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-Clinical co-dependencies and A&E at HRI- 

At the Public meeting of the Joint Committee in February 2019, and, following 

publication of the April 2019 updated Strategic Outline Case, again in July 2019, 

Hands off HRI deputations queried the suitability of the  proposed A&E at HRI as 

described in the SOC. In particular, whether it will have the necessary clinical co-

dependencies to make it a full, ‘Type 1’, A&E. As no satisfactory response was 

received from the Committee or from the Health Trust, nor any subsequent 

improvements addressing these concerns made to the hospital reconfiguration 

plans, we are raising the query again. 

 

The question of clinical co-dependencies for A&E departments has been considered 

by, in particular, the NHS South East Coast Clinical Senate and by the Kings Fund. 

The SECCS carried out an extensive review of the evidence base and a 

comprehensive clinical review of interdependencies between acute services and 

A&E departments1. They concluded that necessary on-site services required to 

support any A&E department (even those not taking acute patients) include: acute 

medicine, respiratory medicine, urgent GI endoscopy (upper and lower), cardiology, 

trauma, adult critical care, urgent diagnostic haematology, and acute mental health 

services.  Similarly, the Kings Fund review of evidence on service reconfiguration2 

finds that ‘key clinical and service interdependencies’ for A&E departments include 

critical care, acute medicine, acute surgery, paediatric expertise and access to 

inpatient beds. 

 

The SOC, in ‘Estates, Section 7’, notes that: ‘HRI is currently the centre for 

emergency surgery, planned complex surgery, and emergency paediatric surgery’. 

Under the Future Service Model, however, these specialties are to be removed to 

CRH. All blue-light ambulance cases will go to CRH, as will cases requiring 

‘complex surgery’ or ‘critical care after surgery’. HRI will retain an A&E for ‘walk-in’ 

patients. Of these ‘walk-in’ patients a small proportion will be critically ill and need 

rapid and comprehensive emergency care.  

 



For the public of Huddersfield the nature of the A&E is critical. Our understanding of 

the SOC and other Trust documents is that HRI’s A&E is not in fact to be a full A&E 

(formerly known as a ‘Type1’) – one where the essential clinical co-dependencies to 

treat critically ill patients in a timely fashion are available on site. Critically ill ‘walk-in’ 

patients will instead have to be transported to CRH, causing delay, potentially 

leading to more adverse outcomes, increased morbidity, and even deaths. We 

accept that it is already the case that patients are transported to other hospitals for 

particular acute conditions – eg head injuries – but, nevertheless, this has not been 

the case for the many HRI patients who require more ‘routine’ critical and acute 

treatment and care who have been able to be treated at HRI. That this level of 

service will no longer be available locally to Huddersfield residents and others living 

or working within HRI’s catchment is, we would argue, to their significant detriment. 

 

Therefore, and noting that many of the essential A&E on-site clinical co-

dependencies specified by bodies such as the Kings Fund and SECCS are at 

present lacking from the SOC proposal for HRI, we request that the Committee: 

  i/ look, as a matter of urgency, once again into the matter and  

 ii/ make suitable recommendations such that the necessary, and fully-staffed, 

clinical co-dependencies for a full A&E department be provided on site at HRI.  

Steve Slator 
Co-Secretary, Hands Off HRI 
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