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“FILE ON 4” 

 

Transmission:  Tuesday 19th July 2011 

Repeat:  Sunday 24th July 2011 

 

Producer:  Samantha Fenwick 

Reporter:  Allan Urry 

Editor:  David Ross 

 

ACTUALITY – EMERGENCY SIRENS 

 

URRY: Accident and Emergency departments are on the front 

line of the National Health Service. 

 

ACTUALITY – PHONE IN A&E 

 

WOMAN: Hello, A&E, Hartlepool .... 

 

URRY: But some A&Es are closing, as the NHS undergoes the 

biggest shakeup in its history. Efficiency savings and more advanced medical techniques are 

bringing big changes to the way emergencies are dealt with.  Now new treatment centres are 

being set up in towns to deal with less serious cases, leaving hospitals to focus on providing 

more specialist emergency care in fewer places. 

 

DIXON: There’s no point having a nice lovely local A&E 

department that’s five minutes from your door if the quality of care in that department is not 

good enough.  Much better to have an A&E department that is twenty miles away perhaps, 

but actually is tip top.  
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URRY: But is that what’s being delivered?  We’ve found 

evidence that patient care is being put at risk.  One of Britain’s most senior A&E consultants 

has told this programme that Emergency Departments are foundering, as NHS Trusts try to 

make complex restructuring work. 

 

HEYWORTH: Many departments are fire-fighting more days than not, 

struggling to deal with the sheer numbers of patients coming in and struggling to provide care 

with limited numbers of staff and we need to act on this as a matter of immediate urgency. 

 

URRY: Tonight, we ask if emergency medicine is on life 

support.  

 

SIGNATURE TUNE 

 

ACTUALITY – HARTLEPOOL A&E  

 

MAN: ... pain-free now. 

 

WOMAN: Pain-free now.  ECG normal, sinus rhythm, blood 

pressure is 159/101 ... 

 

URRY: It’s mid-morning on a Tuesday, but staff at 

Hartlepool’s Accident and Emergency Department are already very busy. 

 

MAN: There’s a few in Resusc and everyone’s just pitching in 

to try and get them seen and sorted appropriately as soon as we can. 

 

URRY: They’re doing a good job, but not for much longer.  

This Emergency Department is to close on August 2nd.  Instead, ambulance crews will decide 

on which is the best hospital in the area for patients needing emergency treatment. It could be 

Stockton or Middlesbrough or even Newcastle.  But it won’t be Hartlepool.  The people at the 

centre of implementing these changes work for North Tees and Hartlepool NHS Foundation 

Trust. Deputy Chief Executive Carol Langdrake believes they can achieve better quality care, 

at a time when the Trust has to make efficiency savings of £16 million. 
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LANGDRAKE: When you consider that the average activity split for a 

hospital such as ours is probably about 80% of our work is emergency work, so actually 

we’ve got a fair amount that we can work on to change that balance.  The issue around 

Hartlepool and the A&E service there, in actual fact what that is about is getting a minor 

injuries facility, because the proportion of people who come to an A&E department who 

actually have a minor ailment is actually quite high.  

 

URRY: How high is it? 

  

LANGDRAKE: The proportion of minor injuries attendances to a 

typical A&E Department is 40%, so 40% of the attendances could be seen in a minor injuries 

unit in a community setting and needn’t come anywhere near a hospital, and that has got to be 

a better service for people going forward. 

 

URRY: The new facility they’re putting in the town is called 

the One Life Centre.  The idea is to provide a range of integrated services at the heart of the 

community with GPs, dentists, clinics for chest, back and leg problems, but not acute services 

with specialists in emergency medicine on hand. The community is wary. These kinds of 

plans are subject to scrutiny through health committees of local councils. In Hartlepool, the 

committee asked the Government to authorise an independent review. 

 

AKERS-BELCHER: We were very concerned that there was a lack of 

information and mostly a lack of communication with the people of Hartlepool and East 

Durham and we did call this into the Secretary of State. 

 

URRY: The Coalition Government has tasked the NHS to 

make efficiency savings without affecting the quality of patient care.  But the chair of the 

scrutiny committee, Stephen Akers-Belcher, says when the independent review panel began 

to burrow into the detail of the proposed closure of Hartlepool A&E, it found evidence that 

the town was heading for a poorer service from its replacement. 

  

AKERS-BELCHER: There was a lot of concern about the One Life Centre 

being a service which was uncertain.  We were faced with information that there was a lack 

of clarity around who would be doing the triage, when the service would open to the public 
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AKERS-BELCHER cont: and would that be by making a telephone call or would 

it be you could walk in the service.  And it was very uncertain that this service was going to 

be fully accessible and it was certainly clear that it was not a twenty-four hour service.  There 

was proposals for triage to be carried out on the front desk by receptionists, and we have said 

that we expect a better arrangement in place. 

 

URRY: What did you make of the way the Trust is managing 

these changes then? 

 

AKERS-BELCHER: The report clearly states that it was ill set out, the 

process wasn’t set out and really much thought gone into it. 

 

URRY: No wonder they were worried, especially when the 

changes were part of a plan which had been worked on for three years.  So how come, with 

the A&E closure just around the corner, the Trust’s plans had failed to impress an 

independent review panel or the people of Hartlepool?  A question I put to Deputy Chief 

Executive, Carol Langdrake. 

Why is there little public faith in either the process or the plans? 

 

LANGDRAKE: I think it’s a bit strong to say that there’s little public 

faith in that.  I think … 

 

URRY: Well, I’m quoting from your independent review panel, 

which reported on 14th March 2011.  Those are the words they used. 

 

LANGDRAKE: Yes, yes they did use those words, but actually what 

we have is a joint steering group made up of the Overview and Scrutiny Committee of the 

local authority and represented ... 

 

URRY: Which is talking about the public faith in this, isn’t it, 

so you’ve got to carry people with you, I know you know that, you’re accepting that up to 

this point when you’ve received this criticism from the independent panel, you hadn’t done 

the best job you could have in terms of putting the arguments out there. 
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LANGDRAKE: In relation to the specific issue on the A&E in 

Hartlepool, we could have done better. 

 

URRY: It’s not just about communication, is it?  In this report 

it says that plans to develop the services to cope with the full range of urgent care needs, this 

is what’s replacing the A&E, are at best confusing – at best confusing and at worst weak. 

 

LANGDRAKE: Right.  At the time that the review was initiated, we 

were actually in the middle of the planning process.  We hadn’t actually got to the end of that 

planning process when the concerns had escalated, and so therefore, when the review was 

initiated, as a response to the concerns, we stopped the planning process and let the review 

take its course.  

 

URRY: It doesn’t just say ‘not complete’, it says ‘weak’. 

 

LANGDRAKE: At this stage, our plans were not complete.  At the 

stage that I’m talking to you today, our plans almost complete, ready for a 2ndAugust change 

in services. 

 

URRY: North Tees insists they’ll get it right by the time the 

changeover happens next month.  And this sort of reorganisation is going on across the NHS.  

According to Dr Jennifer Dixon, director of the Nuffield Trust, which conducts health 

research and policy analysis, it’s aimed at providing better care for less money. 

 

DIXON: Services are being reconfigured around the country for 

a number of reasons.  One reason is because the nature of medicine is changing, much more 

can be done outside of hospital.  There are new technologies, which enable greater scrutiny of 

patients at home and enable them to be supported better, therefore not obviating the need for 

emergency admissions to hospital and use of A&E.  Another reason is because the NHS, 

although the budgets were largely protected, there’s still huge demand upon hospital care 

because of the ageing of the population, more people with chronic disease, for example, so 

there are efficiency reasons as well as quality reasons why there’s discussion at the moment 

about reconfiguring hospitals. 
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URRY: So the changes to the emergency and urgent care setup, 

is that at the bottom of it all – about saving money? 

 

DIXON: There are a number of things at play here.  One is the 

difficulty in getting in some parts of the country the right staff to staff emergency units. 

Another is because of the need for greater value for money, but also another is the 

recognition that a lot of out of hospital care can prevent avoidable hospital admissions.  

Therefore there’s a huge focus now to try to boost out of hospital care and try to reduce the 

hospital footprint, as is said in the trade, so that’s why there’s quite a lot of activity going on 

at the moment. 

 

URRY: But when you are reducing that footprint, you’ve got to 

be careful how you do it, because this is emergency care and lives are at stake. 

 

ACTUALITY AT GRAVESIDE 

 

AKRAM: This is his plot. You see that marble? 

 

URRY: Yes. 

 

AKRAM: He won a lot of marbles with that. 

 

URRY: He was a marble player, was he? 

 

AKRAM: He was a marble player and I put that marble there 

because that was his special marble. 

  

URRY: Christine Akram visits the grave of her six year old 

grandson, Mohammed Akeel, or Aki, who died in hospital three months ago. 

 

AKRAM: I just pray that he has got eternal rest and anybody 

who’s gone before him is looking after him [cries]. 
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URRY: On the 8th April, Aki had felt unwell at school so 

afterwards his family took him to Rochdale Infirmary, which had just shut its Accident and 

Emergency Department.  What had replaced it, rather like Hartlepool, was something called 

an Urgent Care Centre on the hospital site, staffed by GPs and nurses, and aimed at dealing 

with less serious cases.  At the Centre, Christine Akram and her daughter waited for six year 

old Aki to be seen. They were worried he was getting worse. 

 

AKRAM: I asked the nurse if he could lie down, because he was 

just drowsy and he had a massive temperature.  I touched his forehead and, you know, he was 

boiling up.  And then she eventually took him into a cubicle where he lied down, and the 

doctor came I think it was about quarter to six to have a look at him.  The doctor said that he 

had got tonsillitis. I said I wasn’t happy with his diagnose …. 

 

URRY: Why not, why not? 

 

AKRAM: Well then I saw the spots, three spots on his stomach 

and I pressed my fingers on them and I said, ‘What’s this with?’ and he said, ‘It’s with him 

having a temperature, it’s a heat rash,’ and I said, ‘I’m not happy with that, because they 

would have gone away when I pressed my fingers on them. They’re still there.’  

 

URRY: What were you thinking at that stage then? 

 

AKRAM: Last year I was councillor and we put a lot of money 

into advertising meningitis. And I knew it was serious. I didn’t like the look of the spots.  

 

URRY: But at Rochdale’s Urgent Care Centre, the examining 

GP thought otherwise and, by 7.30 that evening, antibiotics were prescribed and the family 

was told to go home and let Aki sleep it off.  That night, the six year old’s condition further 

deteriorated and so the family took him back to the Urgent Care Centre. They say they got 

there at a quarter to eleven but that there were delays.   A re-admission on the same day is 

usually regarded as a big warning sign for medics. 

 

AKRAM: So we sat down and waited and at twelve o’clock I 

asked a nurse again to give me a little cubicle to put him in so he could lie down. And she 
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AKRAM cont: took us into the cubicle, and this doctor was passing 

and he looked in and he saw the bruising coming up all over him, and he just picked him up 

and took him into the IC unit.  He was gasping for breath, this was about 1 o’clock.  They put 

this mask over his face, what covered his face.  

 

URRY: That was to give him oxygen, was it? 

 

AKRAM: To give him oxygen.  And they phoned at one o’clock, 

they phoned for the ambulance.  The ambulance arrived at two o’clock in the morning and 

they phoned the paediatrician. 

 

URRY: So the resuscitation effort went on. Then what 

happened? 

 

AKRAM: Well, I went out and it was my husband and my 

daughter and my son who was in there. And then at half past three my daughter came to me 

and said, ‘Please Mum, give me permission to make them stop,’ because that upset me, and 

she says, ‘They’ve been working on him for an hour now,’ and I walked out and then after 

my son come and said, ‘Mum, he’s gone. [crying] 

 

URRY: The child did have meningitis. Medics couldn’t save 

him. Later, the family complained about the way the boy’s case was dealt with.  They are 

concerned about the misdiagnosis, delays in his treatment, particularly after his second 

admission that day, and what they regard as unsatisfactory resuscitation efforts. They believe 

he’d have had a better chance if Rochdale had kept its A&E and they’d been seen by 

emergency medics there, with more backup.  The organisation which runs the service, 

Pennine Acute Hospitals NHS Trust, told us they wouldn’t comment about the specific 

details of the case until they’d had a chance to speak with the family about the findings of an 

investigation.  But for the Trust, senior clinician Dr Anton Sinniah denied any failure of care 

caused by the changes. 

 

SINNIAH: The difficulty managing that patient is no different 

from if the general practitioner diagnoses meningitis in the patient’s home or in the GP’s 

surgery.  The management is exactly the same, which is giving that patient intravenous 
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SINNIAH cont: antibiotics, or if those can’t be given, then an injection 

into their muscles, transferring them to a centre or a hospital which can provide all the 

appropriate backup services. 

 

URRY: But that’s your problem there, isn’t it, because this 

child is in an Urgent Care Centre and hasn’t been transferred to another hospital? 

 

SINNIAH: You’re right, that is certainly a problem and that 

problem is no different from if that patient is at home and they’re seriously ill. 

 

URRY: But the difficulty in many people’s minds is they’re not 

at home.  This child is in hospital. 

 

SINNIAH: Or in a GP’s surgery.  It’s exactly the same.  There is a 

difference, quite a marked difference between an Urgent Care Centre and a hospital.  There 

has to be by definition, otherwise we wouldn’t differentiate the two. 

 

URRY: Yes, but the changes that your Trust and others are 

having to implement are all about getting the right treatment for the right patient in the right 

place, aren’t they?  And clearly that didn’t happen in this case. 

 

SINNIAH: What I can’t do is comment on individual specific 

cases.  What I can say is that patients will unfortunately, for a variety of reasons, turn up at 

hospitals which don’t always have the facilities to manage them. 

 

URRY: The boy’s death highlights concerns about emergency 

department closures because of the knock-on effect that can have. Other services also start to 

fall away from the hospital. Now Rochdale’s lost its full resuscitation capacity as well. 

 

EXTRACT FROM NORTH WEST TONIGHT 

 

NEWSREADER: Good evening.  Rochdale Infirmary is reviewing its 

procedures after surgeons were told to dial 999 when they needed help during an operation.  

The hospital no longer has a cardiac ... 
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URRY: Three weeks ago, surgeons carrying out a routine 

procedure on a heart patient at the Infirmary had problems getting help when the man went 

into cardiac arrest. The resusc team had been disbanded and new arrangements were in place.  

In an email obtained by File on 4, staff were told: 

 

READER IN STUDIO: In the event of a collapse or cardiac arrest, departments 

should follow the attached protocol and summon 999. 

  

URRY: Dr Farrouhk Zia, a senior emergency medic who works 

at the Infirmary, says part of that protocol was a change of internal number for staff to call to 

summon help, which led to confusion. 

 

ZIA: They were not aware of the change of the number for 

resusc call, which was 2222 first and then it was changed to 4444, so they activated 2222 

first.  They didn’t get any response so they rang switch.  So switch activated the so-called 

resusc call and there are only two bleep holders for that resusc call.  The closest one is Urgent 

Care Centre and that bleep never went off.   

 

URRY: It never went off? 

 

ZIA: It never went off so nobody responded to that.  So the 

cardiologist had to do that resuscitation on their own and fortunately that chap survived, but it 

was a big big failure on resusc point of view. 

 

URRY: Even though the patient survived, the town’s MP 

believes internal communication was so poor he’s called for an inquiry.  But the bigger 

concern for Dr Zia is that Rochdale’s first line specialist resuscitation team is no longer 

available in the hospital. 

 

ZIA: There are risks with any sort of procedure, and when 

you are doing those procedures that’s why we do them in hospital and we don’t do them in 

general practice or in surgery, because you need a backup for any kind of surgery. I mean 

even if you go for a removal of a minor lump, you need a backup to get it done.  Getting 

these investigative procedures without having a proper resusc team is far too risky. 
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URRY: But what you want from resuscitation, particularly in a 

hospital, is an experienced team who know how to work together, don’t you? 

 

ZIA: Exactly.  The most important thing in any resuscitation 

is the heart and how quickly we can give them the shock, and the other is to manage their 

airways so that we can effectively give them oxygen, and for that we need an anaesthetist.  

We need other people to help us in putting the lines in, giving them the medication and stuff, 

which unfortunately is not available in Rochdale anymore now, and we have been asked to 

treat it as a general practice or a GP surgery - do the minimum, do the basic life support and 

ring 999 and just carry on the CPR till the ambulance arrive, and then they’ll take over for 

advanced resuscitation. 

 

URRY: Is the situation you’re describing putting patient safety 

at risk? 

 

ZIA: Patient safety is at its utmost risk. I mean, I can’t see 

any improvement or any benefit to the patient ever since these changes have been 

implemented, and that started the day they took the services away from A&E.   

 

URRY: The Trust denies it’s putting patients at risk.  Dr Anton 

Sinniah, a clinical director leading the changes to emergency and urgent care, says they still 

have viable resuscitation capacity at Rochdale, but he accepts the changeover didn’t go 

smoothly. 

 

SINNIAH: Unfortunately, there was some confusion as to what the 

appropriate pathway was.  That situation was very rapidly rectified and the correct procedures 

were again re-disseminated so that there was absolute clarity on what the correct pathway is.  

There is still a resuscitation team within the hospital. 

 

URRY: Well, help me understand the difference then between 

what you used to have and what you have now. 
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SINNIAH: What we don’t have now is the intensive care unit 

backup for those patients to go thereafter and what we don’t then have is the other medical 

cover and nursing cover to look after such a sick patient within that hospital, so what we can 

actually do is initiate the resuscitation process but then we would have to transfer that patient 

to another hospital, which has all the other services to look after them. 

 

URRY: So in an emergency that really is a downgraded 

service, isn’t it? 

 

SINNIAH: That would certainly be one way of looking at it, yes. 

 

URRY: But if somebody has an emergency now in Rochdale 

Hospital, you have to dial 999 to get an ambulance to take them to another hospital? 

 

SINNIAH: That’s right.  If it is felt that that is the appropriate 

management of that individual, and that’s not always the case.  A lot of the emergencies can 

actually be managed within the hospital.  That was always our aim. 

  

URRY: But some of Rochdale’s emergencies are now being 

handled by A&E departments in neighbouring towns. And our investigation shows how 

stretched they too have become. 

 

ACTUALITY – TRAFFIC NOISE  

 

URRY: So we’re looking down at the Accident and Emergency 

now, not far from us here.  At really busy times, what is the scene like there? 

 

WILDE: Normally on a really busy day – that is nearly every 

day – you can find anything up to six, seven ambulances outside the Casualty, waiting to be 

triaged and offload the patients.  

 

URRY: The Royal Oldham hospital is about twenty minutes 

away from Rochdale Infirmary, depending of course on traffic conditions.  Ambulances with 
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URRY cont: blue lights will make the journey faster, but that’s of 

limited benefit if, when you get here, you can’t get into the Emergency Department.  Craig 

Wilde is a paramedic who represents local ambulance crews as their Unison union official.  

He says the Royal Oldham’s now become so busy, it’s slowing down ambulance response 

times. 

 

WILDE: It should be normally a turnaround of around twenty 

minutes for an ambulance crew.  On average, at this hospital, it’s around twenty-seven, 

twenty-eight and even plus thirty minutes.  Sometimes it can be over an hour. 

 

URRY: To offload a patient?  An hour? 

 

WILDE: Yeah, quite easily.  That’s certainly on busy occasions. 

 

URRY: Has it made a difference, then, with the closure of 

nearby Rochdale A&E?  Has that made a difference to the ability to turn those patients 

around? 

 

WILDE: Oh yeah, without a doubt.  The actual closure of 

Rochdale has had a massive impact on turnaround times and waiting times for ambulance 

crews at Oldham. 

 

URRY: Did people take account of that, as far as you’re aware, 

when they made the changes? 

 

WILDE: Our Trust was made aware of the reconfiguration 

through Pennine Acute Trust, and I do believe they put an extra ambulance on or so, but 

you’ve got to weigh up the distances involved from Rochdale to Oldham and the area, the 

geographical area they cover is enormous.  Adding another ambulance will not make a 

difference. 

 

URRY: Can the ambulance service cope? 
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WILDE: I’d say it struggles on most days at Oldham, without a 

doubt. 

 

URRY: Dr Anton Sinniah agreed that there had been an 

increase in patient numbers at Oldham, but pointed out this was happening at the Trust’s 

other hospitals as well. He said extra staff had been relocated to help manage the recent 

changes, and he denied the Royal Oldham needed extra capacity to cope. 

  

SINNIAH: That is the traditional reaction, I think, to hospital 

crises – more peaks is we need more resource, and that’s not always the case. 

 

URRY: But when you’ve got ambulances queuing up outside 

the Royal, waiting longer than they should be waiting to offload patients because they can’t 

get into A&E, and some of those patients are having an emergency, that does suggest you 

need some extra facility there, doesn’t it? 

 

SINNIAH: No, actually that doesn’t at all.  What that suggests to 

me – and probably others who look at unscheduled care as a whole – is we have to look at 

whether that person has been directed to the right place, whether that person has had the 

correct treatment beforehand and look at the system as a whole rather than just say that 

hospitals need more resource. 

 

URRY: But it’s not just ambulance crews who are worried.  

File on 4’s discovered the Trust could face a legal challenge about the way the changes have 

been handled, by another public body.   In an extraordinary move, Rochdale Council has 

become so concerned that it’s threatening legal action.  Lawyers have been gathering 

evidence in preparation for an application for a judicial review of the decision to downgrade 

the hospital.  For John Heyworth, President of the College of Emergency Medicine, what’s 

happening in the towns north east of Manchester shows just how much strain the system is 

under. 

  

HEYWORTH: The demands on Emergency Departments continue to 

rise year on year, we see an 8 to 9% increase in numbers and we don’t see a similar rise in 

Emergency Department staffing or in hospital bed capacity to deal with inexorably rising 
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HEYWORTH cont: workload.  And the Emergency Department, as ever, is 

the pinch point in the system between community systems which are inadequate and capacity 

within hospitals, which is not available for patients who require admission to be admitted into 

promptly.  So Emergency Departments day to day to day are fire-fighting, they’re on the back 

foot, they’re dealing with an immense workload both in terms of numbers and acuity - that is 

very sick and injured patients - and they are inadequately resourced to do that. And where 

emergency care is not prioritised, then the system remains clunky, frustrating, inefficient and 

leads to these situations which are completely unacceptable. 

 

URRY: We wanted to interview the Secretary of State about 

these matters, but neither he nor any of his ministers would take part in the programme. The 

Department of Health told us that changes to emergency care were decisions taken at a local 

level. Instead, the Department fielded Professor Matthew Cooke, who’s the clinical lead for 

the NHS on Emergency and Urgent Care. With a press officer on hand for the interview, 

Professor Cooke accepted there needs to be adjustments. 

 

COOKE: We need to make sure the flow of patients through the 

hospital is correct.  The ambulances outside can be a symptom of all sorts of conditions.  The 

most important thing is to get that flow throughout the hospital, get people out of the hospital 

to make the beds. 

 

URRY: But what some of them are a symptom of is one A&E 

department down the road closing and then the other one not being able to cope with the extra 

demand. 

 

COOKE: I am currently doing some work on exactly this issue 

of how we ensure that the patient is handed over and starts their clinical care in the hospital. 

 

URRY: It’s a bit late now, after they’ve shut, isn’t it? 

 

COOKE: This is a piece of work we’re looking at that will cover 

all ambulance services and all Emergency Departments. What I’m doing is re-emphasising it 

and getting it to everybody’s attention that it needs more focus than perhaps it’s had in the 

past. 
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URRY: So how many have closed? 

 

COOKE: We … 

 

PRESS OFFICER: Oh hi Allan, it’s Ed here. Sorry, I think we’re kind of 

going away from some of the ... 

 

URRY: At this point we were interrupted by the press officer, 

who suggested we’d gone beyond Professor Cooke’s brief as a clinical director. So we asked 

the Department to give us their figures for A&E closures. Eventually they told us in a 

statement: 

 

READER IN STUDIO: Information is not held centrally on local 

reconfigurations of services, as these are decided locally by clinicians who know the best for 

their patients. Local reconfigurations therefore take different forms and it is misleading for us 

to collect data that is not comparable. 

 

URRY: They haven’t got any.  We were told that data should 

be held locally by the Strategic Health Authorities in the regions, but that the local definition 

of closure might not include A&Es which have been turned in to some other kind of 

provision for the less seriously ill. But if there are log jams in the NHS’s remaining 

Emergency Departments, however many are left, what about the plans to ease the situation 

further downstream, by putting in better community-based services like Urgent Care Centres? 

Keeping people out of hospital if they don’t really need to be there sounds a good idea, but 

File on 4 has discovered some of those services are already beginning to close, because they 

don’t work.    

  

ACTUALITY IN CAR 

 

URRY: I’ve come a long way south from Greater Manchester, 

I’m driving across Hertfordshire, heading for the Urgent Care Centre set up to serve the town 

of Hertford.  And already there’s a problem.  Looking around, I can’t find any road signs to 

direct me there.  The local NHS Trust tells me the Department of Transport won’t make signs 
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URRY cont: with that name on it.  They can have Minor Injuries 

Unit signs or A&E signs, but not Urgent Care Centre. Apparently it’s not on the 

Department’s list.  It doesn’t seem to be on patients’ lists either, because since it opened less 

than two years ago, the Hertford Centre has been seriously underused. 

 

ACTUALITY OF BUZZER 

 

RATCLIFFE: Here is our reception area. 

  

URRY: So the patients come to this window here, do they? 

 

RATCLIFFE: Yes, they come to this window here where they 

register and have a seat in the waiting area opposite. 

 

URRY: There was no-one but staff here on the weekday 

afternoon I arrived, to be shown round by the sister in charge, Jackie Ratcliffe. 

 

RATCLIFFE: We have three consulting rooms. This is the GP one, 

which is empty at the moment but our GP is due here any minute. Then we have the EMT 

room, which is mainly used for doing treatments in.  

 

URRY: Emergency treatment, yes? 

 

RATCLIFFE: Yes.  Well, dressings to wounds and taking bloods if 

we need to, anything like that. 

 

URRY: Empty? 

 

RATCLIFFE: Empty.  And this is my room, my only room, and this 

is where I see my patients.  I’ve got a couch to examine them on, obviously a computer, 

that’s where the drugs are kept. 

 

URRY: Empty? 
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RATCLIFFE: And empty at the moment. 

 

URRY: But they’re nice facilities here, aren’t they? 

 

RATCLIFFE: Yes, they are.  Very clean. 

 

URRY: Modern, fresh. 

 

RATCLIFFE: Modern, yes, very fresh. 

 

URRY: But what happened to the idea that these centres would 

ease the burden of overstretched Emergency Departments?  In Hertfordshire they’re closing 

this one and another at Cheshunt.  Dr Jane Halpin, Chief Executive of the county’s Primary 

Care Trust, which commissions and pays for the service, says the centres weren’t doing the 

right job. 

 

HALPIN: The one that was used more, which is in Cheshunt, 

patients really liked the service, patients turned up in larger numbers than we had anticipated. 

However, they were different patients to the patients who were using A&E services before 

the Urgent Care Centres were set up.  So what we found was that the overall spend on urgent 

and A&E care went up rather than down, the model that we’d set the pilots up on was that 

they would be sustainably funded if we could reduce some of the attendance at A&E, and 

sadly that hasn’t been the case.  

 

URRY: Why aren’t they using it at Hertford then? 

 

HALPIN: At Hertford, it’s a relatively small middle-sized market 

town.  It’s relatively well served by two A&E departments to the north and south, and it has 

pretty good access in the main to primary care services, so there wasn’t that much of a gap, I 

guess, in the market as we thought there was. 

 

URRY: How much do these places cost then?  When you say 

you can’t afford them, how much more are they to implement than the existing services that 

are there? 
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HALPIN: The sorts of payments that we make to, for example, 

A&E departments where patients attend with a very minor illness or injury are around about 

sort of £50 per patient.  What we found with piloting the Urgent Care services that we haven’t 

been able to sustain is that those costs were actually higher than would be the cost in A&E.   

 

URRY: Higher? 

 

HALPIN: Higher. 

 

URRY: How come? 

 

HALPIN: Well, because we have to staff the service at a safe 

level for there to be a service 24/7 responding to patient needs.  If fewer than anticipated 

patients turn up, then clearly that fixed cost is effectively allocated against a smaller number 

of patients, which was the case with Hertford.  

 

URRY: Hertfordshire has to make efficiency savings of £60 

million, so it can’t afford to spend money on services people aren’t using. It seems for some 

areas, Urgent Care Centres are not cost effective at a time when the NHS is being asked to 

make efficiency savings. But even more worryingly, they’re not doing the job for which they 

were intended - taking the strain off Emergency Departments. According to John Heyworth 

from the College of Emergency Medicine, it’s made the situation worse. 

 

HEYWORTH: There’s been an expectation that setting up new builds and 

new facilities in the community would take these patients away, so we’ve seen walk-in centres 

and Urgent Care Centres and other initiatives designed on that premise and the funding which 

would have supported the development of the Emergency Department has been put into those 

initiatives.  Unfortunately, they have proved unsuccessful in reducing ED demand, they’ve also 

proved immensely confusing to the public because at any particular time of the day or night 

they’re not quite sure where to go, where is open, what staffing that facility would have - is it a 

doctor, is it a GP, is it a nurse, does the facility have x-rays for example, is it open 24 hours?  

And so what we have as a result of that is an immensely fragmented and confusing emergency 

care system, and the public really don’t know where to turn, and inevitably the universal default 

for patients is to come to the Emergency Department and ... 
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URRY: You say that this is predicated on flawed evidence.  

What’s flawed about it? 

 

HEYWORTH: We certainly do see some very trivial conditions, but 

they are very very few indeed. The percentage of patients who attend Emergency 

Departments with those sorts of Primary Care conditions varies considerably and the 

understanding was that perhaps 60% or so of Emergency Department centres were in fact 

Primary Care patients who could be seen in the community.  Evidence from the Primary Care 

Foundation last year contradicted that assumption and said that in fact the numbers, 

depending on the exact definitions, perhaps between 15 and 25%, so therefore any initiative 

based on taking 60% of ED attendances away is fundamentally flawed. 

 

URRY: On the evidence we’ve heard in this programme, those 

fundamental flaws have compounded the difficulties for an emergency care system struggling 

to cope. In his interview, accompanied by a press officer, Professor Matthew Cooke, the NHS 

Clinical Director of Emergency and Urgent Care conceded the centres weren’t working as 

conceived. 

These Urgent Care Centres are not taking the strain off Accident and Emergency, as was 

envisaged. 

 

COOKE: Certainly Emergency Care Centres have attracted a lot of 

work. Whether they’re diverting people, I agree they may not be and there is work equally 

saying if we put those resources into the Emergency Department and have primary care staff 

working alongside emergency care staff, then that may be a better solution in certain 

environments. 

 

URRY: But yeah, but all around the country, the Trusts are 

putting in Urgent Care Centres, aren’t they? 

 

COOKE: One of the confusions is people use the term Urgent 

Care Centre to mean different things in different places.  Another piece of work that I’m 

undertaking is we need to make the system simpler.    
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URRY: Who’s confused them?  Who’s responsible for 

confusing them? 

 

COOKE: I think that the confusion has happened historically 

over many years of new facilities without a common structure behind them and so we’re 

looking at how can we get that consistency and therefore reduce the confusion. 

 

URRY: So some of these Urgent Care Centres are being shut 

now, aren’t they, after just eighteen months?  So they’re either unaffordable or unsustainable. 

 

COOKE: That is certainly happening and there’s a very careful 

balance here between making a choice available, but not having duplication of services and 

making sure that people know where is the best place for them. 

 

URRY: Yeah, but that was what was supposed to be got right 

in the first place, wasn’t it?  These plans were all carefully thought through.  As you’ve said, 

they take years to implement.  How come, when they are implemented, that they go wrong? 

 

PRESS OFFICER: Sorry, I think we’re going to stop there, I’m afraid. 

 

URRY: Okay, well can I have an answer to that last question 

please? 

 

PRESS OFFICER: I think that’s more for a Secretary of State to answer ... 

 

URRY: Well, perhaps, but neither he nor his ministers would 

take part in the programme. So now the NHS has left itself with an even bigger challenge. It 

has to put this right at a time of unprecedented change while Emergency Departments are 

under severe strain with an increasing workload, and at a time when billions of pounds of 

efficiency savings have to be achieved within four years.  

 

SIGNATURE TUNE 


