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Glossary of Terms 

Term Description 

Acute Care Medical or surgical treatment usually provided in a general hospital. 

Care Pathway  An agreed and explicit route an individual takes through health and/or social care 

services that detail the activities and professionals involved at different times and 

stages. 

CCG Under the Health and Social Care Act (2012) from 1 April 2012 CCGs (made up of GPs 

from constituent practices and other primary care professionals) will take over from 

Primary Care Trusts the responsibility for commissioning hospital and other healthcare 

services for the local population.  

Front line clinicians are provided with the resources and support to become more 

involved in commissioning decisions and clinicians have greater freedoms and 

flexibilities to tailor services to the needs of the local community. 

Certificate of 

completion of 

Training (CCT) 

A CCT confirms that a doctor has completed an approved training programme in the UK 

and is eligible for entry onto the GP register or the Specialist Register. It is a legal 

requirement that a doctor practising as a substantive, fixed term or honorary consultant 

in the NHS holds specialist registration. 

Clinical  

 

Literally means ‘belonging to a bed’ but is used to denote anything associated with the 

practical study or observation of sick people  

Clinician  

 

A qualified professional who carries out clinical work as opposed to 

experimental/research work. Can include doctors, nurses, therapists etc.  

Commissioning  

 

A continuous cycle of activities that underpins and delivers on the overall strategic plan 

for healthcare provision and health improvement of the population. These activities 

include stakeholders agreeing and specifying services to be delivered over the long term 

through partnership working, as well as contract negotiation, target setting, providing 

incentives and monitoring.  

Critical care / 

Intensive care 

levels 

Level 1 – ward based care where the patient does not require organ support. 

Level 2 – High dependency care required. Patients needing single organ support 

(excluding mechanical ventilation. The beds are staffed with one nurse to two patients 

Level 3 – Intensive care. Patients requiring two or more organ support or mechanical 

ventilation. The beds are staffed with one nurse per patient and usually with a doctor 

present 24 hours a day. 

General 

Practitioner  

 

A doctor who has a medical practice (general practice) in which he treats all illnesses. 

Usually referred to as a GP and sometimes known as Family Doctor/Practitioner.  

Integrated Care  

 

Bringing together health, social care and voluntary and private sector services to provide 

a ‘one-stop shop’ for health and social care. May include community wards, outpatient 
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Term Description 

clinics, GP and dental practices, social services department.  

Integrated Health 

& Social Services  

Bringing together commissioning and provision of services by health and local 

authorities to work in partnership and deliver integrated care for patients.  

Intermediate Care  Short term intervention (usually up to six weeks) by a multi-disciplinary team, provided 

in patients’ own homes or a care environment, aimed at preventing hospital admissions 

or facilitating hospital discharge.  

Junior doctors Medical graduates enter the medical workforce as ‘junior doctors’ on a two year work 

based training programme. This is known as the ‘foundation programme’ and is the first 

level of clinical training for qualified doctors that bridges the gap between medical 

school and specialty training. 

The foundation programme is carried out in hospitals and the two years are often 

referred to as ‘FY1’(foundation year one) or ‘FY2’ (foundation year two) by medical staff, 

and as such, junior doctors on the foundation programme may introduce themselves to 

patients as an ‘FY1’ or ‘FY2’ doctor. Completion of FY1 allows junior doctors to gain full 

registration with the GMC and completion of FY2 allows them to apply for further study 

and training in a specialised area of medicine. 

Locum doctors A locum doctor is a fully qualified doctor who is temporarily covering a position, for 

example, if a doctor is on sick leave or there is large workload in a GP surgery or hospital 

ward that requires the support of a temporary doctor. All doctors, other than a 

foundation year one doctors, can work as locum doctors. Locum doctors can therefore 

be foundation year two junior doctors, junior doctors in speciality training, SAS doctors, 

GPs or consultants working in hospital. All locum doctors are fully-registered with, and 

regulated by, the General Medical Council 

Long term 

conditions  

Conditions (for example, diabetes, asthma and arthritis) that cannot, at present, be 

cured but whose progress can be managed and influenced by medication and other 

therapies.  

Medical students Medical students typically undertake a five-year course of study for undergraduate or a 

four-year postgraduate course to become a doctor. This usually includes two years 

studying basic medical sciences, followed by three years of more clinical training during 

which they work in hospital wards under the supervision of consultants. Following 

completion of their medical degree, newly qualified doctors gain provisional registration 

with the medical regulator, the GMC, and receive their primary medical qualification, 

typically denoted in the UK by one of the following acronyms: MBBS, MBChB, BM, MB 

BCh.4 

Minor injuries  Examples are cuts, bruises, scalds and suspected closed limb fractures. The role of a 

minor injury unit or service would be to provide treatment for such minor injuries.  

Models of Care  Guidance on ways of treating patients that are based on clinical evidence.  

NHS Foundation 

Trust  

Public bodies providing NHS hospitals, community and mental health care and 

ambulance services.  
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Term Description 

OHPAT services Stands for outpatient and home parenteral antimicrobial treatment when given either at 

a clinic or in a patients home. 

Antibiotics are used to fight infections caused by bacteria. When given via a vein it is 

called intravenous (IV) or parenteral therapy. 

SAS doctors SAS doctors are Staff Grade, Associate Specialist and Specialty Doctors. SAS doctors have 

at least four years postgraduate experience, two of which are in their chosen specialty. 

This means that doctors can move into these posts at various levels of experience and 

seniority, as well as gaining experience and promotion within the grade itself. 

Secondary Care  

 

Specialist health care services that treat conditions which normally cannot be dealt with 

by primary care practitioners (i.e. GPs, therapists, community nurses etc) or which are as 

the result of an emergency. It covers medical treatment or surgery that patients receive 

in hospital following a referral from a GP. Secondary care is made up of NHS foundation, 

ambulance, children’s and mental health trusts.  

Social Care  Care provided in people’s own homes or in care/residential homes which does not 

require nursing skills, for example, washing, dressing, and housework, help with eating.  

Specialty doctor/ 

Specialty Registrar 

A specialty registrar (StR) at times referred to as a registrar, is a junior doctor who has 

completed their foundation training but is still in training in a specialty area of medicine. 

wte Stands for whole time equivalent. It is a unit that indicates the workload of an employed 

person. 1 wte is equivalent to a full time working which is usually 37.5 hours per week. 
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South Tees hospitals NHS Foundation Trust – BUILDING A SUSTAINABLE FUTURE FOR THE FRIARAGE 

Foreword  

This document sets out the case for change for sustaining clinically safe, sustainable and high quality services 

on the Friarage site. 

The Friarage Hospital is and remains an integral part of our organisation and a strategically important point 

of delivery for South Tees Hospitals. The Trust Board remain strongly committed to the delivery of clinically 

safe and sustainable services to the population we serve. The immediate challenge is to stabilise the affected 

services whilst we undertake the engagement work to achieve a longer term, sustainable strategy for the 

Friarage hospital for the next 10-15 years. 

The case for change focusses on the current workforce sustainability concerns that are now impacting on the 

service delivery in a number of clinical areas and outlines the work that has been undertaken to mitigate and 

try to find solutions. This document also introduces the engagement phase of our work programme to begin 

the discussions with the local population. 

We know and understand from previous engagement programmes undertaken with Hambleton, 

Richmondshire and Whitby clinical commissioning group, some of the main issues and priorities for our 

patients, their carers and our partners. We know how important the Friarage Hospital is and maintaining its 

presence as a clinical hub for the local population it serves. 

 We need to ensure that clinical services delivered from the Friarage site are safe and meet the clinical 

standards expected whilst providing appropriate access to the population. Any service re-configuration 

needs to follow the general principles of providing care closer to home wherever possible, allowing people to 

remain at home as long as possible and putting quality of care, patient safety and experience at the heart of 

what we do. 

By the end of the engagement phase of this work we hope to have identified the changes that we need to 

make to ensure local NHS services are the best they possibly can be to meet future healthcare needs, 

meeting high quality care standards that can be sustained in the longer term.  

We are looking forward to meeting as many people as possible and hearing your ideas and opinions. 

Acknowledgements 

The writing and development of this document has been undertaken by South Tees NHS Foundation Trust 

and been reviewed by the Clinical Directors for each of the service areas affected within this case for change 

document. Representatives from partner organisations have had an input into the content of this document.  
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Introduction 

The Friarage hospital, Northallerton came under the management of South Tees in 2002 which subsequently 

became a NHS Foundation Trust in 2009. 

South Tees NHS Foundation Trust operates from 2 main hospital sites, a tertiary site with a major trauma 

centre and specialist services from the James Cook site in Middlesbrough and its second site at the Friarage 

Hospital in Northallerton, offering district general hospital services. South Tees Hospitals collectively covers a 

local population of 435,000 which extends to 1.5 million catchment area for its specialist services.  

The Friarage Hospital is the smallest district general hospital in the country serving a rural population of 

around 144,000 people across Hambleton and Richmondshire (JSNA). The hospital has 189 inpatient beds 

and a 24-hour urgent & emergency care service with acute medical and surgical admissions. Theatre 

specialties include general surgery, thoracic, colorectal, breast, urology, gynaecology, orthopaedics, 

ophthalmology, ENT, oral, plastics and endoscopic procedures. 

Current services provided from the Friarage include accident and emergency, intensive care/high 

dependency, diabetes, respiratory medicine, endoscopy, chemotherapy, rheumatology, elective 

orthopaedics and plastic surgery, pathology, surgery (including lung cancer, urology, colorectal), a midwifery-

led unit and short-stay paediatric assessment unit, urology, pain services and a wide range of diagnostics and 

support functions. 

The Friarage site has seen a number of service developments and investment over the last 15 years 

(appendix 1), supported by investment from Hambleton, Richmondshire and Whitby CCG and the friends of 

the Friarage charity who have supplemented the Trusts investments into the site.  The more recent service 

developments include the expansion of radiology services following the opening of the new MRI Scanner and 

building work will begin this summer on a multi-million pound cancer redevelopment in partnership with 

Macmillan Cancer Support and Sir Robert Ogden.  

The workforce challenges that are outlined in this document are not new, they have been mitigated over the 

years with a number of initiatives that have been undertaken to trial new ways of working and support new 

workforce models to maintain services at the site. 
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Hambleton, Richmondshire and Whitby locality 

2.1 The local area. 

The catchment area for the Friarage hospital covers an area of 1,000 square miles extending from the North 

Yorkshire moors to the central Pennines, the borders of York district in the south to the borders of Darlington 

in the north. Approximately 10% falls within the North York Moors National Park.  

Richmondshire is one of the largest districts in England, covering an area of just over 500 square miles, two 

thirds of which is in the Yorkshire Dales main centres of Richmond, Catterick Garrison, Leyburn, Hawes and 

Reeth. Outside of the urban areas and market towns, HRW is sparsely populated with 70.6% of the 

population living in rural areas and 15.3% of the population living in areas which are defined as super sparse 

(less than 50 persons/km). The HRW CCG extends across parts of the North Yorkshire Moors to the seaside 

town of Whitby. 

 

  



 

 

9 

2.2 Population Demographics  

Hambleton and Richmondshire is a predominantly rural area with a local ageing population that is increasing 

in size, with significant in-migration from other parts of the UK in the pre-retirement and the recently retired 

age groups.  

The total number of patients registered to practices within the CCG is currently around 144,000. In contrast, 

the office for National statistics mid-year population estimate for 2015 gave a CCG-wide population of 

153,800, forecast to rise to 155,200 by 2020. Life expectancy at birth is 80.6 for men and 84.3 for women, 

both above the national average. Life expectancy varies for men and women considerably across North 

Yorkshire (between the most affluent and the most deprived). 

 

The population benefits from health outcomes that are better than the national average in many areas. The 

potential years of lost life from conditions considered amenable to health care are lower across the CCG for 

males and females than that observed nationally, reflecting the generally better levels of health enjoyed by 

much of the CCG population. 

It is well-recognised that age is directly linked to the prevalence of long term conditions, such as heart 

disease, diabetes, chronic obstructive pulmonary disease, or dementia. As people get older, people are 

increasingly likely to have at least one long term condition, with many older people having to manage several 

such conditions. In addition, frailty is increasingly being recognised as an important health and social care 

issue. Particularly in those patients who are over 85 years old, frailty makes people more vulnerable to falls, 

more at-risk of an admission to hospital, and less able to recover after a crisis or episode of ill-health (and 

then often not to the same level of function). Age therefore has a significant impact on the utilisation of 
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health and social care services, both in an acute hospital as well as the community settings, as well as 

significant impacts on housing, transport, and a patient’s carers and families.  

The rate of emergency admissions for acute conditions that should not usually require hospital admission is 

higher for Hambleton, Richmondshire and Whitby CCG compared to the national rate (1446 per 100,000 

locally compared to 1273 per 100,000 population nationally. The gap between the CCG rate and the national 

rate is widening, from 62 per 100,000 in 2011/12 to 174 per 100,000 in 2014/15 (JSNA Annual report 2016).  

The CCG are sighted on the findings from The Joint Strategic Needs Assessment (JSNA) which recognises the 

need to develop versatile and flexible local responses and services to reflect a person-centered, user-led 

approach for the population, and plan for increasing numbers of older people with more intensive needs. In 

order to achieve this vision it is acknowledged that there is a need to strengthen services for prevention and 

provision of care close to home as an alternative to continually investing in acute services. 
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National Context and drivers for change 

Every part of the NHS system - providers, commissioners and regulators has a role in making sure patients 

receive high quality care. The Francis report (2013) included a recommendation across the healthcare sector 

of a culture of “patients first” promoted by strong leadership and transparent use of information to 

demonstrate expected standards of care are provided to patients. Sir Bruce Keogh’s subsequent review of 14 

hospital trusts with higher than expected mortality echoed the need for strong clinical leadership and a 

culture of continuous learning to seek to improve patient experience and outcomes.  

The NHS Shared Planning Guidance asked every local health and care system in England to come together to 

create their own ambitious local plan for accelerating the implementation of the Five Year Forward View 

(5YFV). These blueprints, called Sustainability and Transformation Partnerships (STPs), are place-based, 

multi-year plans built around the needs of local populations. They provide the local vehicle for strategic 

planning, implementation at scale and collaboration between partners.  The STP which includes Hambleton 

and Richmondshire (Appendix 2) acknowledges that service cannot continue to be delivered in their present 

form sustainably for the next 10-15 years. The clinical strategy is a system wide solution- from effective 

screening and prevention to more integrated community models of care with hospital services transformed 

so more local services are delivered closer to home but access to specialist Consultants is enhanced. Less 

variation, with an associated improvement in quality, would be a key outcome at every stage of a patients 

pathway with services delivered in an extended, 7 days per week as promoted by NHS England and the 

Academy of Royal Colleges. It is widely acknowledged that financially, new models of integrated care need to 

be developed as the NHS is facing significant financial challenges 

All these drivers are contributing to thinking how hospitals can deliver acute based care. In 2014, the Nuffield 

Trust commissioned a study to rethink the role of the hospital, especially in regard to the role of the smaller 

acute hospital. The work has outlined the challenges faced in ensuring clinical roles in smaller hospitals are of 

interest to retain high quality clinical staff and acknowledged the role of specialisation has not supported the 

smaller acute hospital provision who require a more generalist approach to the patients they see in their 

service model. 

Lessons from hospital systems in other countries demonstrate a more tiered approach with escalation of 

more complex cases are a good way of providing access and quality for the local patient population, reducing 

the need to travel. The work advised new integrated models of care to centralise most acute patients while 

providing local ambulatory care and specialist support to primary care, working alongside primary, 

community and social care provision.  

For patients who cannot go home, intermediate care facilities would provide accommodation rather than 

allowing people to reside in an acute medical bed that has proven to reduce a patients ability to rehabilitate 

to their potential (Edwards, 2014). 

The traditional system of the smaller district general hospitals attempting to provide a complete range of 

services by specialist teams with too small a staffing pool for a sustainable rota provision cannot continue, 

and a look at what is deliverable as opposed to the desirable to allow the flexibility of new models of safe and 

efficient care provision (Evans, 2016). The Northumbria model is cited in the work as their largely rural 

population is serviced by 6 smaller hospitals that are mainly day surgery and outpatient and diagnostic 

facilities with a smaller number of inpatient beds for the active rehabilitation for the older person. 

Standards and training requirements upheld by the Royal Colleges and regulators often require a minimum 

number of patients or a specific number of Consultants to maintain a level of competency. This can often be 

difficult to meet or if required numbers are recruited, the rotas are often unaffordable due to the relatively 
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small number of patients seen. For many services, the development of cross-site working between James 

Cook site and the Friarage has enabled the Trust to retain skilled clinicians and maintain service delivery 

across both sites. Edwards (2016) outlines the specific challenges for remote and/ or rural services are not 

acknowledged by regulatory standards, and the increasing shift towards sub-specialisation has created a 

skills gap of general physicians and surgeons to support a range of emergency patients. This coupled with the 

relatively low volumes of work make these positions either undesirable for trainees or newly qualified 

doctors, or not viable to meet the standard required by the colleges. 

The work of the Nuffield Trust (Edwards, 2016) highlights a change in approach is required to develop new 

models of care, development of technology, a different approach to running the clinical networks, 

underpinned by ensuring fit for purpose guidance in standards, training and regulations. 

The work offers suggested approaches in making rural hospitals sustainable by: 

 New staffing models 

 Combining rotas and services- merging medical and surgical assessment services 

 Minor injuries and primary care components of the emergency department could be re-modelled with 

GP’s and nurse practitioners delivering the service 

 Dual and broad based training to create a larger pool of staff with wide range of skills 

 Advanced Nurse Practitioners- nurses who are trained to a more specialist level who are often 

undertaking work that was the traditional remit of a junior doctor. It is acknowledged that further 

development of the nursing roles is required. 

 Combining GP, ambulance and hospital services – will offer a better use of staff resources and reduce 

overall costs. 
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Background to the Friarage Hospital 

As a small district general hospital the Friarage historically delivered all services from its site. It has had a long 

history of change as it has evolved and mirrored the changes that have occurred within the wider system 

level reform of the NHS.   

From its origins as the Carmelite Friary from 1356-1539, the site re-opened in 1939 as an emergency medical 

services hospital to receive casualties in the event of a bombing within the Teesside population. From 1943-

47 it functioned as a Royal Air force hospital and then in 1948 it re-opened as a satellite unit of the Adela 

Shaw Orthopaedic Children’s Hospital where it was re-named as the Friarage Hospital and came under the 

control of the newly formed NHS.  

The hospital came under the management of South Tees in 2002 (which subsequently became an NHS 

Foundation Trust in 2009) and in 2007 the hospital had a £21 million re-development to replace older parts 

of the building with more modern facilities. 

As one of the smallest hospitals in the country, the Friarage has always faced challenges around the 

sustainability of some its clinical services, particularly in terms of maintaining patient safety in the face of 

ever changing and improving clinical standards and technology, alongside national workforce and 

recruitment issues.  

Service delivery has changed in line with these national drivers,   often leading to specialisation and 

centralisation of services on fewer sites in order to maintain clinical competencies as well as to drive up 

standards in both the quality of care provided and improving outcomes for the patient population. 

This has meant smaller hospitals, like the Friarage, have had to adapt and change the service delivery models 

over time as more specialist services move to bigger, tertiary sites and have therefore needed to be 

innovative in both service design and the attraction and retention of the clinical workforce.  

These issues are not dissimilar to hospitals nationwide, and in the case of the Friarage, have been continually 

examined and openly discussed with our healthcare partners, key stakeholders and the wider public (as 

outlined below in our engagement timeline) since the Friarage became part of our organisation. 

The majority of the Friarage work has evolved through both national and locally driven service re-design and 

is now largely based around the delivery of outpatient services and planned (elective) care. However, to 

maintain an emergency department receiving unselected patients (no clinical triage before arriving at the 

department) either by ambulance or who self-present at the department, an immediate response is required 

from experienced medical staff around the clock due to the nature of what urgent medical care patients may 

require on arrival.  

There have been risks which have had to be managed over the years to maintain an emergency department 

with the appropriate hospital services to support this model.  
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4.1 Historic Engagement Timeline: the Friarage Hospital 

In 2004, the Trust, in partnership with Hambleton and Richmondshire PCT launched the ‘Clinical Futures’ 

project with extensive public and patient involvement which drew attention to the ‘very considerable risks’ in 

a number of key areas: 

 Anaesthesia 

 Obstetric services 

 General surgery 

 “Front of House” (A&E and acute medicine) 

 Trauma and Orthopaedic services 

The remit of this work, which was the subject of extensive analysis between the Trust and PCT with the 

support of two external expert reviews, was to devise a strategic vision for our Northallerton hospital which 

would achieve both the continued provision of local district general hospital (DGH) services and fulfil our 

overall responsibility to provide safe services. 

The report highlighted maintaining the traditional DGH model for the Friarage as a high-risk strategy and 

documented the risks that would have to be managed over the coming years. It also acknowledged that not 

all risks were in the direct control of the hospital and the Primary Care Trust who were the commissioners of 

the services in the HRW catchment area at the time. 

To retain an emergency service on the site, a number of solutions were presented with the associated risks 

to maintaining the services sustainably, with the viability of many services revolving around successful 

recruitment and retention of the clinical workforce. 

Maternity and Paediatrics 

However in 2009, the Trust was forced to temporarily close children’s and maternity services for safety 

reasons over a three-month period (17 July to 26 October) due to a combination of factors including 

consultant retirement, long-term consultant sickness and a shortage of registrar level staff. 

Despite re-opening these services, the challenges in paediatrics and maternity continued and on the basis of 

advice from the National Clinical Advisory Team, a period of engagement with the public commenced in 2012 

about their long-term sustainability which, ultimately, led to formal consultation between September to 

November 2013 and a reconfiguration of services from 1 October 2014. 

In summary the changes were as follows: 

 Closure of the inpatient (overnight) children’s ward and establishment of a seven-day short-stay 

paediatric assessment unit (SSPAU) to assess and treat children referred by their GP or who have open 

access arrangements (with an activity review after a year). 

 The establishment of the Friarage maternity centre – a midwifery-led unit – where women assessed as 

low risk could give birth (women assessed as a higher risk who required consultant-led obstetric and 

neonatal services would deliver at another hospital of their choice but could still receive outpatient 

antenatal care at the Friarage). 

 Closure of the special care baby unit. 

In addition, a public information campaign was launched to inform the local population that because there 

were no children’s doctors or inpatient facilities at the Friarage site overnight, the hospital’s accident and 
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emergency department was no longer the right place to bring unwell children, although the department 

would continue to treat children with minor injuries. 

In January 2015, further staffing pressures meant the short-stay paediatric assessment unit had to 

temporarily change its opening hours although in the following year (April 2016) after an activity review, the 

unit closed on weekends (average attendance was below four children a day). 

In 2013, the Trust was an active partner in Hambleton, Richmondshire and Whitby CCG’s ‘Fit 4 the Future’ 

programme to involve local people and service users in the commissioning of services and to prepare the 

local health and social care system for the changes required to deliver healthcare effectively and sustainably 

to meet the challenges of its ageing population. 

It was acknowledged that there are significant workforce challenges for the area’s healthcare system, both in 

the recruitment of appropriately skilled workforce and also the retention of key skills required. 

The first phase was to take a blank canvas approach to understanding the views of patients and stakeholders 

and a series of events were held to understand the key themes and messages which were: 

 Keeping people in their own homes for as long as possible, building resilience and ability to self-care 

 More information and support for patients and their carers 

 Improving access through better patient transport and technology 

 Facilitating social interaction especially among the elderly population and developing a more holistic non-

medical model to support this population within their communities. 

 Integrating primary and secondary services at Friarage Hospital 

 Utilise new technologies as part of the solution 

Public and stakeholder engagement undertaken during this time demonstrated support for the case for 

change, with a real understanding from the public for the need to change.  A constant theme throughout 

was the Friarage Hospital is very much at the heart of Hambleton and Richmondshire localities and needs to 

become a beacon for rural health care with an integrated way of delivering services to overcome the various 

challenges and delays caused by multiple assessments and handovers between organisations. 

In 2015, HRW CCG held a clinical summit in partnership with South Tees Hospitals NHS Foundation Trust, 

Heartbeat Alliance, North Yorkshire County Council and Tees Esk and Wear Valleys NHS Foundation Trust. 

Over 200 clinical professionals attended from across all professional groups and organisations to help shape 

and influence how health and social care can be delivered effectively and sustainably into the future. The 

summit focused a number of key themes and further detail of the report is outlined in appendix 3. 

 Rural health 

 Urgent care provision 

 Technology in supporting health and care of the frail and elderly 

The mandate from the summit was to move forward to develop the right service delivery for community 

services and, ultimately, led to the CCG’s ‘Transforming our Communities’ consultation, resulting in a range 

of step-up/step-down beds being provide in the community supported by integrated locality teams. 

The CCG also recognised the need to integrate urgent care services to provide resilience to the acute medical 

model, particularly to help resolve the serious challenges around staffing numbers and the ability to retain 

staff in the acute service. 
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Additional investment was provided to support the staffing of the unit to sustain the hospital site before 

developing a more robust community service provision. This included the appointment of GP hospitalists to 

work alongside acute physicians with additional monies for advanced nurse practitioners to help support the 

training to embed training and skills development with a view to supporting the medical rota. 

4.2 History of service changes at the Friarage. 

The safest way to deliver healthcare is to make sure that the right professional, with the right skills, is in the 

right place whenever patients need them. 

As the NHS has evolved, very specialist services have become more centralised to ensure patients receive the 

timeliest access to specialist care, in order to have the best possible chance of recovery and maintain a good 

quality of life. 

Since the Friarage became part of our organisation in 2002, some service changes have been nationally 

driven whilst others have been required locally for either safety or sustainability concerns: 

New treatments for heart attack patients in Hambleton and Richmondshire (June 2006) 

Hambleton and Richmondshire was the first area in the country to ‘test’ the practicality of offering a new 

treatment for heart attack victims living in a rural setting given all its difficulties around remoteness, travel 

and communication. 

It meant any patient suspected of suffering a particular type of heart attack, known as a STEMI (ST elevation 

myocardial infarction), would receive immediate life-saving treatment (a coronary angioplasty) at The James 

Cook University Hospital rather than being admitted to a ward at the Friarage and then transferred to 

Middlesbrough. 

Stroke, trauma and orthopaedic services (January – April 2011) 

In 2010, the Trust worked closely with primary care organisations, GPs and ambulance services across the 

area to develop proposals on how best to deliver these services in line with national healthcare guidance and 

to reflect best clinical practice, recognising that more lives could be saved by quicker and more specialist 

responses to life-threatening illnesses or injuries. 

The changes implemented in 2011 included developing the Friarage Hospital as a centre for elective 

(planned) orthopaedic surgery for treatments such as hip and knee replacements with the treatment of 

trauma concentrated on The James Cook University Hospital site. 

This model remains in place today and has seen more orthopaedic consultants and sub-specialists working at 

the Friarage with the vast majority of elective orthopaedic surgery carried out on the site. 

In addition, a new hyper acute (in the first 72 hours) service was established at The James Cook University 

Hospital for patients with suspected stroke from April 2011, providing access to specialist stroke consultants, 

rapid diagnosis and a 24-hour and a seven-day-a-week thrombolysis service. 

Once Hambleton and Richmondshire patients have received their intensive treatment in Middlesbrough, 

their rehabilitation can be provided at the Friarage Hospital or at home. 

Acute Medical model 2013-2015 
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Since 2013, the Friarage team have worked to expand the medical ambulatory care service to allow 

appropriate emergency patients to be seen and treated on the same day, reducing the need for an overnight 

stay wherever clinically feasible. This service combined with OHPAT (Outpatient home parenteral 

antimicrobial therapy) and the district and community nursing teams providing care in peoples’ homes have 

reduced the amount of time patients need to travel to the hospital site for treatment. 

In 2015 the medical team joined forces with surgical colleagues to create a combined medical and surgical 

assessment unit known as the clinical decisions unit (CDU). This was a partnership approach not only with 

hospital colleagues but with the local CCG and GPs, who combined agreed a single referral pathway for 

patients to be triaged and assessed in one area by a multi-skilled team so patients had earlier access to a 

senior decision maker. 

The support from the CCG and the Friends of the Friarage in the investment to employ more staff and 

equipment has aided the unit to realise the vision. A new and innovative role was created and GP hospitalists 

were recruited to the team who added a breadth of clinical competence to the team. These posts alongside 

nurse practitioners who were trained in surgical assessments help to provide a more sustainable, safe and 

cost effective approach to managing acute admissions to the site. Despite referrals overall increasing by 28% 

over the last 3 years, admissions have only increased by 3.5%, bucking the national trend despite an ageing 

population, highlighting the success of the combined ambulatory care and clinical decisions unit in managing 

and admitting only appropriate patients. This has subsequently allowed a 46% increase in elective work 

though the hospital, despite bed closures due to the more effective way of working. Not only has this 

development allowed the patients access to the beds for their planned surgery, it has supported the 

compliance of patients been seen and treated within the 4 hour A&E standard as well as receiving positive 

patient feedback. The introduction of the GP hospitalist role has been instrumental in developing strong 

relationships between primary and secondary care. 

Maternity and paediatrics (October 2014) 

After a sustained period of engagement and consultation alongside rigorous clinical reviews, the CCG 

announced the new service delivery model. The requirement for change had been raised following concerns 

about future safety and sustainability of the service model, primarily around retaining clinical skills due to the 

low numbers of both deliveries and children attending the services. 

The future delivery model agreed was: 

 Midwifery led unit for women viewed as having a low risk of complications in childbirth (women deemed 

as high risk would deliver at another hospital but could still receive outpatient antenatal care at the 

Friarage)  

 Paediatric short stay and assessment unit for unwell children  with continued presence of both 

consultant and paediatric nurse led outpatient clinics at the site 

 Children who were unwell should not be taken to A&E at the Friarage (in the absence of an inpatient 

(overnight) children’s ward), although the department would continue to treat minor injuries 

Urgent and Emergency Care Proof of concept model 2017  

Since autumn 2015 the CCG and South Tees Hospitals have been discussing the current provision of 

emergency services at the site, although acknowledging that the risk to maintaining services has been well 

documented since 2004. 
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Since 2013/14, HRW CCG have commissioned a number of initiatives to support the delivery and improve the 

quality and performance of both urgent and emergency care services across the region, often in 

collaboration and partnership with other organisations. 

These include: 

 A minor injury service which supports the management and treatment of minor injuries in the 

community and avoids unnecessary A&E attendances to principally FHN, JCUH and Darlington has been 

in place for 3 years within the region. Patients, often holiday makers in the Dales can go into the surgery 

with minor injuries. 

 A paramedic from the Yorkshire Ambulance service (YAS) has been integrated within two GP practices in 

working hours (Mowbray & Mayford GP Practices). This has been in operation for the last 2 years 

receiving referrals from GPs to see treat and refer patients in the community avoiding A&E/hospital 

attendance and supporting “home visiting” plus responding to any Category 1 and 2 emergency calls in 

the Northallerton area, improving the response time performance against the 8 minute standard. 

 Community Defibrillators have been installed in more than 85 locations across HRW and are now  linked 

to ambulance control and supporting the “chain of survival” with an emergency response to suspected 

cardiac arrest emergency calls.  

 GP “In Hours” Triage – involving all 22 HRW Practices since July 2013. Managing c250 patients per year in 

the community and avoiding unnecessary A&E attendances.  

 365Response – is a GP Urgent and Urgent Inter Facility Transfer conveyance across HRW and Teesside 

which has been operational for 3 years. This service transports non-urgent patients to other hospitals or 

places of care which releases c400hrs of A&E ambulance resource per month back onto the road across 

HRW. This provides patients and clinicians with a higher quality and more responsive service at a lower 

tariff.  

 YAS stand by points – additional YAS stand by points sourced at strategically important locations in 

Catterick (GP practice) and Richmond centre (Co-Op) through collaboration with the GP practice and Co-

Op. YAS ambulance capacity better placed to respond to 999 calls in local area with reduced response 

and call cycle times. 

All the above initiatives have been in place for a number of years and largely support the ambulance service 

in releasing additional resource to provide a better quality service to the population in terms of their ability 

to meet their mandated quality indicators and emergency response times. 

The mandate was given in the clinical summit in 2015 that a combined organisational response between 

primary, ambulance, community and hospital based services to integrate clinical skills and define a model to 

ensure quality and resilience was built into the system to maintain services.  

The development of the Urgent and Emergency care model was developed over a period of 12 months and a 

proof of concept phase was commenced in March 2017 with support from the CCG. This is discussed in more 

detail in section 7.4.3 
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The local challenge - Case for Change. 

Reflecting the national trend, there are a number of workforce challenges facing the Friarage which 

combined are now creating additional impact on some key services which questions the long term clinical 

sustainability of offering these services from the site. These areas of service provision include: 

 A&E 

 Consultant Anaesthetists/ Intensivists to cover the Critical Care Unit 

 Anaesthetics out of hours cover. 

The vulnerability of the site is exacerbated by the fact that it will always be affected by the unstable labour 

market conditions because of its size and lack of critical mass of some of its clinical services. This is often 

driven by recommended staffing levels in support of the delivery of quality care and training experience. 

The workforce challenges are not new and are complex due to the interdependency of the services upon one 

another which means the challenges cannot be looked at in isolation. 

If these workforce challenges remain unresolved it has the potential to have a significant impact on 

sustaining the emergency care service delivery model on the Friarage site and will impact on the acute 

pathways flow into the hospital site.  

The fourth service that does need to be considered as part of the case for change is the acute medicine 

directorate. Although this service is not as critical in terms of their workforce challenges, the clinical 

interdependencies of all the services mentioned are significant. There are also gaps in the trainee rota, with 

similar challenges in having a sufficient pool of senior decision makers to manage the acute workload onto 

the site. Any significant changes to any of the above listed services would have an impact on what 

emergency patients could be brought onto site; therefore all have to be considered as part of the future 

sustainable vision for the Friarage Hospital 

5.1 Interdependency of services  

Health care systems and their commissioners, in partnership with providers and the public, have to consider 

the most appropriate reconfiguration of their hospitals so that clinical services are adequately supported by 

other specialties, and they are fit for purpose, sustainable, accessible and deliver the highest possible quality 

of care (Goldberg, 2014). 

There has been a focus in recent years on the shape and function of hospitals, triggered by the Royal College 

of Physicians’ future hospital commission, NHS England’s Urgent and Emergency Care Review, Monitors 

report “smaller acute providers” and most recently NHS England’s Five Year Forward view and the Dalton 

Report. 

The clinical relationships and dependencies on hospital based services are fundamental when considering 

service reconfiguration. The South East Coast Clinical Senate commissioned a report on the co-dependencies 

between acute hospital services as an aid to inform planning discussions. 

Eleven major acute services were selected as the principal components of current hospital: A&E, acute 

medical and surgical take, critical care (ITU), trauma, vascular surgery, cardiac, stroke, renal, consultant-led 

obstetric services and acute general paediatrics. The clinical dependencies of these services were then 

mapped against other hospital based services and a four level system for describing the strength of the 

dependencies were developed. 
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The Friarage hospital already has a selected acute take with  only four of the eleven acute services are 

delivered from the site due to previously mentioned service re-configurations that have occurred over the 

past 11 years based on achieving better clinical outcomes for patients by a first attendance at a specialist 

centre. 

As Appendix 4 demonstrates, it is possible to identify core groupings of services required to be based at the 

same hospital site. Hospitals with an A&E department receiving acute patients (an “unselective take”) need 

on site acute and general medicine, acute surgery and critical care. These hospitals need to provide the 

supporting clinical services that are required as a minimum to maintain a clinically safe model, with the 

availability of an anaesthetist 24/7 is one of these requirements (Golberg, 2004). Without this cover, the site 

is unable to remain safe having unselected patients turn up to the site. 
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The Role of the Royal Colleges 

Doctors in training are required to meet curriculum standards, learn technical skills and pass examinations in 

order for them to obtain the certificate of completion of training (CCT standard). This then allows trainees to 

be placed on the specialist register and is the usual pre requisite for a consultant post in the NHS.  

As part of these responsibilities, the quality of the training programme must meet curriculum and specialty 

standards. The Postgraduate Schools support the Postgraduate Dean in assurance against these standards; 

therefore training must be in a post that meets these needs. In addition, doctors in training often deliver 

significant service provision for the providers as part of their programme. 

Data from Health Education England (HEE) indicate that fewer trainees have been accepted into the first year 

of core and specialty training this year. Figures show that the number of trainees accepted into the first year 

of specialty training (ST1) and core training (CT1) in 2017 has fallen by 2.5% from 2016. However, the 

number of GP trainees has increased by 3.5% (Rimmer, 2017) 

6.1 Emergency Medicine Trainees 

The Friarage site has never been a training site for doctors in emergency medicine, primarily due the lower 

volume of patients who attend the site, driven by the creation of major trauma centres and the 

centralisation of more specialist services which sees patients bypass the Friarage site with complex 

conditions to the James Cook site in Middlesbrough.  As a result, the site does not provide the adequate 

training opportunities to be compliant with the college curriculum for trainees to experience major trauma 

and complex cases as they are conveyed directly to a larger hospital. 

6.2 Anaesthesia Trainees. 

The hospital medical workforce has changed dramatically in the last 25 years. In the past, the career 

structure in medicine was pyramidal. There were a large number of junior doctor posts called Senior House 

Officers (SHOs), a smaller number of more senior doctors in training called Registrars and a very small 

number of highly experienced doctors called Senior Registrars (SRs).  Progression to the higher level of 

training was achieved on passing post graduate examinations and successful at competitive interviews. 

Because of the reducing number of posts with increasing experience most SHOs and Registrars never made 

SR status and thus never became Consultants.  In anaesthesia, doctors unsuccessful in career progression 

either left the specialty or took up permanent non training posts called staff grade posts. Staff grade doctors 

therefore had a degree of experience but not to the level of Consultants. The Anaesthetic service across the 

country was “Consultant led” with the vast majority of the service being delivered by staff grade doctors and 

anaesthetists in training. The vast majority of training posts were in large teaching hospitals and larger 

district general hospitals. Training was controlled by the Medical Royal Colleges. They undertook regular 

hospital visits and if specific standards were not met, training recognition and the posts were withdrawn. 

6.3 Anaesthetists in training - background 

The Anaesthetic service was traditionally provided by a relatively small number of Consultants and a number 

of staff grade doctors who had either been unsuccessful or decided against career progression. Out of hours 

the staff grade doctors and anaesthesia trainees provided the resident tier of doctors with a Consultant tier 

available on call from home. This was a stable structure up until the year 2000 when a number of key policy 

changes were introduced. 

Key changes were: 
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1. The introduction of the European Working Time Directive (2003). This substantially changed the number 

of hours doctors could work requiring a larger number of doctors on rotas to make them compliant. 

2. The desire of central government to move from a Consultant led service to a “Consultant delivered” 

service where much more of the day to day care is delivered by fully trained doctors of Consultant status 

with certificates of completion of training (CCTs). Department of Health. The NHS Plan (2000). 

3. A complete change in the structure of post graduate medical training called “Modernising Medical 

Careers (2003).” This fundamentally changed the organisation of training from a pyramidal structure 

with multiple interviews to a single interview at application to a training grade and transition through to 

CCT and Consultancy with few blocks to progression. This has delivered an increased number of 

Consultants and a reduction in the duration of training. There are now few doctors falling out of the 

system to take up staff grade posts. 

 The General and Specialist Medical Practice Order (2003). This was a Statutory Instrument which 

removed the setting of standards and control of post graduate medical education from the Royal 

Colleges to a new “Non departmental Public Body” initially called PMETB. It included a specific 

instruction for training to be delivered to clearly written Curricula. 

The Lansley reforms (Health and Social Care Act 2013) introduced further changes to Postgraduate 

Medical Training. PMETB was abolished.  

 The General Medical Council (GMC) was charged with setting standards for Post Graduate Medical 

Training.  

 A new non departmental public body Health Education England (HEE) was established. It is 

responsible for the organisation and quality assurance of training. It commissions training posts for 

doctors from appropriate Trusts (Training Units) who are expected to deliver training to appropriately 

agreed standards. It is grouped into 13 executive teams each led by a Post Graduate Dean. 

 The Royal College (of Anaesthetists) is now responsible to ensure that the Curriculum is delivered and 

assist in the Quality Assurance of training. It sets Post Graduate examinations and writes the 

Curriculum of Training which has to be approved by the GMC. 

The effect of these multiple changes is that there are no longer a group of doctors wishing to undertake staff 

grade posts at the Friarage Hospital, Northallerton or any other hospital in UK. As staff grade doctors have 

retired, it has been increasingly difficult to recruit replacements in Anaesthetics or any other specialty. 

Almost all other hospitals of a similar size to the Friarage in England were unable to maintain a resident 

anaesthetic tier and ceased providing an acute medical and surgical service. The merger with South Tees 

coincided with the significant political changes and the middle tier coming under pressure. In an attempt to 

preserve the middle tier rota, the local PCT responded by investing money to enable the establishment and 

recruitment of a number of senior trainees fellowship posts (posts outside recognised training structures).  

The posts were based principally at the James Cook site to offer desirable specialist training opportunities, 

with the trade-off that they covered the rotas at the Friarage out of hours.  This sustained a vulnerable 

service which had publically broken other similar sized units for a number of years, but is now no longer 

tenable. 

Anaesthesia recruitment and retention of trainees has been problematic within the North East region over 

recent years, it has historically always been a Northern Deanery concern, but this is fast becoming an issue 

for other schools and training units across the Country. 

In the North East and North Cumbria we have high standards of training and far more educational capacity 

than juniors within them. Every trust and the HEE NE governing body have been advised that applications for 

specialty training are falling year on year, with only 48% of local F2 trainees having entered specialty training 

in England in August 2015.  
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The School of Anaesthesia has been aware that applications have been falling and have considered the best 

approach to preserve high quality training whilst understanding the impact of loss of trainees on the acute 

service. Since 2011, there has been an increasing difficulty in recruiting to specialty training programmes in a 

number of areas with multiple gaps at the start of each training year. The higher Anaesthetics programme 

had an average of 89% of posts filled over the year in 2014 and 85% of posts filled in 2015; including many 

trainees choosing to work part-time hours which reflects a generation change in expectations of a work/life 

balance. 

Source: Dr M. Tremlett, Regional Advisor Anaesthesia (Northern) 

 

6.4 Future role of training at the Friarage Hospital 

The regional situation has also exacerbated the situation at the Friarage. It has been increasingly difficult to 

fill training posts in anaesthesia and a number of other specialties in the North of England in general (and the 

North East and North Yorkshire in particular). This reflects a historical concentration of medical schools and 

training posts particularly in London and the South East. Few graduates on completion of undergraduate 

training now move regions. In the past the North East was always a net recruiter of trainees particularly from 

Scotland. The devolution of health and the imposition of the new junior doctor contract in England has not 

encouraged medical graduates in Scotland to come south to England. In addition, the figures represent a 

headcount not whole time equivalent. With generational change, 30% of anaesthetic trainees choose to 

work less than full time further reducing the hours of work available to the system. 
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Health Education England (HEE) led by the local executive office Dean has a responsibility for ensuring the 

doctors in training receive this training in a timely manner as specified in the GMC approved Curricula. The 

shortfall in trainees meant that the previous number of training posts could no longer be filled.   

Their primary responsibility was to ensure the continued delivery of the curriculum to the trainees. The 

College then supported the training units by ensuring the gaps in the rota were shared proportionally across 

all providers. In April 2016, in order to protect training, trainee posts were removed from two training units. 

Firstly, they were no longer able to routinely undertake a module of training on the Paediatric Intensive Care 

Unit in Newcastle, as this was not a core requirement of anaesthetic training. Secondly, trainees were no 

longer able to form part of the resident tier of the out of hours rota at the Friarage. This was because it used 

up a substantial number of hours available for work in the week with almost no delivery of training, meaning 

that the overall Curriculum could not be delivered in the time specified.  

The decision was announced in April 2016 by Health Education England (HEE) and was fully supported by the 

Royal College of Anaesthetists reflecting its role to support quality assurance in the delivery of the 

Curriculum (GMC: The Gold Guide – a Reference guide to Post graduate Specialty Training in the UK 2016) 
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Friarage Hospital - Current service provision 

A number of workforce concerns have been discussed with stakeholders at various times since 2004. A series 

of clinical workshops were held in mid-September to review the current clinical sustainability of the services 

and whether the current provision could be maintained for the next 10-15 years. The workshops all followed 

the same agenda which was to understand the current workforce position and whether the group felt that 

the current model could be maintained. The groups were all then encouraged to ensure all available 

workforce options had been explored and then the discussion naturally explored what opportunities do exist 

to provide high quality, safe care for the population.  

From the outset, it was clear that this was only the beginning of a more formal way of engaging with the key 

clinical staff groups and stakeholders, ensuring there was a representative from the clinical, nursing and 

managerial workforce as well as primary care colleagues to ensure the whole system was taken into account 

and the various clinical areas would be considered as a whole given the clinical interdependencies of all the 

services. 

The vision for the Friarage through this process of engagement is to focus on providing a safe and clinically 

sustainable services for the next 10-15 years at the Friarage, considering all aspects of service provision 

including: 

 Delivery to nationally mandated clinical standards across the Trust 

 Ensuring appropriate access to services for the population we serve 

 Sustainability from a workforce perspective in the long term 

 The ability to be operationalised within the available cost envelope 

 Consideration of the wider system impact 

The discussions from each of the workshops are outlined below in the different specialty areas. 

7.1 Accident &Emergency  

The current service is staffed with Trust grade/ Specialty doctors on a rota to cover 24 hour a day, 7 days a 

week. During the week between the hours of 8am-6pm, the site is supported by an Emergency Medicine 

Consultant and out of hours and at weekends, the site is supported by the on-call Emergency Medicine 

Consultant from the James Cook Hospital in Middlesbrough. The General Medical Consultants from the 

Friarage do support the site but patients are the responsibility of the on-call Emergency Medicine 

Consultant. 

The challenge for the Friarage Accident and Emergency Department has always been the availability of Trust 

grade/ specialty doctors to maintain a 24/7 rota. This has meant the team has relied heavily on locum 

doctors to fill vacant shifts as trainees from James Cook Hospital are not permitted to carry out their training 

at this site as there is no Consultant cover after 6pm during the week and at weekends for support. Trainees 

from the James Cook site are unable to work at the Friarage as it is not recognised by the Royal College of 

Emergency Medicine as an appropriate training facility due to the limited case-mix and volume of the 

patients that are seen in the department. 

Over the past 15 years since the Friarage hospital came under the management of South Tees, there have 

been a number of changes that have affected the flow of patients to the Friarage A&E department as 

outlined previously. This has then impacted on the ability to attract highly trained clinical staff to maintain 

longer term substantive post at the site with the reduced ability to maintain clinically competent in all 

emergency department skills. 



 

 

26 

7.2 Activity levels 

The A&E department at the Friarage had 20,000 attendances in the last financial year. For the first 5 months 

of 2017/18, 73.6% of the patients attending the department were treated for minor injuries and illnesses and 

discharged home. The more complex admissions equate to 26% of the patients attending the department, 

with only 0.4% of the activity classified as patients requiring resuscitation support. This equates to a total of 

32 patients in the first 5 months of the year, a reduction of 47 patients compared to the same period last 

year.  

A&E attendances have reduced by 13% overall across age groups in the first 5 months of 2017/18 compared 

to the same period last year. There has also been a significant reduction in the number of emergency 

ambulances to site, largely within the out of hours period from 9pm-8am. This coincides with the start of the 

Urgent and Emergency care proof of concept model that is discussed in more detail in section 7.4.3. 

Further work is being undertaken to understand the patient flows within this time frame and to understand if 

the some of the reduction can be attributed to the schemes that look to minimise unnecessary conveyances 

to hospital.  

7.3 Current workforce Challenge. 

The A&E department have 4 members of staff at the Trust grade level in post out of the 7 that are needed to 

fulfil a 24/7 rota. The reliance on locum doctor cover is significant and an ever decreasing pool of available 

doctors available to support the site. 

Despite considerable efforts by South Tees Hospitals NHS Foundation Trust to recruit over recent years, the 

only appointments secured have been staff grade posts for employees who are delayed in their onward 

training programme for various reasons, it is not a role that often attracts new recruits to work substantively 

within the site. 

7.4 Mitigation Efforts 

7.4.1 Recruitment 

There have been several recruitment campaigns over the years to secure this workforce with varying levels 

of success over the years as this is a constant recruitment effort as often this grade of doctor usually spends 

an additional year gaining more experience before continuing their studies (Appendix 5). The department 

has been successful to date in recruiting Trust grade doctors who support the rota and provide the out of 

hours cover. 

Within the department, evidence of efforts to recruit to this workforce and solutions to support the rota are 

evident within the minutes of directorate meetings and clinical events over the years. Despite considerable 

efforts by South Tees Hospitals NHS Foundation Trust to recruit over recent years, the only appointments 

secured have been staff grade posts for employees who are delayed in their onward training programme for 

various reasons, it is not a role that attracts new recruits to work substantively within the site. 

7.4.2 Staffing solutions 

In October 2013, the workforce gaps in the rota were escalated to the Clinical Commissioning Group and an 

offer to cover overtime shifts for Consultants to work additional shifts to cover the weekends at the Friarage 

over the winter period was agreed. 
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Throughout 2015, a number of meetings were held with the Directorate highlighting the concern with the 

number of gaps in the rota with weekly monitoring of the situation and the gaps put in place from July 2015 

onwards. The concerns escalated in December 2015 when many shifts were unfilled, resulting in the 

Directorate having to put a business continuity plan in place in the event that a locum doctor or a Consultant 

from JCUH was not available to cover the available shifts. In the event of this worst case scenario, the only 

way to maintain safety on the site was to trigger a full A&E divert from the Friarage site to the James Cook 

site in order to maintain patient safety.  

The situation improved throughout 2016 with specialty doctor appointments and fluctuated throughout 

2017 as staff members left to continue their training programme. 

7.4.3 Other Models of care - The Urgent and Emergency Care proof of concept model. 

The development of a new Urgent and Emergency Care model (UEC) that includes primary care was a 

partnership model developed between STFT, HRWCCG, Yorkshire Ambulance service (YAS) and Harrogate 

District Foundation Trust (HDFT) who currently operate the GP out of hours contract based at both 

Northallerton and Catterick. The partnership approach was instigated as a way to maintain 24 hour/365 days 

a year services based on the hospital site given workforce concerns and the aim was to ascertain whether a 

different model of service delivery could support the site in the out of hours period. 

The aim of this model is to integrate primary care, ambulance service and hospital based services to improve 

quality, resilience and sustainability and to become a pathfinder for the delivery of Integrated Urgent and 

Emergency Care with the Yorkshire Ambulance Service, GPs and clinicians working as an integrated urgent 

care team.  

A number of clinicians and managers from all the partners met regularly over the course of a year to work 

through the detail of what an integrated front of model could look like. The aim was to test out the concept 

that we could manage urgent and emergency care cases differently at the site, in a clinically safe and more 

sustainable way. 

Due to the low numbers of admission during the night, it was felt that a selected take to the site triaged by 

the medical registrar would work to support the lack of available front of house emergency doctors in the 

out of hours period. 

The out of hours model was staffed with the same nursing and healthcare staff with the addition of a 

paramedic as part of the team and the co-location of the primary care out of hours GP’s next to the 

department. The model was to test whether we could maintain the urgent ambulances to the site via the 

medical registrar and the Clinical Decisions Unit, with the team in A&E supporting the minor injuries and 

illness that self-present. The model was tested safely with an A&E doctor present and on shift but data has 

been collected since the go live date to understand how many times the doctor had to intervene with care 

and whether the model is clinically safe to manage in the event we can no longer recruit to all the 

outstanding shifts, especially in the out of hours period. 

The pilot started on the 20th March and has had some success in a new model for managing patients on a 

smaller acute site. Throughout the proof of concept phase, the model has been tested and the main 

conclusion for the longer term viability of the service is to invest in additional training for the paramedic 

team to assess, diagnose and treat minor injuries, or invest in more emergency nurse practitioners to pick up 

this caseload of work. The proof of concept is continuing as the teams are working together to integrate 

more fully and currently the A&E doctor post is being supplemented by locum doctors whilst a more 

permanent solution is agreed. 
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In essence, the proof of concept was to test the system with an integrated workforce if the system could 

support the flow of medical patients into the hospital by a selected medical take by the medical registrar 

liaising with the ambulance service before any acute admissions arrive on site. The project has been clinically 

effective but further work on patient pathways and developing a true integrated model are needed to build 

on the successful work that has been undertaken to date. 

This work formed part of the new care models programme under the acute medical model work stream 

where a cohort of small district general hospitals formed part of a network looking at the challenges facing 

smaller acute sites and the ability to recruit and retain the clinical staff needed to construct rotas, keep 

clinical skills up to date and attract trainees into the posts. 

7.5 Anaesthetics provision. 

There are two workforce concerns for anaesthesia at the Friarage site, the Consultant cover for the critical 

care/ high dependency beds and the middle grade doctors who historically have undertaken the resident 

anaesthetist post to support the hospital in the out of hours period. 

The Friarage site has 6 operating theatres and a 6 bedded combined level 2/3 ICU and HDU unit which flexes 

based on clinical need and is staffed by anaesthetic Consultants. As a smaller site, the critical care beds are 

staffed by anaesthetic Consultants historically and not an intensivist who specialises in critical care medicine. 

The challenge with the reduction in workforce is that due to the sub-specialisation in the profession over 

recent years, there are less anaesthetists coming out of training who are dual accredited in both anaesthesia 

and critical care medicine.   

Out-of-hours this unit is supported by a resident middle grade anaesthetist (see above) and an on-call 

consultant anaesthetist.  

7.5.1 Activity levels - Critical Care 

The critical care unit is one of the smallest in the UK but clinical outcomes are good with a standard mortality 

rate of around 0.8.  

In 2016/17 there were 228 admissions of which 129 were post-operative surgical patients, 55 were admitted 

from acute medicine and 29 admitted directly from the A&E department. 
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7.5.2 Activity levels -Theatre provision 

There are 6 theatres at the Friarage but due to low demand there are no dedicated ‘emergency lists’. Over 

the last 12 months 345 emergency cases have been carried out, 140 of these have been carried out within 

hours (Monday-Friday 0800-1800), 205 were carried out out-of-hours (Monday-Friday 1800-0800 or at 

weekends).  

7.6 Current workforce challenge – Critical Care 

The critical care unit is facing significant workforce challenges as a result of the decision to withdraw 

anaesthetic trainees who cover the out of hours rota. In order to sustain a level 3 critical care service on site 

an out of hours a resident anaesthetist is mandatory.  

There is a National shortage of trained Anaesthetists in the UK. The Royal College of Anaesthetists National 

Survey in 2015 found that 4.4% of all Consultant Anaesthetic posts were vacant.  

Consultant Anaesthetists/ Intensivists 

The age profile of the Friarage Consultant anaesthetists is a concern as two of them will be 65 (or over) years 

of age by November 2017. In addition, over the last 18 months, there have been three anaesthetists resign 

from the Friarage and another one leaves in November which means that there will be 4 consultant 

vacancies out of a compliment of 8 by December 2017. Of the remaining four, two are approaching 

retirement age. 

There are currently 5 consultant anaesthetists (as of 15/9/2017), 3 Specialty and associate specialist doctors 

and 1 Trust doctor based at the Friarage. The consultant anaesthetist on call rota is currently supplemented 
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by 5 anaesthetists based at the James Cook site who are essentially filling one of the vacant slots – this may 

increase to 12 in October 2017. This is very much a temporary measure and is not sustainable as these 

consultants come from general anaesthesia, paediatric anaesthesia and critical care and are providing this 

additional cover over and above their current James Cook on-call. 

Consultant rota requires 8wte 

 5 in post with 1 post shared between 5 Consultants at JCUH (as of 15/09/2017) 

 3 Consultants have left and one more leaves end of November 2017 

 By December 2017, 4wte Consultant vacancies 

The Critical Care National standards require daily Consultant ward rounds which are currently not 

undertaken by specialist intensive care doctors (Intensivists) at the Friarage site. (along with compliance to 

the new quality requirements which require a daily ward round, 7 days a week by an Intensivist). If a physical 

ward round is undertaken, further consultant appointments would be required, and this would be achieved 

by replacing the ITU consultants at the FHN as they retire with intensivists working between both hospital 

sites.  

Out of hours cover would still need to be provided by a resident anaesthetist and Consultant on call tiers. 

This is necessary to support the critical care unit as well as all acute services on site such as the A&E 

department and any medical and surgical emergency admissions into the Clinical Decisions Unit. 

Mitigation Efforts 

7.6.1 Recruitment 

There have been continued efforts to recruit to the Consultant positions at the Friarage as demonstrated in 

appendix 6. Since July 16, there have been 9 Consultant appointments which have offset some of the 

workforce reductions who have either retired or left the organisation. The Trust have re-focused their 

recruitment campaigns and increased our presence at national conferences with recruitment stands, 

alongside various other marketing and advertising campaigns that are also highlighted in appendix 6 

7.7 Current workforce challenge - Middle grade / specialty doctors in Anaesthesia 

Although, the caseload is small at the Friarage site with low out of hours anaesthesia activity (on average one 

case every 3 nights), the implications for the site are significant. The lack of resident airway cover 24/7 for 

the hospital places all acute services at risk, including the A&E department, acute medicine and critical care 

provision.  A resident anaesthetist must be maintained on site in order to continue level 3 critical care beds 

and open to acute admissions overnight. 

Training accreditation for anaesthetic trainees is only recognised at the Friarage for in-hours training 

following a HEE recommendation in August 2016.The options to support a resident anaesthetist out of hours 

would require a rota of 7 wte Specialist doctors for which there are on-going recruitment drives.  The current 

middle grade rota will have 5 vacancies (out of a compliment of 7) which are currently staffed by one 

Specialty doctor and one Trust grade doctor with the remaining shifts being covered by locum doctors. 

 2wte in post, 5 posts currently filled with locum shifts 

 The Trust grade doctor is potentially leaving the rota in February 2018 

 Resulting in 5-6wte vacancies 
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Maintaining this rota is both expensive and clinically unsustainable due to the heavy reliance on locum 

doctor cover of varying clinical experience 

7.8 Mitigation Efforts 

7.8.1 Recruitment 

In an attempt to preserve the middle tier rota, the North Yorkshire and York Primary Care Trust responded by 

investing money to enable the establishment and recruitment of a number of senior trainees fellowship 

posts (posts outside recognised training structures).  The posts were based principally at the James Cook site 

to offer desirable specialist training opportunities, with the trade-off that they covered the rotas at the 

Friarage out of hours.  This sustained the service which had publically broken other similar sized units for a 

number of years, but is now no longer tenable. 

For the last few years, the Trust has actively recruited a small number of doctors who have failed to progress 

through training because they have not yet passed Post graduate examinations. They have taken up short 

term trust grade posts to reattempt the examinations in a supported atmosphere, but there are only a small 

number of individuals and most rapidly re-enter training after 6 months in post.  

There have been multiple attempts to recruit to both sites at the Specialty doctor level also which has 

yielded little success over the years with only 1 in the last 12 months despite advertising and promoting the 

hospital in a number of ways including recruitment within the European Union as there are currently no visa 

issues from the European Union. 

7.8.2 Staffing solutions  

The Critical care unit requires Consultant appointments; it is the anaesthetist overnight role that has 

required other workforce solutions to be considered. 

Other workforce solutions that have been considered by the Directorate include: 

 Arranging medical training initiatives (MTI scheme), these are Royal college recognised and sponsored 

positions but are not allowed therefore to work on sites which are not recognised by HEE for training. 

Part of their terms and conditions are that they are exposed to the same training opportunities as HEE 

trainees.  They are therefore not allowed to work at the Friarage site during their training hours.  

 Overseas recruitment for staff grades. This recruitment could not be for a training post so would attract 

candidates who could not or have chosen not to progress as a Consultant. There are a small number of 

UK doctors available but multiple doctors wanting an additional year of experience after FY2 year in ICM 

before applying for core training. It does however require regular recruitment efforts as doctors only 

want to stay in these types of roles for a year usually. 

 Staff and Associate Specialist grades. These posts are available for personnel who wish to step off the 

career trajectory. There are a small number of doctors with UK experience and inadequate numbers to 

resolve the workforce challenges. 

 Physician Associates. These posts need to work directly under the supervision of a Consultant 

Anaesthetist so would not be viable for the out of hours cover at the Friarage site. 

 Advanced Critical Care Practitioners (ACCPs) to function as resident airway cover the Friarage site. This 

role is not supported by national standards as part of their role necessitates support by a trained 

anaesthetist/ intensivist within the hospital.  

 Overturn the decision made by the Deanery- this is not a likely option given there is not enough out of 

hours experience and emergency procedures for a trainee position. 
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 Consultants taking on the residency role- agreed that this is not an option to proceed due to the loss of 

the elective income for time in lieu for being on site as a resident anaesthetist. Estimated loss of elective 

income is ~£8m and it is unlikely we will retain the Consultant staff if this option was enforced. 

 Critical care Consultants are equally unable to support both on call rotas but could be on call for advice to 

the Friarage site as they are unable to be physically present out of hours as they are on call for a 32 

bedded Intensive Care Unit within a 1000 bedded major trauma centre. 

 Consultant anaesthetist cover from James Cook to Friarage.  

The James Cook Site employs 37 anaesthetists (not including critical care) and is currently short of 8 WTE 

consultants to maintain the current elective and emergency programme. Of those working 

predominantly at James Cook 90% are working greater than full time (10PAs) with 43% working greater 

than 12PAs. The trust is currently employing 3 full time locum consultant anaesthetists who are providing 

30 sessions of planned elective activity each week on the James Cook site. 

Currently 5 Consultants from James Cook are participating in the on call rota at Friarage to make up a wte 

equivalent working on the rota to support the FHN site. 

7.9 Summary 

The general consensus from all the workshops was that the current configurations of services were not 

sustainable given the significant workforce challenges within all the areas. Although the acute medicine 

service does not have the same level of workforce challenges, the service delivery model would be impacted 

if one or more of the services could not be maintained safely on the site and this needs to factor into the 

discussions as we progress. 

The outputs have largely been reflected in the content of this case for change, articulating the challenges 

whilst then acknowledging what other workforce or service delivery models have or could be explored. 

All workshop groups did start to look at what is possible to maintain safely and sustainably both from a 

workforce point of view but to also achieve and or maintain national clinical standards. Most of the clinicians 

felt that there was a different level of service offered to the patients of the Friarage which was not 

acceptable and to enable the services to offer the same level of Consultant cover across both sites is not 

operationally feasible for many specialties, largely due to the fact that there is not the Consultant workforce 

available. 

Most of the workshops then looked into developing the discussions of what the service delivery model could 

look like based on varying scenarios, largely dependent on the other clinical interdependencies. This is at the 

start of the clinical discussions and further engagement events are planned with the clinical services 

throughout the engagement period. 

It is important to acknowledge that work undertaken between South Tees Hospitals and HRW CCG over a 

number of years to try and sustain the emergency acute care provision on the Friarage site, both in terms of 

investment and collaborative working to find a sustainable workforce and service delivery model. 

Despite the work undertaken, and largely undertaken suggestions as to future solutions outlined by the work 

of the Nuffield Trust, South Tees Hospitals is still facing the challenge of maintaining safe and sustainable 

clinical services with the workforce availability in this region. If the key critical workforce challenges cannot 

be met, the impact on the service provision will be affected. 

There is a serious concern that the fragility of some of the services mentioned above will be difficult to 

maintain over the next few months whilst we undertake a period of engagement with our staff, patients, 
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stakeholders and the wider population. There are also clear dependencies on service provision at the 

Friarage Hospital and our neighbouring Trusts especially Darlington Memorial Hospital as they also service a 

cohort of the Hambleton and Richmondshire population. These workforce pressures and service challenges 

also impact over the wider footprint within our region and need to be considered whilst we undertake this 

process. 
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Engagement Process. 

It is important we take into consideration what has already been said over recent years of change.  

We know from our involvement in previous engagement with the local community, such as Hambleton, 

Richmondshire and Whitby CCG’s ‘Fit 4 the Future’ and ‘Transforming our Communities’ programmes that: 

 Patients want to be cared for at home or as close to home as possible. 

 Integration of health and social care services is important. 

 The Friarage Hospital is at the heart of Hambleton and Richmondshire localities. 

 The Trust is doing everything possible to avoid any changes in service delivery but given the co-

dependencies of any services all with workforce challenges, the Trust needs to plan for any potential change 

in service provision to ensure safety. 

It is not in the best interest of the patients or the Trust if services have to close to patients sporadically if 

there is inadequate staff cover. This is not acceptable for continuous provision to our patients but also 

unsettling for staff members, especially in areas where clinicians need to maintain their skill set.  

Our immediate challenge is to stabilise our service areas affected and attract the workforce we need into key 

roles whilst ensuring we work in partnership with our current staff and retain their talents, knowledge and 

skills as we work to develop a clear clinical strategy. 

Following previous engagement work by HRW CCG, this engagement will be guided and influenced by the 

following principles: 

1. Care and support is person-centred; personalised, coordinated and empowering 

2. Services are created in partnership with citizens and communities 

3. Voluntary community and social enterprise, and housing sectors are involved as key partners and 

enablers 

4. Volunteering and social action as key enablers 

At the heart of the principles is the assertion in the NHS Five Year Forward View that a “new relationship with 

patients and communities” is key to closing the three gaps identified by the NHS Five Year Forward View: 

health and wellbeing, quality of care and treatment, finance and efficiency. 

It is for NHS organisations to ensure that the focus is on ensuring people understand the challenges that the 

NHS are facing both locally and nationally to ensure patients have as much information as possible to have 

meaningful engagement and discussion within this process. 

The key messages revolve around the challenges faced: 

 Workforce challenges 

 Rurality of services and ability to recruit to more rural areas 

 Providing safe and sustainable care and services as close to home as possible, reviewing services that can 

be delivered in community settings and those that need to be delivered in a hospital setting. 

 Achieving best clinical outcomes for patients within the available budget across health and social care 

partners. 

The way in which healthcare can be delivered is changing and evolving. In the last 15 years, there have been 

great advances in medical knowledge and technology. This has enabled more services to be provided outside 

of hospitals, in GP practices and community-settings 
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 Because of national challenges facing the NHS and local authority financial climate there is an increasing 

need to use resources effectively and efficiently.  We must achieve the best outcomes for our patients 

within the available budget 

 The public tell us that they want to see more services being provided at home or as close to home as 

possible. 

 We need to review the type of services that are available in community settings and those that are 

delivered in hospital. We also need to look at integrating some services and providing others so that 

more can be delivered locally, close to where people live.  

Phases of Engagement. 

Phase 1 will be the listening phase to take place between October and December 2017. This phase will be led 

by the Trust, with support from Hambleton, Richmondshire and Whitby CCG, and other partners and is about 

helping the public to understand our challenges and their complexity whilst gathering views and suggestions 

from patients, carers, clinical staff and other stakeholders. 

We will widely communicate the engagement plan to assure patients and public that they have will have the 

opportunity to get involved in the work at an early stage as we need to ensure as many people as possible 

have the opportunity to understand the issues and get involved – this way we have the best information to 

help us shape solutions and make informed decisions. 

A detailed programme of engagement events will be undertaken across the locality area and information 

(including ways people can feed back) will be made available on line and upon request. The objectives sought 

from the engagement: 

 Confirm people’s understanding and requirement for the case for change 

 Understanding of the national and local context and the mitigation the Trust has undertaken to resolve 

the workforce challenges. 

 Encourage discussions around new models of care to review how the Friarage site can be maintained as a 

central hub for healthcare, serving the local population. 

 Services offered at the Friarage meet the needs of the local population and have the confidence of 

General Practitioners so they remain economically viable 

 To ensure the services offered are safe and sustainable for the longer term (10-15 years) and provide 

good quality outcomes to meet the needs of the population. 

Principles of the engagement: 

 To maintain safe and clinically sustainable services 

 To maintain services as close to people as is clinically feasible 

 To maintain the Friarage Hospital site as a clinical hub 

 To support frail/ elderly pathway given the demographics of the area 

 Minimise impact on people travelling out of the area for care 

Key questions will include:  

 What is important to our stakeholders in terms of local healthcare provision?   

 How can we meet our shared goal in developing a long-term vision and strategy for the Friarage Hospital 

given the current workforce challenges in key areas? 

 How can we maintain the Friarage site as a central hub for healthcare? Can we do more on the hospital 

site and in the community? Can we do more to support people to stay well at home? 
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Phase 2 from December to January will cover reporting and options development. This will include reviewing 

feedback from the listening phase, responding to queries and developing consultation options. 

If required, phase 3, which will be led by the CCG, will be a formal 12 week consultation period likely to be 

between February to the end of May 2018.  

 A detailed consultation document will be written outlining the options that have emerged and developed 

during the engagement phase-. 

Following the consultation period all feedback will be analysed and a post consultation report will be 

developed and recommendations made to the CCG Governing Body 
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Conclusion and next steps 

This document is intended to provide information and provoke discussion. It starts to set the scope of both 

the challenge and the opportunity relating to commissioning safe, sustainable and high quality health 

services across the population that the South Tees Hospitals serve.  

The scale of change and formal proposals for what needs to be developed will require extensive local 

discussion with clinicians and staff members, service users, their carers; partner organisations and other 

stakeholders. 
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Appendix 1 - 15 years of the Friarage - service development and investment 
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Appendix 2 - STP FOOTPRINT 
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Appendix 3 -  HRW Clinical Summit Overview 
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Appendix 4 -  Acute Clinical Interdependencies 
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Appendix 5 - Overview of recruitment for A&E doctors 
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Appendix 6 - Overview of Anaesthetic recruitment 

 
 
 
 

 


