agreement. We regard this 
stage as having attained ‘Best practice’. 
 
Whilst a client is entitled to make this milestone public, we would urge caution and suggest 
you discuss with the Institute before making any statement at this time. 
  
The Institute trusts that the whole consultation process will meet its standards and looks 
forward to being able to award NECS the appropriate Certificate at the end of the exercise.  
 
Best regards, 
 

 
 
 

Nicholas Duffin (Assessor) 
Programme Director, the Consultation Institute 
Email: nd@consultationInstitute.org 
Tel: 01767 318350 

Caroline Latta 
Riverside House 
Goldcrest way 
Newcastle-Upon-Tyne 
NE15 8NY 
 
 
 



 The Consultation Institute (tCI) 
Baystrait House, Station Road, 
Biggleswade, Beds. SG18 8AL 

   T: +44 (0)1767 318350 
E: info@consultationinstitute.org 

 

The Consultation Institute (tCI) 
Registered Office: Lynwood House, Crofton Road, Orpington, Kent, BR6 8QE  ●  Company Registration: No. 5126414 

 
**7.  In respect of the Documentation sign-off, TCI will limit its compliance review to general 
aspects of best practice communications and general fitness for purpose for documentation 
and other materials as agreed and defined separately with each client. Nothing in the 
agreement between the parties will establish any liability on tCI for any substantive content 
in any document 

  



 The Consultation Institute (tCI) 
Baystrait House, Station Road, 
Biggleswade, Beds. SG18 8AL 

   T: +44 (0)1767 318350 
E: info@consultationinstitute.org 

 

The Consultation Institute (tCI) 
Registered Office: Lynwood House, Crofton Road, Orpington, Kent, BR6 8QE  ●  Company Registration: No. 5126414 
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EI Work Plan 
Joint Health Protocol 
Model Equality Questionnaire ND0716 
NECS P2E Consultation Survey Flow Model DRAFT 030417 (3) 
4 September 2017 amended FINAL 
A review of patient insight Sunderland and South Tyneside version 2 -  5 12 16 
NHS PTE visuals AA v7 ET amends 140617 
Path to Excellence Consultation Analysis Draft Final Report 051217 FINAL 
P2E Online Survey Questionnaire AMENDED DRAFT V3 140617 (1) 
P2E Press Coverage, storm, teacup you say 
P2E strategic timeline 
Path to Excellence Consultation Analysis Draft Final Report 051217 FINAL (1) 
Path to excellence consultation document draft v1.8 ET 5.05.17 (6) (3) 
Path to excellence joint OSC presentation FINAL 19-9-16 
Path to Excellence issues booklet FINAL web 
PtE Phase 1a Decision Making process 1.0 September 2017 
PtE potential revised strategic timeline v12 2.5.17 
Review of consultation methodology and compliance with statutory engagement and 
consultation responsibilities - DRAFT (1) 
Review-of-consultation-methodology-and-compliance-with-statutory-engagement 
Risk Assessment Workshop for NECS - S Tyneside & Sunderland DRAFT (1) 
Travel impact assessment scope DRAFT v1.2 
 



 

  

NHS Confidential/Protect 

DECEMBER 2017 
 
Outline communications and engagement strategy for phase two of Path 
to Excellence clinical service reviews  
 
This paper acts as discussion document for an outline communications and engagement 
strategy for the next phases of the Path to Excellence programme (P2E).  It takes into 
account the legal and policy context for NHS service change, best practice communications 
and engagement advice to support staff and stakeholder understanding, to gain support 
and minimise opposition and challenge.  It also takes account of the North of England 
Commissioning Support communications and engagement staffing resource available 
agreed via the P2E programme which will deliver activity working closely with the Trusts in-
house teams.  After feedback from the P2E NHS South Tyneside and Sunderland partners, 
from both Trusts and clinical commissioning groups, this paper will be further developed 
into a full strategy, clear tactical action plan and agreed metrics for evaluation. 

 
Strategic positioning 
There is a clear stakeholder, staff and public expectation to be involved earlier in the next 
phase of clinical transformation across South Tyneside and Sunderland.  New programme 
governance arrangements have already been set up for phase two and this includes the 
establishment of a P2E public consultation stakeholder reference group (to provide advice, 
views, suggestions or opinions on communications and engagement activity).   
 
This strategy will ensure that both Trusts and both CCGs meet all necessary best practice 
standards to effectively communicate and engage with all stakeholders during phase two of 
PTE.  In line with NHS policy in relation to significant service change, this will be delivered 
over two distinct phases: 
 

 Pre-engagement phase (January 2018 – May 2019) - socialising issues and case for 

change, staff and stakeholder involvement in option development 

 Formal consultation phase (May 2019 – July 2019) - formal consultation on options 

devised in the pre-engagement phase. 

As well as statutory legal duties for public consultation, this strategy also takes account of 
other areas of best practice compliance including case law such as the Gunning Principles 
and the Equality Act.  In addition, compliance is required against the five NHS assurance 
tests for service change: 
 

 Clinical engagement and support from clinical commissioners  

 Strong patient, public and stakeholder engagement  

 Clear clinical evidence base 

 Consistent with current and prospective need for patient choice 

 Bed test (added in April 2017) 

There are a number of other key national NHS policy areas that will be taken into account 
to ensure alignment: 

 Empowering community model for patient centred care 
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 NHS constitution standards around patient involvement and patient choice 

 Clinical standards 

 Five Year Forward View 

Objectives 
Pre-engagement phase (January 2018 – September 2018) 
During the pre-engagement phase we must ensure robust involvement and transparency 
with staff groups and key other stakeholders around: 

 Understanding of the issues 

 Socialisation of case for change for each clinical service review area 

 The process for change and how to contribute ideas and offer solutions for option 

development 

 How ideas for change are assessed using hurdle criteria for clinical due diligence in 

order to ensure feasible options for the future are developed  

 Testing improved communications and engagement mechanisms to ensure they are 

robust and support continuous dynamic dialogue required for best practice 

consultation 

 Benching marking of patient experience in different specialities to inform clinical 

service review case for change and option development 

 Preparation of full pre-consultation business case and relevant assurance 

assessments  

Consultation phase (May 2019 – July 2019) 
During formal public consultation we must ensure: 

 A robust and safe consultation process which demonstrates best practice public, 

staff and stakeholder involvement 

 All legal duties, Gunning Principles and key NHS policy is met about significant 

service change 

 Robust dialogue and feedback is collected to inform strategic decision making  

 Clear information about how decisions will be made and future timetable 

 Appropriate communications and marketing activity to promote access to the 

consultation  

Narrative development (October 2017 – January 2018) 
It is critical that a high level clinical narrative is developed which clearly articulates the 
clinical vision for the areas being discussed and likely to be consulted upon: 
 

 Emergency care and acute medicine 

 Emergency surgery  

 Planned / ongoing care and specialist services 

This updated overarching narrative / case for change document will include: 

 A reminder about phase one and why these vulnerable services were chosen first 

 Lessons learnt from phase one to improve wider staff and stakeholder involvement 

at earlier stages  
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 A clear message that there is a strong future for South Tyneside District hospital  

 A clear message that changes are being clinically-led to make best use of staff 

resource, expertise and to improve clinical care and outcomes for local people. 

This narrative will underpin all communications and engagement activity during the pre-
engagement and formal consultation phases and ensure there is a consistent message 
from the outset of phase two.  For each of the clinical service review areas, a specific 
narrative will need to be developed and approved which covers the following points: 
 

 What is the current situation? (Data, facts and figures) 

 Why is change needed?  

 Why would change be better for patients and what is important to them? 

 What do we need to consider 

Benchmarking patient experiences (December 2017 – January 2018) 
There will be a continuation of survey and engagement work with patients with lived 
experiences of services under review in phase two. This will also include consideration of 
patient pathway experience mapping.  This benchmarking will take place during December 
and January and will inform high level clinical design work starting from February onwards. 

 
Staff communication and engagement  
From the outset of phase two, regular communications and engagement activity will be very 
important to ensure the workforce across both Trusts is kept up-to-date as work progresses 
and to make sure staff have an opportunity to become involved at appropriate times.  A 
revised programme of regular internal communications and engagement activity for both 
Trusts will help significantly with this process and will be implemented from September / 
October 2017 following agreement from the executive team.   
 
The tactics described below are in addition to the Trusts’ own internal communications and 
engagement activity.  The revised clinical narrative / case for change document will be 
pivotal to this work and we will also need to give clear information for staff from October 
onwards on the following: 
 

 Details of the clinical leaders involved  in the core design teams for each clinical 

service review area for phase two and the chairs for each of the four work streams  

 

 A clear process for staff to reach these clinical leaders and ask any questions (we 

suggest this is via dedicated intranet pages for both Trusts and via Path to 

Excellence email inboxes managed by the communications team)  

 

 A clear timeline for staff (which will evolve as time progresses) which allows staff to 

see how work is progressing in the immediate 3 – 6 months ahead 

 

 A more detailed intranet page across both Trusts which acts as the core source of 

information for staff and is easily to use.  This will include: 

o Key documents 

o Q&As 
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o Facility to ‘Ask a question’ 

o Who is who from clinical service reviews 

o Staff forward event plan 

o How to get involved  

Tactics, mechanisms and timescales for staff engagement 
October 2017 – staff briefing sessions  
The Trusts’ joint executive team will hold its usual quarterly staff briefing sessions in 
October 2017 and these will include a detailed section on phase two of Path to Excellence 
programme including:  

 Recap on phase one and why those three areas were first  

 Phase two areas of speciality focus and priorities  

 The clinical review teams ‘who’s who’ for phase two 

 Timeline for staff engagement moving forward  

December 2017 – staff survey work  
Working with NECS, it is recommended that some specific staff survey work is developed 
and carried out in December with teams in the three service areas: 

 Emergency care and acute medicine 

 Emergency surgery  

 Planned and ongoing care and specialist services 

This will aim to capture views from frontline staff on the challenges and difficulties they 
currently face in service delivery which will be used to help inform further discussion.  The 
methods for this will be agreed with NECS and use a mixture of qualitative and quantitative 
research techniques.  Feedback from this staff survey work will be shared with the clinical 
design teams and to the wider workforce (see below). 
 
February 2018 - discussion workshops with staff  
Three half-day discussion workshops will take place in late February for each of the clinical 
review service areas which are likely to result in public consultation (note clinical support 
services will not have its own workshop but staff will be invited to the session below):  

 Emergency care and acute medicine 

 Emergency surgery  

 Planned and ongoing care and specialist services 

As well as the core design team, key representation from the wider workforce should also 
be invited from both Trusts and must include: 

 Ward managers and senior nursing staff 

 Junior doctors and middle grades 

 Clinical support (radiology, pathology, therapies, pharmacy as appropriate) 

 Therapy teams  

In order to allow some clear thinking space and signal unity between the two FTs, these 
session will be held off site at a venue in between South Shields and Sunderland (Boldon) 
and bring together staff from both Trusts.   
 



NHS Confidential-Protect 

5 

 

They will be independently facilitated and the format will include an introductory 
presentation from the core design team which plays back the feedback gained from staff as 
part of the survey work in December, as well as the core challenges faced by the Trusts.  
As this stage the conversation is about coming up with potential solutions for these 
challenges which then feed into option development. 
  
The presentations will be followed by facilitated round table discussions which allow people 
to input their views.  Independent facilitation of these events is key to ensure smooth 
running and that no-one side of the alliance is seen to dominate the conversation.  Detailed 
planning of these events will be necessary and investment will be required for room hire, 
facilitation etc.  It is also recommended that parts of these events are captured on video, 
with vox pops from staff which can be shared with the wider workforce and demonstrates 
transparency.  As these discussion workshops take place, there will be simultaneous 
updates for stakeholders and the public on the work underway as part of the clinical service 
reviews (as detailed further in this paper).  
 
April 2018  
The revised clinical narrative and case for change document, essentially ‘our story for 
phase two’, will be formally launched at the start of 2018/19 with both staff and 
stakeholders.  This will take account of and include all feedback from staff (and stakeholder 
see below) as part of the iterative engagement process during February and March.  
 
June and September 2018 – Clinical ‘sense check’ due diligence workshops 
Two clinical ‘sense check’ due diligence workshops are recommended for June 2018 and 
September 2018. These will be day-long events and will bring together the core designs 
teams only, across the three service areas from both Trusts, to allow for strategic 
discussion and option development. 
 
Again, it is recommended that these are held off site and independently facilitated.  The 
purpose will be to feedback from the initial discussion workshops with staff (as described 
above) and begin to look at the emerging models, interdependencies and future option 
development.  These events will also play a key role in starting to bring together working 
cultures from both organisations.  
 
Again, it is recommended that parts of these events are captured on video, with vox pops 
from clinical leaders which can be shared with the wider workforce and demonstrates 
transparency.  There should also be simultaneous updates for stakeholders and the public 
on the work underway as part of the clinical service reviews.  To coincide with these clinical 
due diligence events, simultaneous staff and stakeholder updates will be shared widely to 
ensure there is a consistent message about: 

 Context / case for change / current situation  

 Why change is needed and will be better for patient care  

 Feedback gained from discussion workshops with staff / staff involvement  

 The emerging direction of travel / potential future options 

 What needs to be considered as part of option development 

 Timeline, process and next steps for public engagement and consultation  

Support for clinical design teams  
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It is recommended that the clinical leaders involved in the core design teams for each area 
undergo some strategic leadership / core interpersonal skills training very early during the 
pre-engagement phase in preparation for staff, stakeholder and public engagement 
activities which will take place from early 2018.  

 
Wider stakeholder involvement 
Throughout the whole pre-engagement and consultation periods for phase two, there will be 
continued stakeholder updates via attendance at key strategic meetings such as Joint 
Health Overview and Scrutiny, Individual HOSC, Health and Wellbeing boards, updates 
with Healthwatch and regular CCG-led health forums and engagement such as GP time 
outs.  This will be underpinned by regular Path to Excellence stakeholder bulletins plus 
appropriate communications planning and activity to support delivery of events.  The newly 
established stakeholder reference panel will guide the development of the communications 
and engagement strategy throughout. 
 
March 2018 
Following the staff workshops at the end of February, public feedback events will also take 
place to update the public and wider stakeholders on the discussion workshops taking 
place with staff and the work so far on PTE phase two.  This will ensure consistent 
messaging about the case for change, areas under discussion with staff and robust process 
being followed.  This will also allow for the public’s involvement prior to the publication of 
the new narrative / case for change document in April 2018 through robust engagement.   
 
April 2018  
The revised clinical narrative and case for change document, essentially ‘our story for 
phase two’, will be formally launched at the start of 2018/19 with both staff and 
stakeholders.  This will take account of and include all feedback from staff and stakeholders 
as part of the iterative engagement process during February and March.  
 
Summer 2018 
Two public events (one in each locality) will take place following the first clinical ‘sense 
check’ due diligence workshop to share feedback gained from staff, emerging 
models/direction of travel, sense check hurdle criterial and process for option development. 
 
September 2018 
Two public events (one in each locality) will take place following the second clinical ‘sense 
check’ due diligence workshop.  This will provide an update on long list of options and 
direction of travel, timeline and next steps for engagement and consultation.  
 
October to December 2018 
Further public engagement events as required to test aspects of the process for example 
decision making criteria. 

 
Resources 
The importance of staff involvement and engagement should not be underestimated and 
the recommendations made for phase two take on board learning from phase one.   
Given the critical nature of this work and existing day-to-day pressures on key frontline staff 
who we wish to be involved, it is recommended that the dates and times for the 
recommended activity are agreed and committed in peoples’ diaries as soon as possible. 
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The Trusts’ communications team will provide support in managing this process and will 
ensure any queries, as a result of wider communications and engagement activity, are 
fielded centrally as not to over burden the design teams. 
 
Staff survey development and independent facilitation of the discussion workshops with 
staff will be provided through the existing contractual arrangements with NECS. 
Planning for the two clinical ‘sense check’ due diligence workshops in June and September 
2018 will take place via the CSRG and independent facilitation is also recommended. 
 

Evaluation measures 
Consideration should be given to evaluation measures that can be tracked and reported to 
give insight into the strategy’s effectiveness. Examples are included below and more should 
be developed as time progresses. 
 
Outputs  
Feedback forms from staff and public at events (including demographic analysis and 
sentiment) 
Numbers of staff attendance at events 
Number of stakeholder/public at events 
Number of questions asked by staff via intranet page  
Social media engagement and tracking 
 
Outcomes 
Improvement in 2017 NHS staff survey for Trust staff  
Best practice met in line with Consultation Institute independent quality assurance 
Improvement in CCG stakeholder 360 survey results in relation to key stakeholders 
 
Authors:  
 

 Liz Davies – head of communications South Tyneside NHS Foundation Trust and 

City Hospitals Sunderland NHS Foundation Trust 

 

 Caroline Latta – senior communications and engagement locality manager NHS 

North of England Commissioning Support 

 
 


	Agenda - meeting in common of Governing Bodies - 21 Feb 18_FINAL
	Extraordinary Meeting 21 Feb 2018
	Decision - Supporting Information
	1 Path to Excellence Consultation Analysis Final Report January 2018
	1 Path to Excellence Consultation Analysis Executive Summary
	1.1 Introduction
	1.2 The Consultation
	1.3 Online website and social media metrics
	1.3.1 Website
	1.3.2 Social media
	1.3.3 Media monitoring

	1.4 Consultation Analysis
	1.5 Quantitative Findings: Resident Street Survey, Online/Paper Consultation Survey, and Direct Patient Surveys
	1.6 Overall Preferred Option: Maternity Services and Women’s Healthcare Services
	1.7 Overall Preferred Children and Young People’s Healthcare Services Option
	1.8 Qualitative Findings: Focus Groups and Public, Staff and Stakeholder Meetings
	1.8.1 Overall Concerns
	1.8.2 Stroke Services
	1.8.3 Maternity Services and Women’s Healthcare Services
	1.8.4 Children and Young People’s Healthcare Services

	1.9 Staff Group Feedback
	1.9.1 Stroke Services
	1.9.2 Maternity Services and Women’s Healthcare Services

	1.10 Findings Summary
	1.10.1 Overall Concerns
	1.10.2 Preferred Option Stroke Services
	1.10.3 Preferred Option Maternity and Women’s Healthcare Services
	1.10.4 Preferred Option Children and Young People’s Healthcare Services


	2 The Path to Excellence Consultation
	2.1  Introduction
	2.2 The Consultation Process
	2.3 Methodologies
	2.3.1  Resident street survey
	2.3.2 Online and paper based consultation survey
	2.3.3 Direct mail patient survey
	2.3.4 Focus group sessions
	2.3.5 Public, staff and stakeholder discussion events
	2.3.6 Individual submissions

	2.4 Responses
	2.4.1 Response summary – all methodologies

	2.5 Demographics summary
	2.5.1 Resident Street Survey demographics summary
	 Number interviewed 805
	2.5.2 Online and paper based consultation survey demographics summary (
	 Number responded 496 - post-data clean
	2.5.3 Direct patients survey demographics summary
	Stroke (Number responded = 81)
	Maternity (Number responded = 141)
	Children and Young People (Number responded = 102)

	2.5.4 Focus group sessions
	2.5.5 Public, staff and stakeholder events, including staff Q&A events
	2.5.6 Individual submissions
	2.5.7 Online website and social media metrics

	2.6 Consultation Analysis methodologies
	2.6.1 Quantitative Analysis
	2.6.2 Qualitative Analysis

	2.7 Analysis Report Structure

	3 Quantitative Responses: Stroke Services
	3.1 Introduction
	3.2 Resident Street Survey Analysis
	3.2.1 Overall Preferred Stroke Service Option (Resident Street Survey)

	3.3 Stroke Service Option preferences by Area (Resident Street Survey)
	3.3.1 Stroke Service Option Preferences by Age (Resident Street Survey)
	3.3.2 Stroke Service Option Preferences by Sex (Resident Street Survey)

	3.4 Online/Paper Consultation Survey Analysis
	3.4.1 Overall Preferred Stroke Services Option (Online/Paper Consultation Survey)
	3.4.2 Stroke Service Option preferences by Area (Online/Paper Consultation Survey)
	3.4.3 Stroke Service Option preferences by Age (Online/Paper Consultation Survey)
	3.4.4 Stroke Service Option Preferences by Sex (Online/Paper Consultation Survey)

	3.5 Direct Patient Survey Analysis
	3.5.1 Overall Preferred Stroke Service Option (Direct Patient Survey)
	3.5.2 Stroke Service Option preferences by Area (Direct Patient Survey)
	3.5.3 Stroke Service Option Preferences by Age (Direct Patient Survey)
	3.5.4 Stroke Service Option Preferences by Sex (Direct Patient Survey)
	3.5.5 Stroke Service Options scale of meeting need

	3.6 Stroke Services Quantitative Analysis Summary

	4 Quantitative Responses: Maternity (obstetrics) and Women’s Healthcare Services (gynaecology)
	4.1 Introduction
	4.2 Resident Street Survey Analysis
	4.2.1 Overall Maternity and Women’s Healthcare Services Preferred Option (Resident Street Survey)
	4.2.2 Maternity and Women’s Healthcare Services Option preferences by Area (Resident Street Survey)
	4.2.3 Maternity and Women’s Healthcare Services Option preferences by Age (Resident Street Survey)
	4.2.4 Maternity and Women’s Healthcare Services Option Preferences by Sex (Resident Street Survey)
	4.2.5 Maternity and Women’s Healthcare Services Option Preferences by Pregnancy/child under 2 (Resident Street Survey)

	4.3 Online/Paper Consultation Survey Analysis
	4.3.1 Overall Preferred Maternity and Women’s Healthcare Services Option (Online/Paper Consultation Survey)
	4.3.2 Maternity and Women’s Healthcare Services Option preferences by Area (Online/Paper Consultation Survey)
	4.3.3 Maternity and Women’s Healthcare Services Option preferences by Age (Online/Paper Consultation Survey)
	4.3.4 Maternity and Women’s Healthcare Services Option Preferences by Sex (Online/Paper Consultation Survey)
	4.3.5 Maternity and Women’s Healthcare Services Option Preferences by Pregnancy/Child under 2 (Online/Paper Consultation Survey)

	4.4 Direct Patient Survey Analysis
	4.4.1 Overall Preferred Maternity and Women’s Healthcare Services Option (Direct Patient Survey)
	4.4.2 Maternity and Women’s Healthcare Services Option preferences by Area (Direct Patient Survey)

	4.5 Maternity and Women’s Healthcare Services Option Preferences by Age (Direct Patient Survey)
	4.5.1 Maternity and Women’s Healthcare Services Option Preferences by Pregnancy/Child under 2 (Direct Patient Survey)

	4.6 Maternity and Women’s Healthcare Services Options scale of meeting need
	4.6.1 Maternity and Women's Healthcare Services (Resident Street Survey)
	4.6.2 Maternity and Women's Healthcare Services by Area (Resident Street Survey)
	4.6.3 Maternity and Women's Healthcare Services (Online/Paper Consultation Survey)

	4.7 Maternity and Women’s Healthcare Services Quantitative Analysis Summary

	5 Quantitative Responses: Children and Young People’s Healthcare (urgent and emergency paediatrics) Services
	5.1 Introduction
	5.2 Resident Street Survey Analysis
	5.2.1 Overall Children and Young People’s Healthcare Services Preferred Option (Resident Street Survey)
	5.2.2 Children and Young People’s Healthcare Services Option preferences by area (Resident Street Survey)
	5.2.3 Children and Young People’s Healthcare Services Option Preferences by Age (Resident Street Survey)
	5.2.4 Children and Young People’s Healthcare Services Option Preferences by Sex (Resident Street Survey)

	5.3 Online/Paper Consultation Survey Analysis
	5.3.1 Overall Preferred Children and Young People’s Healthcare Services Option (Online/Paper Consultation Survey)
	5.3.2 Children and Young People’s Healthcare Services Option Preferences by Area (Online/Paper Consultation Survey)
	5.3.3 Children and Young People’s Healthcare Services Preferences by Age (Online/Paper Consultation Survey)
	5.3.4 Children and Young People’s Healthcare Services Option Preferences by Sex (Online/Paper Consultation Survey)

	5.4 Direct Patient Survey Analysis
	5.4.1 Overall Preferred Children and Young People’s Healthcare Services Option (Direct Patient Survey)
	5.4.2 Children and Young People’s Healthcare Services Option Preferences by Area (Direct Patient Survey)
	5.4.3 Children and Young People’s Healthcare Services Option Preferences by Age (Direct Patient Survey)
	5.4.4 Children and Young People’s Healthcare Services Option Preferences by Sex (Direct Patient Survey)

	5.5 Children and Young People’s Healthcare Services Options scale of meeting need
	5.5.1 Children’s and Young People's Healthcare Services (Resident Street Survey)
	5.5.2 Children’s and Young People's Healthcare Services by Area (Resident Street Survey)
	5.5.3 Children’s and Young People's Healthcare Services (Online/Paper Consultation Survey)

	5.6 Children and Young People’s Healthcare Services Quantitative Analysis Summary

	6 Quantitative Analysis: Process Questions
	6.1 Introduction
	6.2 Findings: Quantitative Process Questions
	6.2.1 Criteria felt to be most appropriate to use in the decision-making process
	6.2.2 Criteria felt to be most important in the decision-making process
	6.2.3 Additional Criteria suggestions


	7 Overall Options Preferences by Quantitative Method
	7.1 Stroke Services
	7.1.1 Stroke Services – all respondents
	7.1.2 Stroke Services by area

	7.2 Maternity Services and Women’s Healthcare Services
	7.2.1 Maternity Services and Women’s Healthcare Services – all respondents
	7.2.2 Maternity Services and Women’s Healthcare Services - by area

	7.3 Children and Young People’s Healthcare Services
	7.3.1 Children and Young People’s Healthcare Services - all respondents
	7.3.2 Children and Young People’s Healthcare Services – by area


	8 Quantitative Key Themes from Open Text Responses
	9 Qualitative Findings: Public, Staff and Stakeholder Meetings
	9.1 Meeting Records
	9.1.1 Summary of key issues across all service areas
	Ability to cope (Estates and Facilities)
	Staffing
	The additional costs (Deprivation)
	Travel and Transport
	Ambulance Service
	The consultation processes
	Criticism of the options

	9.1.2 Summary of key Issues: Stroke Services
	Comments on consultation/options
	Capacity at Sunderland
	Urgency of Response – The ‘Golden Hour’
	Specialist Care
	Mental Wellbeing of Patients

	9.1.3 Summary of Key Issues: Maternity and Women’s Healthcare Services
	Low to High Risk Births
	SCBU
	MLUs
	Travel
	Options: Observations and Comment
	Local Tradition
	Specific (Contentious?) Care Issues

	9.1.4 Summary of Key Issues: Children and Young People’s Healthcare (Urgent and Emergency Paediatrics) Services
	Time (8 to 8?)
	Communications/Informing the Public
	Capacity
	Specialist A&E/Specialist Needs And Safety
	Specialist Emergency
	Comments on the Options



	10 Focus Groups
	10.1.1 Format of meetings
	10.1.2 Summary of key issues across all service area discussions
	Why the enhanced focus on Sunderland Royal Hospital; where’s the evidence, can it cope?
	Travel and Access (Specific needs)
	Ambulance response times
	Status Quo and Financial Pressures
	Health and Wellbeing
	Shifting service to other areas
	Travel and Transport: The financial & time burden placed on those who can least afford it
	Trust
	Travel and Transport: an additional time and cost burden on those who can least afford it
	The consultation processes and evidence base

	10.1.3 Summary of key issues: Stroke Services
	Overall comments
	Quality of Care and a Centre of Excellence (Stroke)
	Inequalities
	Finances and reality
	Option Preferences and the status quo

	10.1.4 Summary of key issues: Maternity and Women’s Healthcare Services
	Overall Concerns
	Quality of Care and a Centre of Excellence
	Ambulance Response Times
	Travel
	Option Preferences

	10.1.5 Summary of Key Issues: Children and Young People’s Healthcare (Urgent and Emergency Paediatrics) Services
	Overall concerns
	Quality of Care and a Centre of Excellence
	Ambulance Service Response Times
	Travel and Transport
	Access Inequalities
	Health and Wellbeing
	Option Preferences

	10.1.6 Impact on Equalities Groups of the Proposals
	Family impacts:
	Future and present needs – specific concerns over the options:
	Trust and Respect:
	Health and Wellbeing:
	Travel and Transport:

	10.2 Travel and Transport Discussion Group
	Accessibility
	Existing and Extra Bus and Metro Provision
	Private Transport (Taxis)
	Out of Hours?
	Ambulance Service Responses
	Parking
	Cost (particularly for those on low incomes)
	Additional Burdens on Relatives and Friends
	Travel and Transport Analysis Concerns
	Alternative Solutions

	10.3 Staff Q&A events
	10.3.1 Stroke Services
	Consultation Process and the Options
	Operational Reality?
	Costs
	Capacity at Sunderland
	Rehab/Reablement
	Safe Staffing
	Practical Issues

	10.3.2 Children and Young People’s healthcare Services
	Staff Consultation
	Identity
	Transport
	Adult A&E?
	Minor Issues
	Consultant Review
	Evidence Base and 24-HOUR Demand
	Capacity

	10.3.3 Maternity and Women’s Healthcare Services
	The Impact on community teams
	Midwife Led Units (MLU)
	Role of Staff
	Travel Impact
	Staff



	11 Individual Submissions
	11.1 Introduction
	11.2 Health Scrutiny and Healthwatch organisations
	11.2.1 HealthWatch
	Consultation process
	Options
	Downgrading South Tyneside Hospital
	Travel and Transport

	11.2.2 Health Scrutiny

	11.3 NHS Organisations
	11.4 Voluntary and Community Sector (VCS)/Third Sector Organisations – Including National Organisations
	11.5 Patients and Public
	11.5.1 Detailed Technical Responses
	11.5.2 Summary of Key Themes
	Transport
	Why Sunderland?
	Ambulance Response Times
	Trust
	Community and Social Care
	Shifting Services to other Areas


	11.6 NHS Governors and Staff
	11.7 Trade unions and staff group representatives
	11.8 Elected representatives, Members of parliament and political parties.

	12 Summary of Findings
	 In qualitative discussion the preferred option where consensus was reached was for Option 1 on the basis that there would at least be Doctors at South Tyneside District Hospital for twelve hours a day.
	  However, this, and in particular, the 8am-8pm service proposal, was felt to be a compromise and ultimately led to downgrading of service at South Tyneside.

	13 Appendix One: Detailed Consultation Options for All Services
	14 Appendix Two: Targeted Equality Focus Groups Demographics
	14.1 Introduction
	14.2 General Demographics
	14.3 Living in a Deprived Neighbourhood

	15 Appendix Three:  Equalities Groups – Key Issues from the Focus Groups
	Loss of independence (Sensory Disabilities)
	Specific Support Needs (Physical, Sensory and Learning Disabilities and Cognitive Impairment)
	Isolation
	Travelling Distances
	Age: Missing Goldilocks
	Over Consulted, Mostly Not Heard
	Women from a BME Background
	Single Parents Travelling with Children

	16 Appendix Four: Individual submissions
	17 Appendix Five:  Key Themes of Open Text Analysis from Quantitative Methods
	17.1 Introduction
	17.2 Stroke Services
	17.3 Maternity Services and Women’s Healthcare Services
	17.4 Children and Young People’s Healthcare Services

	18 Appendix Six: Process Questions all outputs
	18.1 Resident survey results
	18.2 Online/paper results
	18.3 Direct Patient survey results – Children and Young People’s Healthcare respondents
	18.4 Direct Patient survey results – Maternity and Women’s Healthcare Services respondents
	18.5 Direct Patient survey results – Stroke Services respondents
	18.6 Criteria felt to be most important in the decision-making process
	18.6.1 Resident survey results
	18.6.2 Online/paper results
	18.6.3 Direct Patient survey results – Stroke Services respondents
	18.6.4 Direct Patient survey results – Maternity and Women’s Healthcare Services respondents
	18.6.5 Direct Patient survey results– Children and Young People’s Healthcare respondents


	19 Appendix Seven: Focus Group Meetings (Dates, Venues)
	20 Appendix Eight: Public Meetings (Dates, Venues)
	21 Appendix Nine: Resident Street Survey Sampling Detail
	21.1 Quota: Sunderland
	21.2 Quota: South Tyneside


	2 Summary-Integrated-Impact-Assessment-Report
	3 Final PtE Ph1 IIA summary report January 2018
	1.0 Introduction and purpose
	This document summarises the final Equality, Health and Health Inequalities Integrated Impact Assessments (IIAs) to support decision making around the Phase 1a Path to Excellence acute service change proposals. It should be read in conjunction with th...
	Baseline IIAs for Stroke, Obstetrics and Gynaecology (including Special Care Baby Unit) and Paediatric services were commissioned from an independent organisation in early 2017 to inform the evaluation of the options prior to them being agreed as appr...
	This document summarises the findings from the combined documents for each clinical service areas.
	2.0 Stroke final IIA
	2.1 Equality Impact (stroke)
	The baseline IIA identified strongly positive impacts of the proposed stroke changes for communities across both South Tyneside and Sunderland with protected characteristicsP0F P. The post-consultation IIA review and update review did not identify add...
	The final IIA therefore concludes that the following groups are likely to be most vulnerable to the drawbacks associated with the proposed stroke options:
	 BME communities
	 Disability groups
	 Socioeconomically deprived communities
	 Older peopleP2F
	While the drawback risks apply to all vulnerable groups across South Tyneside and Sunderland, they are more likely to apply to South Tyneside communities, given the nature of the proposals. However the IIA shows that the vulnerable communities are lik...
	Final equality impact assessment scores are summarised in figure 2-1. Equality impacts are of a similar scale and nature for Stroke Options 1 and 2, but negative impacts were slightly less for Option 3 given the limited travel and cost impact for affe...
	Table 2-1 Final Equality Impact Scores (stroke)
	2.2 Health and Health Inequalities Impact Assessment (HIIA) (stroke)
	The baseline IIA for stroke identified positive HIIA impact scores for Option 1 but negative for Options 2 and 3P4F P. The review and update of the IIA confirmed that the majority of the consultation concerns had been comprehensively reflected in the ...
	While this resulted in some changes to the HIIA scores, as per figure 2-2, this did not alter the overall conclusions of the pre-consultation IIA. The final IIA highlights how, while the repatriation elements of options 2 and 3 may be attractive to pe...
	Figure 2-2 Final Health and Health Inequalities Scores (Stroke)
	The IIA highlighted clear health and health inequalities benefits across both South Tyneside and Sunderland communities resulting from improved and sustainable levels of specialist medical and allied health professional staff, together with improved a...
	• Reduced mortality
	• Reduced morbidity
	• Less disability and / or sensory impairment
	• Improved quality of life and emotional wellbeing
	• Less social dependency
	• Improved stroke preventionP8F
	2.3 Risks and mitigations (stroke)
	The baseline IIA highlighted a number of drawbacks to the proposals, although it emphasised that the identified drawbacks were rarely significant enough to offset the strongly positive health P9F Pbenefits identified for option 1. Emphasis was placed ...
	The review of the IIA highlighted a small number of further risk-mitigating actions for consideration, in light of the consultation feedback. This included prioritising support for helping patients to adapt to the changes for South Tyneside residents ...
	The IIA indicates that suggested mitigating actions are not intended to be a recommendation or an instruction and should be considered with realistic reference to what can be achieved in the face of overstretched resources and the economic pressures o...
	Figure 2-3 Drawbacks and suggested mitigations of proposed stroke service changes
	3.0 Obstetrics and Gynaecology (O&G) IIA
	3.1 Equality Impact (O&G)
	The pre-consultation IIA identified considerable benefits relating to both obstetrics and gynaecology optionsP13F P (including the impacted changes on Special Care Baby Units) for all equality groups across both CCG areas, with benefits outweighing an...
	No new equality groups were highlighted as being potentially vulnerable to the proposed changesP15F P. The final IIA concludes the following groups as being most impacted by the obstetrics and gynaecology proposals:
	1. Socioeconomic deprivation
	2. Disability  (physical, mental, learning)
	3. Race (BME communities)
	4. Age (older women, older  and teenage mothers)
	5. Women who misuse alcohol or drugs
	6. Sensory impairment
	7. Women with co-morbid conditionsP16F
	Both service change options positively affect these vulnerable groups equally, irrespective of CCG area, because these groups are more likely to need consultant-led obstetric led care and the proposals for this type of care are the same in each option...
	Following consultation feedback, the review of the IIA included further consideration of the impact of travel arrangements on breastfeeding mothers. Equality impact scores for pregnancy and maternity were therefore amended to reflect an equal impact f...
	Table 3-1: Final Equality Impact Scores (Obstetrics and Gynaecology)
	The lower equality impact score for option 2 reflects the fact that Option 2 requires more women from South Tyneside to travel outside the borough than Option 1.P18F P The scores also recognise the loss of consultant and midwifery care in the South Ty...
	While the IIA highlights clear benefits of both options for equality groups in both CCG areas, it illustrates that these community groups may be more vulnerable to any associated drawbacks such as increased travel costsP20F P.
	3.2 Health and Health Inequalities Impact Assessment (HIIA) (obstetrics and gynaecology)
	The baseline IIA assessed both obstetrics and gynaecology options as having a strongly positive impact on health and health inequalities for both CCG populations, with minimal negative or neutral impacts.P21F P While the IIA review and update identifi...
	Breastfeeding mothers from South Tyneside were highlighted as being particularly disadvantaged due to accommodating additional travel time and inconvenience into feeding schedules.P23F P This additional impact led to slightly lower scores for both opt...
	Table 3-2: Health and Health Inequalities Impact Assessment Scores (Obstetrics and Gynaecology)
	While the IIA review and update considered further evidence relating to ambulance response times, the national Birthplace Study, North East Ambulance Service capacity and Care Quality Commission assessments, it concluded that this information did not ...
	The final IIA continues to demonstrate a higher score for option 1 than option 2P25F P. The main difference, partners and families needing to travel outside of South Tyneside. The IIA concludes that there is strong evidence that the significant benefi...
	 More sustainable and consistent high quality care, regardless of the day of the week of the time of day – for women, mothers and babies
	 Safer Care due to sustained and improved levels of specialist staffing -   especially in obstetrics care and neonatal care  - able to provide timely intervention and avoid clinical deterioration
	 More cost-efficient and cost-effective obstetrics and gynaecology servicesP27F P
	The IIA determines that both options will give children a better start in life and could therefore deliver enduring and significant benefits to child health, population health and inequalities across South Tyneside and SunderlandP28F P.
	3.3 Risks and mitigations (O&G)
	The baseline IIA highlighted a number of drawbacks to the proposals, although it emphasised that the identified drawbacks were rarely significant enough to offset the strongly positive health benefits identified. Emphasis was placed on supporting serv...
	The review of the IIA highlighted a small number of further risk-mitigating actions for consideration, in light of the consultation feedback. This included suggesting that the service level agreement with the North East Ambulance Service be reviewed t...
	The IIA review and update also highlighted the importance of decision-makers considering the obstetrics and gynaecology IIA in conjunction with the paediatrics IIA, given the interdependencies of both services with the special care baby unit.P31F
	3.4 Summary of O&G IIA
	The final IIA illustrates that both obstetrics and gynaecology options, including the resulting changes to the interdependent special care baby unit, could achieve significant positive impacts on health and health inequalities for women and children i...
	Nonetheless, risk mitigation to the range of potential drawbacks must be carefully considered and planned to ensure that the health and health inequalities benefits can be fully realised, without compromising safety and accessibility for service users...
	Table 4-1 Final Equality Scores (Urgent and Emergency Paediatrics)
	4.2 Health and health inequalities impact assessment (paediatric urgent and emergency care)
	The baseline IIA indicated that both paediatric options have the potential to result in gains to population health and inequalities for people in South Tyneside and Sunderland.  Anticipated benefits relate largely to people’s access to acute paediatri...
	 Improved levels of specialist staff and resources able to assess and treat children promptly and to deal with rising population needs in terms of scale and complexity
	 More effective and timely treatment of acute illnesses
	 Less risk of deterioration
	 Less pain and distress due to delays in assessment and treatment
	 Shorter hospital stays and less admissions or readmissions
	 Improved capacity to identify and safeguard children in needP37F
	These findings still apply given that the review and update of the IIA highlighted no issues from the public consultation that had not already been comprehensively considered in the baseline IIAP38F P. Additional NEAS response times data was reviewed ...
	The final integrated impact scores are highlighted in table 4-2. While negative impacts of the options are far less than the positive impacts, option 2 scored less due to the negative impacts affecting more peopleP42F P.
	Table 4-2 Final health and health inequality scores (Urgent and Emergency Paediatrics)
	4.3 Risks and mitigations (paediatric urgent and emergency care)
	The baseline IIA highlighted a number of drawbacks to the proposals, although it emphasised that the identified drawbacks were rarely significant enough to offset the strongly positive health benefits identified. Emphasis was placed on robust patient ...
	Potential drawbacks apply to both options and are most likely to impact on the vulnerable groups highlighted previously, particularly in South TynesideP43F P.
	The review of the IIA highlighted a small number of further risk-mitigating actions for consideration, in light of the consultation feedback. This included working groups specifically considering the needs of vulnerable groups as they move into implem...
	The IIA review and update also highlighted the importance of decision-makers considering the paediatrics IIA in conjunction with the obstetrics and gynaecology IIA, given the interdependencies of both services with the special care baby unit.P44F
	Table 4-3 Drawbacks and suggested mitigations of urgent and emergency paediatrics service change proposals
	4.4 Summary of urgent and emergency paediatrics IIA
	The final IIA highlights how the proposed paediatrics service changes could have profound benefits for children, leading to significant benefits to child health and inequalities across South Tyneside and Sunderland. It emphasises how the service model...
	While potential negative impacts exist these are far less in number than the positive impacts, however they are most prevalent in option 2 and most likely to impact vulnerable groups, particularly in South Tyneside. A range of potential actions should...
	4.0 Aggregated impact
	The pre-consultation IIAs highlighted some clear benefits and risks that were common to all three sets of service change proposals. These have been reviewed in light of the IIA updates with final, combined lists of benefits, risks and mitigating actio...
	*Stroke option 1
	5.0 Conclusion and next steps
	The final IIAs demonstrate that the combined impact of the stroke, obstetrics and gynaecology and urgent and emergency paediatric service change proposals, including the impact on the special care baby unit, will have more positive than negative impac...
	The CCGs have already initiated work to consider and address travel and transport risks through the development of a joint health and local authority travel and transport working group. Other risks and potential mitigating actions are being considered...
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