
Here are our 38 questions to the CCGs, their answers, and our comments on their 
answers.

Dear CCGsʼ Chief Officers and Governing Body Chairs,

Having carefully studied the “Right Care Right Time Right Place - Have Your Say” 
Consultation Document, we find that it is inadequate to the task of properly informing the 
public about the proposed reconfiguration of hospital, community care and primary care 
services in Calderdale and Kirklees. 

The consultation is not fit for purpose in the questions it asks in the Survey, and in the 
information it provides in the Consultation Document.

In order to rectify this problem, we ask that you make good the following errors and 
omissions in the Consultation Document, by sending us accurate corrections to misleading 
information and producing missing information, as outlined below. 

We ask too that you make this new information available to the wider public, well before 
the end of the Consultation period, by posting it on the Right Care Right Time Right Place 
website. 

We have an absolute commitment to assessing if the Right Care Right Time Right Place 
proposal is right, once we have all the information about it. We canʼt do that until and 
unless you give us and the rest of the public the information that we need.

The Consultation Document is misleading and uninformative in the following respects, 
among others:

Question 1 

It makes an entirely inappropriate claim that the CHFTʼs above-average Summary Hospital 
Mortality Indicator for the period of the year to July 2015 justifies wholesale change of the 
hospitalʼs clinical model.  This flies in the face of guidance from the Health and Social Care 
Information Centre about how to interpret above average SMHI figures - which is to first 
look carefully at the most obvious likely reasons for it, such as coding errors and case mix. 
In particular the claim that having senior doctors present in A&E  24/7 would reduce 
mortality is not a valid extrapolation of the SHMI data, for reasons that are clear from the 
HSCIC guidance on interpreting SHMI data. 

CCGsʼ answer

The  Consultation  Document  makes  3  references  to  Mortality.  
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P5,  Foreword  - We  need  to  improve  our  hospital  mortality  rates  which  means  
reducing  the   number of patients who die in our hospitals
P7,  Why  we  are  proposing  changes  -   The  number  of  patients  dying  in  our  
hospitals  is  higher  than  average     
The Trustʼs hospital mortality  rates  are  higher  than  the  England  average.  This  means  
that   more  people  are  dying  in  our  hospitals  than  would  be  expected.    There  is  an  
increased   national  focus  on  mortality  which  means  that  many  more  acute  Trusts  
are  making  significant   progress.  This  brings  down  the  overall  England  average  so  
that  Trusts  that  are  currently   outliers,  such  as  Calderdale  and  Huddersfield  NHS  
Foundation  Trust  have  to  reduce  mortality   even  further  to  move  closer  to  the  
national  average.  
P9,  Why  are  we  proposing  changes   Direction  of  national  policy  
There  has  also  been  a  national  drive  for  the  NHS  to  move  towards  seven  day  
working.  In   February  2013,  Sir  Bruce  Keogh  set  up  a  Forum  on  NHS  Services,  
Seven  Days  a  Week  to   address  the  significant  variation  in  outcomes  for  patients  
admitted  to  hospital  at  weekends   across  the  NHS  (a  problem  affecting  most  health  
systems  across  the  world).  This  is  seen  in   mortality  rates,  patient  experience,  the  
length  of  hospital  stays  and  readmission  rates. 
 
None  of  these  references  make  the  claim  that the CHFTʼs above-average  Summary   
Hospital  Mortality  Indicator  for  the  period  to  July  2015  justifies  wholesale  change  of   
the hospitalʼs clinical model.  The  mortality  references  are  included  as  part  of  the  
broader  explanation  of  why  we   are  proposing  changes  in  order  to:  meet  the  
needs  of  the  population;  meet  quality   and  safety  challenges;  and  take  account  of  
national  policy. 

Our comments

i.   The  answer  does  not  address  all   the  points  raised  in  the  question.  
ii.  The  answer  clearly  demonstrates  that   the  key  driver  of  the  proposed  changes   
is  national  policy  rather  than  the  needs   of  the  local  population  or  quality  and   
safety  challenges.      
iii.  It  also  shows  clearly that the CCGsʼ proposals  for  local  reconfiguration   adhere  
faithfully  to  the  new  models  of   care  proposed  nationally  in  NHS  Englandʼs Five 
Year Forward View (Oct.  2014). 
iv.  It is splitting hairs to say that the CCGʼs havenʼt claimed that the CHFTʼs above-
average Summary Hospital Mortality Indicator for the period of the year to July 2015 
justifies wholesale change of the hospitalʼs clinical model, and then to say that the 
mortality references are part of the explanation of why they are proposing changes. 
v.   In their verbal submissions at the Joint Health Scrutiny Committee and drop-ins, they 
do suggest that the changes will reduce mortality rates
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Question 2

The joint CCGs didn't include a Health Inequalities Assessment in their Equality Impact 
Assessment and the Consultation Document doesnʼt refer to the need for one.  But the 
2015 update of  NHSEʼs 'Planning, Assurance & Delivering Service Change For Patients: 
A Good Practice Guide for Commissioners on NHSE assurance process for major service 
changes and reconfigurations' specifies the Public Sector Equality Duty, to assess the 
Equality AND Health Inequalities related to the proposals. It also requires a Privacy Impact 
Assessment, which is nowhere to be seen.

CCGsʼ answer

The  Equality  Impact  Assessment  is  Appendix  E  to  the  Pre-Consultation  Business  
Case.  The  Pre-Consultation  Business  Case   has  been  published  on  the  programme  
website  and  shared  publicly   with  the  Calderdale  and  Kirklees  Joint  Health  Scrutiny  
Committee.     

The  document  referred  to  - the 2015 update of NHSEʼs ʻPlanning, Assurance & 
Delivering Service Change For Patients: A Good Practice Guide for Commissioners on 
NHSE assurance process for major service changes and reconfigurations'  also  states  
that   ʻAssurance will be applied proportionately to the scale of the change  being  
proposed,  with  the  level  of  assurance  tailored  to  the   service change.ʼ

Prior  to  making  a  decision  to  proceed  to  consultation  the  CCGs   were  subject  to  
the  NHS  England  assurance  process.  The  Assurance   panel  presented  their  findings  
to  the  Regional  Management  Team   on  18th  January  2016  and  recorded  their  
findings  in  a  letter  to  the   Chair  of  the  Assurance  Panel  on  19th  January which 
stated ʻin summary  I  am  content  that  you  support  the  CCGs  to  proceed  to   
consultation.ʼ  A  copy  of  the  letter  is  attached  for  information.        

The  Health  Inequalities  considerations  are  taken  from  both  Councilsʼ Joint Strategic 
Needs Assessment and referenced in the  Pre-‐Consultation  Business  Case.  A  full  
Health  Inequalities  impact   would  be  taken  into  account  should  the  proposals  
proceed  to   implementation. 

Our comments

The  answer  does  not  address  all  the  points   raised  in  the  question,  and  the  
assurance   letter  was  NOT  attached.  

A  letter  is  on  the  consultation  website: https://www.rightcaretimeplace.co.uk/wp-
content/uploads/2016/05/20160119-Letter-to-MD-re-Calderdale-and-Huddersfield-service-
change-proposals.pdf
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This  implies  assurance  was  carried  out  at   Regional  level.   NHSEʼs ʻPlanning, 
Assurance & Delivering Service Change For Patientsʼ (PADSCP): Good Practice Guide  
states  on  P11  that:    “The  Investment  Committee  (IC)  should  review  the  assurance  
conclusions  and  take decisions  for  all  schemes  where  one  of  the following  
conditions  applies:” (including) “Impact  on  any  NHS  trust  or  NHS  foundation  trust  ... 
where  the  reconfiguration  is  in  respect  of  services  where  there  has  been  
enforcement action.”

Calderdale  &  Huddersfield  NHS  Foundation  Trust  is   under  enforcement  action  for  
its  finances,   leadership  and  governance.  Why  was  assurance  not  done  by  the  IC?   
Why  was  there  no  Health  Inequality   Analysis  in  the  PCBC  c.f.  the  PADSCP? re: 
https://www.england.nhs.uk/wp-content/uploads/2015/12/hlth-inqual-guid-comms-
dec15.pdf  - See  Annex  B  Brown  Principles.     

From CCG replies at consultation drop ins, it does not seem that health inequalities is 
something the CCGs have thought much about. At the Threeways Centre consultation 
drop in on May 3rd, one of us asked about health inequalities and whether/how the 
proposed hospital cuts and care closer to home scheme would address them, particularly 
in terms of Ovenden and Mixenden.  Dr Brook demanded to know the reason for asking 
these questions. On being told that as Ovenden is a relatively economically deprived ward, 
we wondered how the hospital cuts proposals & Care Closer to Home proposals were 
going to affect people who live there, who already have more ailments and lower life 
expectancy than in other parts of Calderdale, Dr Brook said,
“We have done what we can to make sure communities arenʼt negatively impacted by 
these proposals.”
On being asked, “What have you done?” another GP, Dr Carsley, said tentatively to Dr 
Brook,
“Thereʼs Dawnʼs work with community champions, and work about travel time.”
Dr Brook then said,
“Itʼs not for us to address all these fine details. Calderdale Council are aware of the travel 
problems…”

The fact that relocating services has a disproportionate effect on  poorer and more 
vulnerable people means there is an urgent need for the Consultation Document to include 
a  Health Inequalities Assessment. The Royal College of Emergency Medicine ʼs 
statement on Emergency Department closure and reconfiguration includes the following 
information

Travel
• Relocating services has a disproportionate effect on the very young, the very old, 

patients with mental health issues and those with chronic illness or reduced mobility.
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• Relocation also has a greater impact on poorer socioeconomic groups through difficulties 
with transport.

• The likelihood of transportation difficulties will be higher in rural areas. 

Question 3

The joint CCGs have not met many other requirements for significant service changes, eg 
the Consultation Document doesnʼt show:

• How you have carried out their statutory duty to involve Service users in the 
development of their  proposals

• How options would be implemented & safe services maintained in the interim
• How the Public Health Directors & Local Authority service leaders have been 

involved in the plans - and the Consultation Document doesnʼt say that both 
Calderdale and Kirklees Councils have unanimously rejected the proposals, in full 
Council meetings.

CCGs answer

The  information  to  support  the  requirements  in  relation  to  service   change  is  
included  in  the  Pre-Consultation  Business  Case.     Section  4  of  the  Consultation  
Document,  Page  9,  sets  out  how  we   have  involved  Service  Users  in  the  
development  of  our  proposals  
as  referenced  above  in  question  2.  

The CCGs successfully completed the NHS England assurance process  prior  to  making  
the  decision  to  proceed  to  consultation  at  the meeting of the CCGsʼ Governing Body 
meeting  in  parallel  on   20th  January,  2016.   
 
The  impact  on  local  government  services  is  set  out  in  the  Pre- Consultation  
Business  Case  in  section  4.3  Community  based  Care   proposals.     

In  addition  the  period  of  Consultation  also  provides  the   opportunity  for  the  
Councils  to  feed  in  their  views  on  the   proposals.    
The proposals are also discussed in pubilc at the Councilsʼ respective  Health  and  
Wellbeing  Boards.  
  
Neither  Calderdale    Council  or  Kirklees  Council  have  unanimously  rejected  the  
proposals. 
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The  decision  by  Kirklees  Council  was  not  unanimous  as  not  all   members  could  
vote  e.g.  it  excluded  members  of  the  Joint  Health   Scrutiny  Committee.  Additionally,  
the  vote  was  taken  on  16th   March,  2016,  which  was  after  the  launch  of  
Consultation  and  the   printing  of  the  documents.    

We  do  not  agree  Calderdale  Council  has  unanimously  rejected  the   proposals.  The  
Council  expressed  concern,  when  it  met  on  16th   April,  2014  about  earlier  
proposals  submitted  by  Providers  -  not   the CCGsʼ proposals as outlined in Rght Care 
Right Time Right Place consultation- and agreed to establish the Peopleʼs  Commission.  
The  decisions  by  the  Council  from  16th  April  are   reproduced  below.     

A key decision was the agreement to establish the Peopleʼs Commission  to  take  
evidence,  lead  consultation  and  produce   proposals  regarding  the  future  provision  of  
integrated  health  and   social  care  services  across  the  Calderdale  and  Greater  
Huddersfield   health  and  social  care  economy.     The  decisions  by  Calderdale  
Council  on  9th  February,  2015  in relation to the Peopleʼs Commission are also 
reproduced  below.   

The  CCGs  are  of  the  view  that  the  proposed  changes  are  in  line   with the Peopleʼs 
Commissionʼs recommendations.
In  particular,  the  recommendations  acknowledge  that:    
• No  change  is  not  an  option;    
• the  CCGs,  CHFT,  NHS  England  and  the  Council  should  work  together  to  develop   

proposals;    
• that  people  with  urgent,  life  threatening  conditions  need  access  to  the  best  

specialist  care  possible;    
• people  who  have  what  they  consider  to  be  urgent,  but  non-life-threatening  

illnesses  and  injuries  should  have  easy  and  local  access  to  advice  and  treatment;    
• alternative  proposals  to  those  put  forward  by  the  Providers  should  be  developed  

for  public  consultation;    
• we  should  examine  options  to  increase  financial  stability;     
• a    transport  plan  should  be  drawn  up;    
• Care  Closer  to  Home  should  precede  any  proposed  changes  to  Hospital  services  

and  would  need  time  to  bed  in.    

The  recommendations  in  relation  to  GP  Access  are  being   progressed separately to 
this consultation as part of both CCGsʼ Primary  Care  strategies.             
  
[The  CCGs  then  quoted  the  Calderdale  Council  minutes  for   meetings  held  on  the     
16th  April  2014  and  the  9th  February  2015  where  they  related to  the  proposals.      
This  covered  more  than  3  pages of  the  38  page  document  they sent,  that  included     
our  questions  and  their  ʻsuggested  answersʼ. ]
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Our comments

This is just plain denial of our accurate points.

NO  - Section  4  in  the  Consultation   Document  (Ps9  &  12)  only  applies  to  the   
evaluation  of  the  options,  not  the  development of proposals,  which  was  the  
question.  

SEE  COMMENTS  at  Q2  about  the  regional   assurance  not  being  appropriate.  

NO  ANSWER  to  the  point  about  how  options would  be  implemented  &  safe   
services  maintained  in  the  interim!  

NO  ANSWER  to  how  public  health  &  local   authority  service  leaders  have  been   
involved  in  the  plans.    

NO  - there  is  no  mention  of  either  Public   Health  or  local  authorities  in  the  PCBC  
at   4.3  (Ps  45 - 50)  although  the  words   ʻpreventionʼ, ʻpreventativeʼ and ʻsocial c are 
are  mentioned,  twice  each!  

INACCURATE  date  given  for  the  Kirklees   Council  vote  rejecting  the  proposals.    

Kirklees  Council  voted  on  20.01.16  (NOT   16.03.16)  to:  

Oppose  any  proposals  which  leave  Kirklees   without  a  full  Accident  and  Emergency   
provision. https://democracy.kirklees.gov.uk/documents/g4732/Public%20reports%20pack
%2017th-Feb-016%2017.00%20Council.pdf?T=10

Question 4
For people in search of information who turn from the Consultation Document to The Pre 
Consultation Business Case, this also fails to meet requirements for significant service 
changes: eg it fails to:

• Be clear about the impact in terms of outcomes.
• Be explicit about the number of people affected and the benefits to them.
• Explain how the proposed changes impact on local government services and the 

response of local government - neither the PCBC nor the Consultation Document 
says that both Calderdale and Kirklees Councils have unanimously rejected the 
proposals, in full Council meetings.

• Summarise information governance issues identified by the privacy impact 
assessment -which is conspicuous by its absence. This is particularly bad since the 
proposed Care Closer to Home scheme requires “integrated care” delivered by a 
wide range of providers from the public and private sectors as well as voluntary 
organisations, family and friends, which means patient consent will be required for 
sharing confidential medical data, entailing considerable information governance 
issues. The Care Closer to Home and Vanguard schemes also rely on risk 
stratification of patients most at risk of unplanned hospital admissions - which 
requires shared access to patientsʼ confidential medical records. 

• Demonstrate affordability and value for money.
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• Demonstrate proposals are affordable in terms of capital investment, deliverability 
on site, and transitional and recurrent revenue impact. This omission is particularly 
glaring since the  PCB and the Consultation Document, far from showing that the 
proposals are affordable in terms of capital investment, says that if Treasury wonʼt 
come up with the money, the proposals canʼt happen. And there is no clarity that 
the proposals for expanding CRH are deliverable on the site, given the PFI contract 
and the shortage of additional space on the CRH site, which is leased to the PFI 
consortium/special purpose vehicle.

CCGsʼ answer (4)

The  information  to  support  the  requirements  in  relation  to  service   change  is  
included  in  the  Pre-Consultation  Business  Case.   

The  impact  in  terms  of  outcomes  contained  in  the  Quality  Impact   Assessment  -‐  
Appendix  D  of  the  Pre-‐Consultation  Business  Case.     

The  number  of  people  affected  is  included  in  the  Context  section   of  the  Pre-
Consultation  Business  Case  and  the  benefits  for  patients   are  set  out  in  section  
4.5  Future  Model  of  Care - Outcomes  for   Patients  and  Section  5.1.2.  which  is  a  
summary  from  the  Quality   Impact  Assessment  at  Appendix  D    

The  impact  on  local  government  services  is  set  out  in  The  Pre- Consultation  
Business  Case  Section  at  section  4.3  Community   based  Care  proposals.    

In  addition  the  period  of  Consultation  also  provides  the   opportunity  for  the  
Councils  to  feed  in  their  views  on  the   proposals.     The proposals are also discussed 
in public at the Councilsʼ respective  Health  and  Wellbeing  Boards.     

In  relation  to  rejection  of  the  proposals  by  the  Council,  please  see   the  answer  to  
Q3  above.  In  summary:  We  do  not  agree  that  either   Calderdale  Council  or  
Kirklees  Council  have  unanimously  rejected   the  proposals.  Additionally,  the  motion  
passed  by  Kirklees  Council   was  taken  on  16th  March  which  was  after  Consultation  
had     started.     

A  Privacy  Impact  Assessment  is  not  required  to  be  completed  at   this  stage  
because  we  are  consulting  on  proposed  changes  and  no   decisions  have  been  
made,  therefore  it  is  not  possible  for  it  to  be   completed  in  a  meaningful  way.  A  
Privacy  Impact  Assessment   would  require  the  detail  of  the  specific  information  
which  would   be  used,  the  name  of  the  provider(s)  who  will  use  it  and  how  they   
would  process  the  data.  
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Affordability  is  set  out  in  the  financial  situation  on  Page  4  and  in   the  Pre-‐
Consultation  Business  Case  at  section  7.2.  This  is  supported   by  the  CHFT  five  
year  plan  which  has  been  completed  in  line  with  Monitorʼs guidelines and is available 
on the CHFT website. 

Value  for  Money  is  one  of  the  criteria  used  to  appraise  the   alternatives  and  is  set  
out  on  pages  12  and  13  of  the  Consultation   Document.     

CHFT  have  submitted  to  the  Department  of  Health,  what  we   believe  to  be  the  
best  case  for  financial  support,  in  that  it  would   provide  the  least  expensive  way  to  
deliver  the  requirements  of  our   clinical  model.     

We  have  been  clear  that  progression  of  the  proposed  changes  is   dependent  on  
additional  funding  being  secured.     We  will  not  know  if  our  submission  has  been  
successful  until  after   the  consultation  has  finished.  If  the  conclusion  of  the  public   
consultation  process  was  that  we  were  to  proceed  with  the   proposed  changes  this  
could  only  be  a  recommendation  pending   the  successful  outcome  of  the  request  
for  funding.        

We  do  not  agree  that  providing  clarity  on  the  space  requirements   at  CRH  should  
be  part  of  the  Consultation  Document.        

As referenced above in question 2: the CCGs successfully completed  the  NHS  England  
assurance  process  prior  to  making  the   decision  to  proceed to consultation at the 
meeting of the CCGsʼ Governing  Body  meeting  in  parallel  on  20th  January,  2016.   

Our comments (4)

They claim the info is in the Pre-Consultation Business Case but it clearly is not. Again and 
again throughout their responses they keep referring to the NHS England Assurance 
process and claim they are compliant with it which we have proven they are not.

AGAIN  the  specific  points  raised  in  the  question  are  not  answered.     

The  questionʼs point  being  that  specific   information  is  not  as “clear”, “explicit” or even 
included ,  as  required  by  the  good   practice  guide  mentioned  above.  (see  PADSCP  
at  Q  2.  comments)      

The  impact  on  patient  outcomes  needs  to   be  CLEAR -  i.e.  easily  found.      

The  numbers  affected  and  benefits  for   them  need  to  be  EXPLICIT  -  not  just  a   
repeat  of  the  aims  of  the  proposal   assuming  these  will  be  achieved.      

CK 999 Consultation Response - Appendix 1

9



See  comment    at  Q  3.  re.  inaccuracy  of   the  answer  about  Kirklees  Council.      

A  privacy  impact  assessment  should  be   INCLUDED  in  the  proposal,  and  how  the   
issues  about  information  governance   identified  will  be  addressed  should  be   
INCLUDED  in  the  PCBC.  See Annex 5 Information Commissionerʼs Guidance on 
privacy. 

The Consultation ʻfinancial situationʼ is on P8  (not  P4)  and  outlines  pressures  that  are   
not  about  to  change,  i.e.  will  continue   after  the  reconfiguration.      
  
The  financial  case  made  is  not  very  convincing,  certainly  not  clearly  explained. The  
Trust  runs  a  current  deficit  and  the  plan  is to  borrow  money,  £179  million,  to  
reduce this for  them!   The  CCGs  say  there is a need  to  borrow  a   further  £291  
million  of  capital  to  change   CHFT  premises  and  the way the Trust  delivers  service!  
          
Where will the risk for this debt sit?  WHY  take on further  debt  when  the  information  
clearly   says  the  Trust  will  still  be  in  deficit  for   years?  (Q  12.)  

We have been very puzzled about these questions and the CCGsʼ answer doesnʼt help. It 
is ambiguous. It refers both to CHFTʼs submission to the DoH of the case for financial 
support and “our submission” for additional funding - which implies that the CCGs applied 
for the funding.

But Katherine Riley, CHFT Assistant Director of Strategic Planning, said at the Orangebox 
drop in on 18 May that Monitor applied to the DoH/Treasury for the funding before the 
Consultation started. So it wasnʼt CHFTʼs or the CCGsʼ submission.  It was Monitorʼs.

Monitor did that on behalf of CHFT, which it has in “enforcement measures” because 
CHFT breached its licence conditions by going into deficit, because it couldnʼt make the 
required efficiency savings and safeguard patient safety.

Before the 6th June Huddersfield public consultation meeting, one of us asked Owen 
Williams to explain this further. He said:

• contrary to what Katherine Riley (CHFT Asst Director of Strategic Planning) said at the 
Orangebox drop in, Monitor did not apply for the £490m hospital development money 
before the consultation started. 

• Monitor had sent them notice that this is what they'll be asking them for IF the CCGs 
decide to go ahead with the proposals. 

• if the DoH/Treasury does approve the money, it would probably be delivered through a 
programme board of DoH/NHS Improvement/CCGs/CHFT/NHSE.

• in terms of who will have to repay the money and take the risk - will it be CCGs, CHFT or 
both - Owen Williams later emailed ʻWe are in an ever changing world so my response 

10



may be invalid at a point in the future. That said, based on previous examples and what I 
know today, then I suspect that the borrowing requirements in whichever form they would 
take would largely sit with the Trust. If you look at the attached link you will see how this 
has happened in an example from elsewhere (http://www.bbc.co.uk/news/uk-england-
birmingham-35076443). All of this subject to consultation.ʼ

A fact check has uncovered the following additional information:

At the Calderdale and Kirklees Joint Health Scrutiny Committee (JHSC) on Wednesday 21 
October 2015,  the Monitor rep said that there is uncertainty about whether the Treasury 
and Department of Health will agree to cough up capital funding for the hospital service 
changes and for double running costs, while the Care Closer to Home system is set up. He 
continued:
“Some factors are beyond our control… Weʼve started conversations with the Department 
of Health and the Treasury but canʼt say when they will decide. If funding isnʼt forthcoming, 
we canʼt consult.”

At the 29 Jan 2016 JHSC meeting, Calderdale Cllr Martin Burton asked what “develop” 
means, in the draft survey question that says theyʼre proposing to develop the hospital.
Matt Walsh replied,
“Development will be required on both hospital sites. In terms of detail, we need to consult 
on the hospital services model and be prepared to flex and change in response to the 
consultation and then reflect on what that means for the estate and discuss this with the 
Treasury. We wonʼt have that information until weʼre out the other side of consultation.”
Cllr Molly Walton asked how realistic the prospect of a new planned care hospital was, 
given the current government and its finances. Carol McKenna, GHCCGʼs Chief Officer, 
said:

“We canʼt give a definitive answer on the time frame for hospital development because we 
havenʼt had a definitive answer from the Department of Health, although the Department 
of Health said we have made a strong case.”

Owen Williams, Chief Executive of the hospitals Trust (CHFT) said that regarding how 
realistic a new hospital is:

“A lot of national policy narrative in the 5 Year Forward View is that there is a need to 
transform how health & social care is provided in future. That canʼt be done on a cost 
neutral basis. This model that weʼve contributed  to – the development of a planned care 
site & urgent care centre – is absolutely business-critical to CHFT and the broader 
Calderdale & Huddersfield system. Those elective services are critical not just to patient 
care but to CHFT financial survivability. It canʼt physically go on the CRH site, so without it 
CHFT and the wider system sustainability is in doubt. So this is the acid test of whether the 
government is going to invest.”
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At the 9 March JSHC meeting,  Monitor said that it has, with “some caveat” put in an 
application to the Department of Health for “extraordinary funding of £470m for a single 
Trust reconfiguration” – extraordinary in that it compares with £300m that it cost for a 
Northern Trust to build a whole new hospital. 

Monitor also said that the Department of Health is liaising with the Treasury and that there 
is no indication of the time frame “or what theyʼll stomach”. In the meantime, Monitor are 
working with the hospitals Trust to review in detail the work that Ernst and Young did to 
come up with the cost of the “reconfiguration”. This is to reassure themselves and the 
Treasury that all that money is needed and will increase quality and safety.

Also at the 9 March 2016 JHSC meeting, the hospital Trusts Finance Director said that if 
they canʼt get the capital to rebuild the hospitals, the proposed changes canʼt happen and 
the big current deficit will be ongoing.

Dr Brook, the Chair of Calderdale Clinical Commissioning Group Governing Body, told the 
Joint Health Scrutiny Committee on 9 March no one will fund it without the consultation 
results. So it seems the consultation is the hoop the Clinical Commissioning Groups and 
Hospital Trust have to jump through to have a chance of getting £470m.
     
There  is  no  reason  given  why  space  issues  shouldnʼt be part of the consultation. It is  
vital that they are, given the complexity of the PFI contract and the impact of this on any 
capital development of CRH.

There also seems to be a significant conflict of interest involved in CHFTʼs employment of 
Lendlease Consulting http://lendleaseconsulting.co.uk/ to advise on the Estates 
requirements for the hospital cuts/reconfiguration, since it is part of  Lendlease corporation 
which is a major shareholder in the CRH PFI consortium/special purpose vehicle. At the 
Orangebox drop in, one of us  asked Katherine Riley, the CHFT assistant director of 
strategic planning, about whether CHFT had considered this conflict of interest when they 
decided to employ Lendlease Consulting and she said no.

The EY 5 Year Strategic Plan for CHFT states that Lendlease Consulting has advised on 
the Estates requirements for the hospital cuts/reconfiguration. This advice has led to the 
decision to make CRH the acute/emergency care hospital and to knock down HRI and 
replace it with a planned/urgent care hospital of 1/5 the size.

Lendlease Corporation has been involved in CRH PFI from 1998, when it bought 50% of 
the equity in the CRH PFI deal. As of 2012 it held 40% of the equity in Calderdale Hospital 
SPC Holdings Ltd, via Lend Lease PFI/PPP Infrastructure CIHL Holdings Ltd (Jersey). In 
other words an offshore company that pays next to no tax. http://www.energyroyd.org.uk/
archives/11567
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P167 of EYʼs 5 Year Strategic Plan for CHFT states that figures comparing the costs of 
different options for the planned/unplanned hospital sites were obtained from a Lendlease 
“Lifecycle Costing CHFI Cost Model” Report. 

So Lendlease Consulting has come up with capital costings for development of HRI and 
CRH, according to the new clinical model, that reverse the Trustʼs earlier decision that the 
most cost effective option would be to make HRI the acute/emergency hospital and CRH 
the smaller planned care hospital.

On p 226, the EY Plan states that Lendlease Consulting has undertaken “more 
comprehensive assessments of the capital costs at CRH”.

The EY Plan also states that if CRH is the acute site, it will need:

• a new ward block with around 100 extra beds, a
• bigger ICU that can take level 3 care and
• an expanded A&E with a dedicated childrenʼs A&E
• Additional diagnostic services including MRI and CT (will these be privatised?)
• expanded pathology space
• multi-storey car park.

The EY plan says that any works within the PFI site owned by PFI provider will be subject 
to their own procurement procedures rhat take longer and cost more - within the PFI 
contract there is an identifiable 12/5% overhead cost. Programme costs may also increase 
because of the longer period to procure the works. The type of contractors used may 
increase the tender prices. The capital cost at CRH may be greater than at HRI.  Should 
the works at CRH be added to the annual PFI costs, this will significantly increase the 
differential between HRI and CRH over the remaining 47 years of the PFI contract (Ps 
226/7).

Question 5
The Consultation Document lacks any assessment of the risk of increased patient deaths 
that would result from the proposed Huddersfield A&E closure, due to increased 
ambulance journey distances to the proposed Calderdale Emergency Centre. We need to 
see this risk assessment.

CCGsʼ answer (5)

We  are  not  proposing  to  close  services  -  we  are  proposing  to   change  the  way  
we  treat  people.  Under  these  proposals,  both  A&E   departments  would  be  replaced  
by  Urgent  Care  Centres  to  deal   with  most  ambulant  patients,  with  a  single  more  
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specialised   Emergency  Centre  supporting  both  Urgent  Care  Centres.  Instead  of   all  
people  going  to  accident  and  emergency  and  waiting  to  be  seen,   only  people  who  
are  seriously  ill  or  have  life-‐threatening   emergencies  would  go  to  the  Emergency  
Centre  in  Halifax.  People   who  need  urgent  medical  help  would  go  to  an  Urgent  
Care  Centre   at  either  Calderdale  or  Huddersfield.    

The  risk  assessment  is  included  as  section  3.4  of  the  Quality  Impact   Assessment  
which  has  been  published  as  part  of  the  Pre-‐ Consultation  Business  Case.     
Specifically,  the  risk  assessed  is:     
ʻincrease in average ambulance journey time due to the requirement  for  some  patients  
to  be  transported  further  to  the  single Emergency Care Centre.ʼ 
Both  the  prior  risk  level  and  the  risk  level  should  the  proposals  go   ahead  are  
assessed  as  low.        

The  mitigating  action  is  as  follows:     

ʻMaintenance of an Urgent Care Centre on the planned site which will  support  the  
majority  of  urgent  clinical  needs.  For  blue  light   patients,  evaluation  undertaken  to  
date  indicates  an  average   increase  in  journey  time  from  16  to  22  minutes.  The  6  
minute   increase  is  more  than  out-‐  weighed  by  the  benefits  of  being   treated in the 
most clinically appropriate setting.ʼ

Our comments (5)

Again they state that they are not closing A&E simply changing it.  A  service  IS  being  
closed  - the  specialist  emergency  service  currently  sited  in   Huddersfield  will  not  
continue  and  local   residents  will  need  to  travel  to,  or  be   transferred  to,  Halifax  if  
they  are  ʻseriously ill  or  have  life-threatening emergenciesʼ

AGAIN  the  points  raised  in  the  question   are  not  answered.  

The CCGs say that the risk assessment is included as section 3.4 of the Quality Impact 
Assessment in the Pre Consultation Business Case. 

We are aware of that and consider that this “risks evaluation” table is not in any way, 
shape or form a risk assessment. This is why we asked this question. Referring us back to 
the document that we have already found wanting is pretty pointless. 

There is no mortality reference in the Quality Impact Assessment (app D in the PCBC, 3.4, 
just a simplistic risk evaluation).    

The  PCBC  is  not  the  consultation   document.  It  would  have  been  helpful  if   the  
consultation  document  referred  to  the   document  names  as  well  as  the  web  site   
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address  on  P39.   The  risk  quoted  does  not  include  the   assessment  criteria  that  
put  the  risk  as   ʻlowʼ.  

The risks evaluation table (Pre Consultation Business Case p182) in the Quality Impact 
Assessment identifies as a low (green) risk “increase in average ambulance journey time 
due to some patients to be transported further to the single emergency care centre”. It 
says this risk will be mitigated through “maintenance of an urgent care centre on the 
planned hospital site that will support the majority of urgent clinical needs” and “For 
bluelight patients, evaluation undertaken to date indicates an average increase in journey 
time from 16-22 minutes. The 6 minute increase is more than outweighed by the benefits 
of being treated in the most clinically appropriate setting.”

No evidence is given to support the judgement that this is a low risk. Is there any 
evidence? And if so, where is it?

Isnʼt the risk inadequately defined anyway? 

Isnʼt a risk assessment about working out the risk related to a well defined situation and a 
recognised threat or hazard?  If this is correct, then the risk in question is increased 
emergency patient mortality, the situation is going to A&E by ambulance and the 
recognised threat or hazard is the increased distances Kirklees patients would have to 
travel to A&E in Halifax. So the risk evaluation table doesnʼt even name the risk. It 
conflates the risk and the hazard. Why?

The mitigation actions beg questions. Urgent care patients are by definition not suffering 
from a life threatening condition, so how is an urgent care centre in the planned care site 
going to reduce the risk of increased emergency patient death due to increased distance 
to A&E?

As for the blue light patients – who in fact are the only patients who are at risk in this 
situation – there is a question about the average increase in journey time of 6 minutes.

The use of an ʻaverageʼ travel time is meaningless  in  these  circumstances, where  a  
large  area  currently  having  a  two   site  emergency  service is to change to a single  site  
service  that  is  not  centrally   placed.       

The  new  single  site  is  to  be  placed  at  one   of  the  two  existing  sites  causing  no  
change   for  the  population  currently  served  at  that   site.  The  other  population  group   
will  have   significantly  more  travel  to  access  the  new   service  that  currently  is  local  
to  them. 
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It seems from the Consultation Document (p 20) that this average is for emergency 
patients from both Calderdale and Kirklees. If this is so, then the average increase in 
ambulance journey time for emergency patients from Kirklees would be 12 minutes, if each 
area has roughly the same number of emergency patients. This is because there would be 
no increase in average journey time for the Calderdale half of the emergency patients.

For Kirklees blue light patients, there is then the question of whether a 12 minute increase 
in journey time would still be outweighed by the benefits of being treated in the most 
clinically appropriate setting.

There is also the question of the extra ambulance response time that would result from so-
called ambulance drift, when ambulances are found near A&Es. Since there will be no 
A&Es in Kirklees, ambulances will have to get back to Kirklees from whereever they are. 
the 19.4.2016 JHSC meeting found that this was not including in the modelling for 
ambulance journey times. 

And there is the question of whether and how the benefits of being treated in a single 
emergency centre have been quantified.

And then there is the point raised by the Clinical Senate, that there is no evidence in the 
proposed hospital clinical model, that clinicians at the hospital have been sufficiently 
engaged with, to determine whether the resources exist to realise these benefits.

Plus the Royal College of Emergency Medicineʼs statement on Emergency Department 
closure and reconfiguration:
• Increased travel times are associated with worse outcomes for some patient

groups with time critical illness.
• The increased demands on ambulance services brought about by longer transport times 

are seldom properly modelled.

Question 6

There is no risk assessment of increased patient deaths at Calderdale Royal Hospital 
following the proposed HRI A&E closure, despite the identification in a big Californian meta 
study of increased inpatient mortality in hospitals retaining their A&Es when a 
neighbouring  A&E closes. We need to see this risk assessment.

CCGsʼ answer (6)

We  are  not  proposing  to  close  services  -  we  are  proposing  to   change  the  way  
we  treat  people.  Under  these  proposals,  both  A&E   departments  would  be  replaced  
by  Urgent  Care  Centres  to  deal   with  most  ambulant  patients,  with  a  single  more  
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specialised   Emergency  Centre  supporting  both  Urgent  Care  Centres.  Instead  of   all  
people  going  to  accident  and  emergency  and  waiting  to  be  seen,   only  people  who  
are  seriously  ill  or  have  life-‐threatening   emergencies  would  go  to  the  Emergency  
Centre  in  Halifax.  People   who  need  urgent  medical  help  would  go  to  an  Urgent  
Care     Centre  at  either  Calderdale  or  Huddersfield.    

The  CCGs  and  CHFT  do  not  support  the  assertion  that  the  proposed   future  
arrangements  for  hospital  and  community  health  services  would lead to ʻ increased 
patient deathsʼ. 

The  risk  assessment  is  included  as  section  3.4  of  the  Quality  Impact   Assessment  
which  has  been  published  as  part  of  the  Pre- Consultation  Business  Case.        

It  is  not  clear  from  your  description,  which  Californian  study  you   are  referring  to.  
However,  our  proposals  are  not  about  closing  or   retaining  A&Es.  We  are  changing  
the  way  that  we  treat  people-‐  we   are  not  closing  services.  Therefore,  from  the  
description  of  the   study  that  you  have  provided,  the  outcomes  of  the  study  are  
not   relevant.  Our  proposed  changes  would  provide  Urgent  Care   Centres  on  both  
Hospital  sites  and  a  single  Emergency  Centre  on   one  site.  Only  those  who  are  
seriously  ill  or  have  life  threatening   emergencies  would  go  to  the  Emergency  
Centre.   

Our comments (6)

The  CCGs  need  to  be  honest  -  there  will  be  no  Emergency  Unit   in  Huddersfield,  
there  is  now,  to  us that is a ʻclosureʼ!    

The  consultation  is  clear  that   emergency  services  will  not  be   provided  at  an  
Urgent  Care  Centre,  so   the  existing  emergency  care  service  in   Huddersfield  will  
not  exist,  which  is  a  ʻclosureʼ of that service. 

The study is “California a Emergency Department Closures Are Associated With
Increased Inpatient Mortality At Nearby Hospitals”, Charles Lui AB, Tanja Srebotnjak
PhD, and Renee Y. Hsai MD, (2014). The full abstract with appendixes and bibliography is 
available to view at: http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4214135/

“The CCGs and CHFT do not support the assertion that the proposed future arrangements 
for hospital and community health services would lead to ʻincreased patient deathsʼ.”  But 
Matt Walsh conceded at the JHSC meeting on 19 April 2016 that there is a point at which 
risk tips between improved outcomes from 1 specialist ED and increased patient mortaility 
associated with longer travel times. 

This was in response to Cllr Marchingtonʼs questions:
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“What is the impact of longer travel times on clinical outcomes? Not just emergency 
patients but midwifery and gynecology? And what is the balance of improved outcomes 
from 1 ED against increased patient deaths/ worse clinical outcomes?”

Matt Walsh said:

“ We are working with YAS to make sure first response is good. Itʼs right that there is a 
point at which risk tips. eg stroke reconfiguration in London and here, heart patients 
directly to Leeds to be stented - we can show gains from mortality rates here.

There is an application of the assumption that - given that evidence exists that we can 
deliver speciality services - there is consensus around 45m accessibility to ED time after 
stabilisation. But there are evidence gaps and we will need to fill them

First responders is key, to stabilise patients before get into ambulance.”

At the 19 April JHSC meeting, Cllr Smaje ascertained that no YAS modelling had been 
carried out to take account of the need to get to the patient and get the patient to treatment 
in one hour - particularly since ambulances for Kirklees patients will have to get there from 
other areas, due to ambulance drift which sees most ambulances in areas where there are 
A&Es. 

The YAS guy said that the NE CSU travel analysis just gave the 10K extra hours/year 
ambulance journey time based on getting from A to B, not getting ambulances back from 
outside the area. They will need to model that. 

At the Hebden Bridge drop in, a member of the public asked what risk analyses had been 
undertaken re increased ambulance journey times and was told there were no studies 
showing increased risk. But of course there are.  At the Shelley drop in, Dr Ollerton told 
another member of the public that the Sheffield Uni study led by Prof Jon Nicholl was 
outdated. I emailed Prof Jon Nicholl and he said as far as he knows no study has 
superseded it.

None of this is reflected in the Consultation Document or pre consultation business case 
and the CCGsʼ assertion that they are not proposing to close services does not hold up. 
They are proposing to close a type 1 A&E department in Huddersfield and replace it with 
an urgent care centre, and to send all emergency patients with life threatening ailments to 
a single ED in CRH. This fits the model of service changes that the Californian meta study 
looked at.
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Question 7
The Consultation Document lacks any quantification of the likely reduction in patient 
mortality from the centralisation of acute and emergency services in Calderdale Royal 
Hospital.

CCGs answer

It  is  not  possible  to  accurately  quantify  the  likely  reduction  in   patient  mortality  prior  
to  the  changes  taking  place.  However,  we   know  from  other  reconfigurations,  for  
example  the  centralisation   of  Stroke  services  in  London,  that  the  centralisation  of  
specialist   services  leads  to  improvements  in  patient  mortality.     

We  also  have  data  to  show  that  surgical  outcomes  improved  after   acute  surgical  
services  were  centralised  at  HRI  a  few  years  ago,   reducing  mortality  associated  
with  gastrointestinal  perforation  and   obstruction  from  approximately  12%  to  6%.  
Additionally,  In   2005/06  a  partial  reconfiguration  of  some  hospital  services  in   
Halifax  and  Huddersfield  was  implemented  to  concentrate  acute   surgery  and  
trauma  services  at  Huddersfield  Royal  Infirmary.  The   clinical  evidence  base  for  this  
was  recognised  and  supported  by   Commissioners  at  that  time.  Data  published  by  
Dr  Foster  shows   that  there  has  been  a  significant  reduction  in  surgery  and  trauma   
service  mortality  rates  (i.e.  General  Surgery  mortality  has  reduced   from  97  to  64,  
and  Trauma  and  Orthopaedics  mortality  has   reduced  from  90  to  53).  A  full  
reconfiguration  of  all  the  acute   specialities  and  emergency  services  on  a  single  
hospital  site  could   enable  even  more  people  to  benefit  from  similar  improved  
safety  and  reduction  in  mortality  (more  lives  saved).  

Our comments

The  answer  implies  the  CCGs  are   making  guesses  and  assumptions   rather  than  
basing  the  proposals  on   clear  clinical  evidence.  Their reply is just an assumption.
   
The  use  of  a  service  reconfiguration  (as   recent  as  a  decade  ago)  as  evidence  for   
ʻdoing  it  all  again,  but  differentlyʼ,   does  not  strengthen  the  case  for   change,  or  
confidence  in  the  decision-making. 

See Matt Walshʼs comment at JHSC meeting on 19.4.2016, above, in q 6. He says there is 
data from relevant reconfigurations in Leeds and London that can be used and that there 
are evidence gaps that need filling.

A 2014 study of centralisation of acute stroke services in 2 metropolitan areas (London 
and Manchester) showed a reduction in patient deaths after 90 days of 1.1%. There was 
no reduction in Manchester. The study was carried out because “it is unknown if 
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centralising acute stroke care to a small number of high volume specialist centres 
produces better clinical outcomes. In addition, the wisdom of focusing on hyperacute 
stroke care has been questioned”   http://www.bmj.com/content/349/bmj.g4757

Question 8 

It lacks any indication of the tipping point where the risk of increased patient deaths is 
outweighed by the reduction in patient mortality.

CCGs answer

The  CCGs  and  CHFT  do  not  support  the  assertion  that  the  proposed   future  
arrangements  for  hospital  and  community  health  services   would ʻlead to increase 
patient deathsʼ.

The purpose of these proposals  is  to  save  more  lives,  keep  people  healthy,  make  
services   safer  and  improve  quality  of  care.    

The  risk  assessment  is  included  as  section  3.4  of  the  Quality  Impact   Assessment  
which  has  been  published  as  part  of  the  Pre-Consultation  Business  Case.

Our comments

The  answer  gives  no  reason  why  the  CCGs   are  certain  that  the  proposals  will  
NOT  ʻlead to increase patient deathsʼ.

The  risk  evaluation (NOT assessment)  only  mentions  time,   not  potential  death,  as  a  
transfer  risk. The  Clinical  Senate  review  says  (P12)  that  Urgent Care Centres need 
“correct  medical   and  nursing  skill  mix  and  experience  to   safely  stabilise  a  very  
sick  patient.”  

A further point raised by the Clinical Senate, is that there is no evidence in the proposed 
hospital clinical model, that clinicians at the hospital have been sufficiently engaged with, 
to determine whether the resources exist to realise  its benefits.

Question 9
The Royal College of Emergency Medicineʼs Feb 2016 position statement on Emergency 
Department Closure says, “Secondary, though important, are the consequences for 
services at sites that would be required to absorb the diverted patient flows.”  We want you 
to publicly acknowledge the Royal College of Emergency Medicine position statement on 

20

http://www.bmj.com/content/349/bmj.g4757
http://www.bmj.com/content/349/bmj.g4757


Emergency Department Closure and state what you think the consequences would be for 
CRH - and other hospitals like Barnsley and Pinderfields - of having to absorb patients 
who could no longer attend HRI and Dewsbury A&Es. And what data your assessment of 
the consequences is based on.

CCGsʼ answer

The  proposal  for  the  local  reconfiguration  is  not  comparable  with  the Royal Collegeʼs 
statement from February 2016. 

We  are  not  closing  an  emergency  department.  We  are   reconfiguring  our  urgent  
and  emergency  care  so  that  there  is  one   Emergency  Care  Centre  support  by  two  
Urgent  Care  Centres  which   between  them  will  take  the  majority  of  the  patients  
that  are   currently  seen  at  the  two  A&Es.     

The  benefits  of  this  proposal  extend  far  beyond  just  those   anticipated  in  
emergency  care.  We  are  reconfiguring  the  whole  of   our  un-planned  in-patient  
services  for  which  the  emergency   department  is  the  front  door,  so  that  we  have  a  
centralised  pool  of   expertise  on  a  single  site  with  all  the  relevant  clinical  
adjacencies.        

The  implications  of  activity  shift  to  neighbouring  providers  is  set   out  in  the  Pre-‐
Consultation  Business  Case  at  Section  7.1.6.   

Our comments

They have totally avoided the question. It still needs answering.

They deny the point we make because they say theyʼre making “change” not “closure” 
But there  will  be  no  specialist  emergency   staff  or  emergency  scans  and  surgery   at  
Huddersfield,  as  now,  after  the   changes.    So  the  Emergency  service  in   
Huddersfield  is  closing.  
  
The  section  7.1.6  does  not  include   Barnsley  in  its  modelling and has no evidence 
base.     The  four  Tables  (Ps  92  &  93  in  7.1.6)   are  embarrassingly  inaccurate:    
Table  7  should  total  1590  not  1589!   Table  8  adds  8+1  and  gets  10!   Table  10  
adds  7+2  and  gets  10! 

Question 10

The CCGsʼ assessment of the likely consequences for CRH needs to take account of the 
following facts:  
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• The Consultation Document claims that 54% of patients who currently use A&E 
would be treated at Urgent Care Centres following the hospital cuts/changes, 
meaning that the new Emergency Centre would only treat 46% of patients who 
would otherwise have gone to A&Es in Halifax and Huddersfield. 

• But the Royal College of Emergency Medicineʼs 14.4.2016 press release says that 
20% of patients who attend A&E would be as well or better served by clinicians 
other than A&E doctors - meaning that if this is correct, the new Emergency Centre 
would have to treat 80% of patients who would otherwise have gone to Halifax and 
Huddersfield A&Es. 

• This amounts to 113,600 emergency patients/year instead of the proposed 65,320 
emergency patients/year. (Consultation Doc p28).This would mean that the 
currently proposed Emergency Centre would be dangerously overcrowded. We 
need you to publish the College of Emergency Medicine information and say what 
the CCGs and CHFT are going to do about this.

CCGs answer

The  analysis  supporting  the  figure  of  54%  is  based  on  actual   attendances  over  a  
12  month  period: The  assumptions  used  are  set  out  in  section  7.1.1  of  the  Pre-‐ 
Consultation  Business  Case.  

Urgent  Care  Centre  Assumptions     
The  Clinical  Director  for  Emergency  Services  agreed  a  list  of   treatment  codes  to  
identify  patients  who  were  suitable  for   management  in  an  urgent  care  centre  
(UCC).  These  are:    
• Adults  with  minor  injuries  and  /  or  minor  illnesses    
• Children  over  the  age  of  5  years  with  minor  injuries  
The categories of  minor  injuries  and  minor  illnesses  are  highlighted   below  
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All  A&E  diagnosis  fields  that  matched  the  above  criteria  were  used   for  modelling  
purposes.    

-Walk  in  patients  who  met  the  UCC  criteria  are  assumed  to  be   treated  at  the  site  
they  present  at.    
-Walk  ins  who  do  not  meet  the  UCC  criteria  are  assumed  to  firstly   attend  the  
current  site  at  which  they  are  treated,  but  then  are   moved  to  the  future  unplanned  
care  site  (if  they  need  to  be   moved)  and  hence  they  would  appear  as  2  
attendances  in  the   modelling  work.  In  other  words,  these  people  attend  the  UCC  
and   then  attend  the  ECC.  

The  Royal  College  of  Emergency  Medicine  paper  you  have  linked  to   is  describing  
primary  care  provision  which  does  not  have  access  to   appropriate  diagnostics  and  
reporting  and  is  not  open  24  hours   (see  para  3  under  the  discussion  heading).  
The  urgent  care  centres   will  have  access  to  diagnostics  and  other  equipment  and  
facilities   which  are  routinely  used  now  by  our  emergency  care  practitioners,   who  
will  continue  to  provide  care  in  our  proposal  in  addition  to  the   medical  resource  
referred  to  the  paper.  They  will  therefore  be  able   to  care  for  a  higher  percentage  
of  patients.        

We  understand  the  hub  referred  to  in  this  instance  to  be  a  primary   care  centre  
not  an  urgent  care  centre.  The  difference  being  that   the  RCEM  looked  at  those  
cases  that  could  be  seen  by  a  GP  only.   Our  urgent  care  centres  will  have  
Emergency  Nurse  Practitioners   who  will  also  be  able  to  see  minor  injuries  and  
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who  look  after,  on   average,  significantly  more  than  22%  of  the  patients  who  come  
to   our  existing  A&Es.  We  are  aware  that  in  other  parts  of  the  country   where  this  
model  has  been  implemented,  such  as  Northumbria,   they  are  able  to  treat  more  
than  the  54%  we  are  forecasting. 

Our comments

Who  is  more  reliable  on  figures  - the  Royal   College  of  Emergency  Medicine  or  
those   planners  who  think    7+2  =  10  and    8+1  =  10?

The  question  about  the  implications  of  the  Royal   College  of  Emergency  Medicine
(RCEM)  figures  compared  with  the  Trustʼs   figures  has  not  been  answered.

This  description  assumes  that  the  UCC staff  have the skill  mix  and  experience  to  
safely   stabilise  a  sick  patient  before  transfer  - a   concern  raised  by  the  Clinical  
Senate  in   their  report  (P12).  (A  point  that  is  not   addressed  in  the  consultation  
document.)  

The information about the modelling for patient flows to urgent care centres is extremely 
cursory, in no way matches the detail of the RCEM research and is impossible to verify.

Although the CCGsʼ answer to our question says “The  analysis  supporting  the  figure  of  
54%  is  based  on  actual   attendances  over  a  12  month  period”, information CHFT 
sent to Jenny Shepherd and to the Joint Health Scrutiny Committee says otherwise:  it 
refers to p 131 of the CHFT 5 Year Strategic Plan which says that all modelling has used 
forecast activity for 2015/16 (as at month 6) as the baseline. 

Why did this modelling use forecast activity as the baseline - not actual activity, as shown 
in attendance information? And why do the CCGs claim that the modelling was based on 
actual attendances over a 12 month period? Which is right? CHFT? Or the CCGs?

And the info under Urgent Care Centre assumptions gives no actual data for how A&E 
attendance over a specific period, or at a particular point in time, broke down by treatment 
codes or diagnosis fields.

In the absence of raw data and an explanation of how the data was analysed, it is 
impossible to verify these assumptions.

There must be better data than this and if there isn't we can't see how the 54% figure has 
any credibility.

Despite us asking for it, CHFT has not sent us the raw data used to derive the figure that 
54% of current A&E patients could appropriately be treated in urgent care centres, and 
CHFT's analysis of the data. We are still waiting for this information.
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NO   it  is  a  press  release,  not  a  ʻpaperʼ,   that  was  referred  to  in  the  question,  and  
it   makes  no  mention  of  Primary  Care  provision that ʻdoes not have appropriate  
diagnostics  and  reporting  that   is  not  open 24 hoursʼ.

On  the  contrary  the  press  release  referred   to    goes  on  to  say  that: 
 
ʻThe RCEM has argued for some time that we  must  create  A&E  hubs  with  co-located   
services  including  urgent  out  of  hours   primary  care,  crisis  mental  health  teams   
and  community  pharmacies.  Additionally   the  need  for  services  to  better  assess  and   
care  for  the  frail  elderly  must  be  available in all A&E departments.” 

The two paras in the CCGsʼ reply that start, “The Royal College of Emergency Medicine 
paper you have linked to is describing primary care provision which does not have access 
to appropriate diagnostics and reporting and is not open 24 hours (see para 3 under the 
discussion heading)” is a copy of an email that Vicky Pickles at CHFT sent to Jenny 
Shepherd, in response to Jennyʼs email to CHFTʼs medical director David Birkenhead, with 
the link to the RCEM paper. 

Jennyʼs email asked:

“You said that the figure of 54% of CHFT A&E patients who could appropriately be treated 
in urgent care centres is based on an analysis of CHFT A&E patient codes. Please will you 
send me the raw data and the analysis of it?

I would like to see how it can be so different from the Royal College of Emergency 
Medicine figure of 22% of A&E patients who could appropriately be treated in urgent care 
centres.
 
As you may remember, at the Threeways Centre consultation drop in, Dr Brook told me 
the RCEM data was old and didn't refer to "wonderful new urgent care centres".
 
I have checked this with the Royal College of Emergency Medicine and they have told me 
this 22% figure is for A&E patients who could be appropriately treated at  Urgent Care 
Centres. Here is the link http://www.magonlinelibrary.com/doi/full/10.12968/hmed.
2014.75.11.627 to the research that generated this finding - although I am sure you are 
already familiar with it.”
  
With regard to that paper, we disagree with the CCGʼs statement that 

ʻThe Royal College of Emergency Medicine paper you have linked to is describing primary 
care provision which does not have access to appropriate diagnostics and reporting and is 
not open 24 hours (see para 3 under the discussion heading).ʼ
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That section of the paper says that 15% of A&E patients could be treated by primary care 
provision without access to appropriate diagnostics, reporting and 24 hour services. The 
next sentence says:

ʻHowever, this figure rose by nearly a half to 22% of patients who it was thought could be 
seen immediately by a GP working on site. Such a doctor would, of course, have complete 
access to all the considerable facilities available in a major emergency department.ʼ

When we contacted the RCEM to ask about this, the RCEM replied as follows:

ʻThe idea of a hub is that these services are co-located on the same site as an A&E 
department – a triage nurse could then direct the patient more appropriately to these 
services. As we mentioned in the statement we believe that around 20% of patients from 
A&E could be redirected to these on-site services and reduce the pressure on the A&E.

With regards to the 20% figure, our studies have shown that 15% of patients were thought 
to be suitable for delayed management (but within 24 hours) by a primary care practitioner; 
this figure increased to 22% for immediate care by a GP working in the emergency 
department.ʼ

We donʼt think it is right to say that the RCEM A&E hubs would be primary care centres 
that are only staffed by GPs. From talking with the RCEM, it is clear that the A&E Hub 
model that the RCEM launched on 20 May 2016 is far more than a GP in a primary care 
centre. It is co-located with a full A&E department and has a range of health care 
professionals and services that includes frailty teams, community pharmacies, out- of-
hours primary care, occupational therapists, mental health teams and others. The RCEM 
launched the A&E hub concept with the Royal College of Nursing, that is quite supportive 
of Emergency Nurse Practitioners and wouldnʼt exclude them from A&E hubs. 

The RCEM A&E Hub would be co-located with an A&E in order to help with the flow of 
patients, but it is not a substitute for or a downgrade of a full A&E centre, as the 
Huddersfield urgent care centre would be.  

Regarding Urgent Care Centres, the RCEM position statement on Emergency Department 
Closure says,

 “The amount of traditional A&E work that can be undertaken by the replacement unit 
(such as a GP- or nurse-led urgent care centre) is likely to be grossly over-estimated.”

The RCEM A&E Hub concept is central to its STEP campaign http://rcem.ac.uk/CEM/
document?id=8562 , which to our way of thinking offers a much better approach to the 
problems of understaffed, overcrowded A&Es than the Right Care Right Time Right Place 
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proposal to centralise A&E services in a single Emergency Centre and replace HRI with a 
small planned care hospital and urgent care centre.

New research by academics at Imperial College London into two UCCs in London has 
found that 25 per cent of the total patients who came to the UCCs could not be treated 
there. But among over 70s the proportion was even higher, at 40 per cent. http://
emj.bmj.com/content/33/3/200

Question 11

We donʼt think you have adequately thought through the services and resources needed at 
CRH, if it is to absorb 80% of patients who would have gone to CRH and HRI A&Es, not 
46% as you have planned for. We need you to do this.

CCGsʼ answer

As  above.  Our  research  shows  that  no  more  than  46%  will  go   through  the  
Emergency  Centre. 

Our comments  

See comments above on CCGs answer to q 10

Question 12
The Consultation Document says that there will be 732 hospital beds after the cuts - down 
from around 800 beds at the moment. It doesnʼt say that this means Calderdale and 
Huddersfield will have 1.61 beds per 1000 population.  Only Indonesia, India and 
Columbia have fewer hospital beds per 1000 population than this. But the Consultation 
Document claims (p5) that the proposed hospital clinical model will progress the future 
shape of hospital services ensuring that they are high quality, safe, sustainable and 
affordable. We would like you to explain how you have traded off the requirement for “high 
quality and safe” hospital services with the requirement for “sustainable and affordable” 
hospital services, and what data you have used to determine that you can provide high 
quality, safe hospital services on the basis of1.61 beds per 1000 population  

CCGsʼ answer

The  figure  of  732  beds  is  correct.  The  population  of  Greater  Huddersfield  and  
Calderdale  is  estimated  to  be  452,000  as  stated  in  the  Consultation  Document.  
This  would  provide  1.72  beds  per  1000  population.       
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The  number  of  beds  per  1,000  population  is  not  a  recognised   indicator  of  the  
quality  and  safety  of  care.        

We have not ʻtraded off the requirement for high quality and safe hospital servicesʼ. The 
model of care was developed based  on   clinical  evidence.  We  then  looked  at  a  
number  of  alternatives  to   deliver  this  model.  These  are  outlined  in  the  Consultation   
Document.    
  
Value  for  Money  is  one  of  the  criteria  used  to  appraise  the  alternatives  and  is  set  
out  on  pages  12  and  13  of  the  Consultation  Document.       
CHFT  have  submitted  to  the  Department  of  Health,  what  we   believe  to  be  the  
best  case  for  financial  support,  in  that  it  would   provide  the  least  expensive  way  to  
deliver  the  requirements  of  our   clinical  model.     

We  have  been  clear  that  progression  of  the  proposed  changes  is  dependent  on  
additional  funding  being  secured.

Our comments

The  correct  figure  is  1.62  beds  per  1000   population  (732  ÷  452  =  1.619)  
  
These  pages  (12  &  13)  merely  compare  the   ongoing  deficit  positions  of  the  two   
potential    sites  for  the  single  site  EC,  and   gives  the  preferred  option  as  the  lower   
potential  deficit!  
     
How  can  this  demonstrate  value  for   money  after  such  a  large  investment   that  will  
incur  ongoing  loan  costs? 

About the CCGsʼ claim that the bed no/1000 population is not a recognised indicator of the 
quality and safety of care, Calderdale CCG Gov Body meetings have frequently heard 
from Matt Walsh about the problems of CRH runnning “hot” ie very close to capacity all the 
time. 

And Chris Hopson, chief executive of the Foundation Trust network, which represents NHS 
hospitals, said OECD figures about the low number of UK hospital beds/1000 population 
(ie 3/1000) show they are operating near full capacity. He told the Daily Telegraph: "There 
is no slack in the system and trusts are constantly juggling their resources to meet patient 
demand. We must avoid situations where elderly people are moved from one bed to the 
next, or forced to endure long waits on trolleys, but it's not easy because of the pressure 
the system is under." http://www.theguardian.com/society/2014/apr/16/britain-fewer-
hospital-beds-european-oecd. 
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A data briefing on bed occupancy by John Appleby for the BMJ, http://
www.kingsfund.org.uk/blog/2013/03/hospital-bed-its-way-out reported that more intensive 
use of hospital beds could be a problem. High occupancy rates of above 90% reduce the 
time available for cleaning between patients and increase the chances of infection. A 
Health Quality Improvement Fellow, commenting on the report, said “ It is known that high 
bed occupancy diminishes quality of care, increases stress for staff and increases waiting 
times.”

Claiming that the “value for money” criterion provides data to show that the CCGs have 
determined that they can provide high quality, safe hospital services on the basis of 1.62 
beds per 1000 population completely misses the point. Using the value for money criterion 
allows the identification of the cheapest option. It does not identify the highest quality, 
safest option or show that these bed numbers would provide that.  

At the 25 March 2015 JHSC meeting http://www.energyroyd.org.uk/archives/14228 the 
Monitor Regional Director Paul Chandler said that delivering two hospitalsʼ worth of 
services is “the right thing for access to patients, but expensive to do.” He continued,
“Finances are one issue compelling the clinical case for looking at whether two sites is in 
the best interest of patients or whether it would be better to consolidate services in one 
bigger specialist hospital.”

At the same meeting, Dr Matt Walsh, Calderdale CCGʼs Chief Officer, said that the Right 
Care Right Place Right Time hospitals “reconfiguration” wonʼt deliver the funding cuts that 
are needed, but it will provide a clinical rationale for the hospitals shake up. He said there 
will have to be compromises and these will have to be talked about in the consultation.
So why arenʼt the CCGs talking about them? 

Question 13

Ernst & Young's Strategic 5 Year Plan for CHFT, identifies a "new commercial venture such 
as private patient wing" as a "significant longer term investment". Is a private patient wing  
part of the 732 beds planned for the reconfigured hospitals? And if so, how many beds 
would be available for NHS patients under the new hospital clinical model?

CCGs Answer

A  private patient wing is not part of the current  proposals. In developing  CHFTʼs 5 Year 
Strategic Plan, a  long  list of forty initiatives was  devised that  the  Trust  could  
implement to improve  future  sustainability. 
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 (The  long  list of initiatives can be  found  n  Appendix  10.4 of the  report on pages 218 
-219) This includes reference to ʻnew commercial venture such as a private patient wingʼ 
and that this would  require  significant  longer  term  investment.  

Our Comments

Does the answer imply that a private patient wing may be part of some future proposals? 

Question 14 

The Consultation Document doesnʼt explain the reason for dropping the proposal for an 
Urgent Care Centre in Todmorden Health Centre, or what provision there will be instead, if 
any. We need to know why this was dropped and what provision there will be instead. Did 
you drop it because Ernst and Youngʼs 5 Year Strategic Plan for CHFT decided the £1.2m 
costs to run an UCC in Todmorden was unaffordable, given the drive to cut the Trustʼs 
deficit?  Or what?

CCGsʼ answer

The  future  use  of  the  Todmorden  Health  Centre  is  being  taken   forward  as  part  of  
the  Vanguard  proposals  related  to  Care  Closer   to  Home.  It  is  not  part  of  this  
consultation.  More  information   about  Vanguard  can  be  found  at   https://
www.england.nhs.uk/ourwork/futurenhs/new-care-models/

Our comments

This  answer  does  not  address  the  question,   and  seems  to  be  dismissive  of  
patient  and   public  concerns  about  the  lack  of   information. 
 
How can patients  and  the  public  be   involved  in  developing  the  Vanguard   proposal  
relating  to  Todmorden? The Calderdale Vanguard Community Panel, run by Voluntary 
Action Calderdale http://www.cvac.org.uk/join-the-calderdale-vanguard-community-panel/
and set up a year after the Vanguard scheme started - is compromised by the fact that 
Voluntary Action Calderdale is in a position of conflict of interest. It has received large 
grants from Calderdale Clinical Commissioning Group to encourage and train voluntary 
sector organisations to bid for various elements of the Vanguard community health care 
schemes. 
   
Vanguards are multi-agency and have no existing patient & public involvement   
mechanisms, and appear to bypass the  legal duties set out in the Health &  Social Care  
Act  2012  as  they  are  neither  NHS   England  (13  Q  duty)  nor  CCGs  (14Z2  duty).
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The Health & Social Care Act 2012 is itself entirely undemocratic as it was not in any 
partyʼs 2010 election manifesto.

Contrary to the CCGsʼ assertion, the Vanguard scheme is part of the Consultation, it is 
referred to on p35 as ʻa valuable opportunity...to develop new and innovative ways of 
providing services.ʼ It is also key to Calderdaleʼs Phase 2 Care Closer to Home which is a 
vital part of the consultation, under “Strengthening community services”, Consultation Doc 
pages 34-38.

Question 15

The Consultation Document claims (p10) that “over the last two years there have been 
many discussions involving hospital doctors, nurses and other clinicians working in the 
Trust as well as with GPs and other healthcare professionals working in GP practices and 
community health services”. The Consultation Document claims that CHFT staff have been 
properly engaged with and support the proposed hospital clinical model but a current 
Unison survey of all CHFT staff - not just their own members - has found that 93% oppose 
the proposals and that there has been little or no engagement with the majority of staff. In 
addition, at the Hands Off HRI public Question Time last night, CHFT General Surgery and 
Colorectal cancer services Consultant Dr Adrian Smith stated that he and the Department 
of General Surgery as group have not been consulted. Tamsin Grey, General Surgery 

consultant Calderdale hospital also spoke against the proposals. Please supply the data 
you have about how, when and where you have carried out these discussions, with which 
hospital doctors, nurses and other Trust clinicians, and what the hospital doctors, nurses 
and other Trust staff told you.

CCGsʼ answer

We  would  welcome the submission of the Unison Survey and the responses  as  
evidence  into  the  Consultation  process.  We will ask them to do this. 
      
We have done  significant  work  to  inform  and  engage  staff.  The   engagement  with  
CHFT  staff  began  three  years  ago  with  the   development  of  the  outline  business  
case.  A  note  of  that  work  is   attached.     

For  CCG  staff, The  Hospital  Standards for  the  Right  Care,  Right   Time,  Right  Place  
Programme  were  initially  developed  by  a  Quality   Assurance  Group  comprising  
clinical  representation  from  both  CCGs. The standards were approved by both CCGsʼ 
Quality Committees  in  August  2014.  
 
Following   approval   of   the   Hospital   Standards,   the   Quality   Assurance   Group   
established   the   outcomes   that   we   expected   these   standards   to   achieve   and   
these,   together  with  the  Hospital  Standards  were  subject  to  engagement  at  a  
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Stakeholder  event  in  August  2014,  and  were  approved  by  the CCGsʼ Quailty 
Committees  in   December  2014. 

Subsequent  to  the  development  of  the  Hospital  Standards  and  the  outcomes,  
CHFT  worked  with  their  clinicians  to  establish  the  Trustʼs baseline and aspiration for 
the  standards  and  the  CCGs  worked  to  develop  a  dashboard  that  would  enable  us  
to  track  our  performance.      

These  pieces  of  work  were  then  used  to  develop  a  narrative  on  the  current  
position  in  relation  to  Quality,  Safety  and  Patient  Experience.    This  work,  completed  
by   the  CCGs  and  CHFT,  was  used  to  produce  the  Quality  and  Safety  Case  for  
Change  that  has  been  included  in  the  Pre  Consultation  Business  Case.    The  
Quality  and  Safety Case for Change was approved by the CCGsʼ and CHFTʼs Quality 
COmmittees in June 2015.
 
The  membership  of  the  Quality  and  Safety  Assurance  Group, the CCGsʼ Quality 
Committees and CHFTʼs Quality Committees is detailed below.      

In  addition  to  the  formal  governance,  the  standards  have  been part of our  
developing  potential  Outline  Model  of  Care  for  Hospital  Services.      

There  have  been  Five  Clinical  Workshops  and  four  clinical  design  groups  to  
develop  the  overall  potential  future  outline  model  of  care  for  Hospital  Services.    
These groups have met over a period of  ten months between November,  2014   and 
August   2015.  The following  paragraphs  outline  the work  undertaken by these   
groups.  
   
Our  first  workshop,  in  November  2014  was  attended  by  clinicians  from  Calderdale  
CCG  and  Greater  Huddersfield  CCG  and  achieved  the  following:   
The  development  of  a  common  understanding  of  our  journey  and  where  we  are  on  
our  journey.   
Agreement  of  the  scope  for  Hospital  services,  the  standards  we  want  to  apply  and  
the  outcomes  that  we  expect  these  standards  to  achieve.   
A  shared understanding of  the  different  models  of  Hospital  Care  described  in  the  
Providers'  OBC  and  NHSE  5  year  forward  view.   
Started  to  develop  a  common  set  of  assumptions  about  the  optimum  configuration  
of  our  future  model  for  Hospital  Services      

The  second  workshop  in  January,  2015,  also  attended  by  clinicians  from  both  
CCGs,  discussed  Planned  and  Unplanned  Care;  Accident  and  Emergency;  
Specialist Commissioned  Services  and  enabling  changes  (workforce,  estate  and  
Quality  and  performance  management)  and  agreed  that,  as  Commissioners  we  
should:  
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• Specify  what  we  mean  by  an  Unplanned  Care  offer  on  both  sites  (for  both  
Accident  and  Emergency  and  for  other  Unplanned  Care).  

• Specify  what  we  mean  by  a  Planned  Care  Offer.  
• Undertake  work  to  establish  which  elements  of  Specialised  Provision  could  be  

undertaken  locally  
• Progress  the  work on Hospital  Standards  by  identifying,  baselining  and  setting  

ambition  for  metrics  which  would  allow  us  to  track  our  progress  towards  the  
outcomes  we  want  to  achieve.  

The  third  workshop  in  February,  2015  was  a  joint  session  between  senior  clinical  
representatives  from  CHFT,  Calderdale  CCG  and  Greater  Huddersfield  CCG. This   
was   a   strategic   session to bring together our collective   thinking   to   date   as   CCGs   
and  as  a  provider to begin to develop what our ideal model for the  future   provision  of  
hospital  services  could  look  like.      
In  doing  this,  we  considered  the  journey  to  date  for  Commissioners  and  CHFT;  
explored  the  different  perspectives  that  have  informed  our  thinking,  including  the   
collective  views  of  patients  and  the  public;  acknowledged  the  level  of  risk  in  the  
existing  system;  shared  the  commissioners'  journey  in  relation  to  Care  Closer  to   
Home;  CHFT's  position  in  respect  of  quality  and  finance  and  considered  the  
changing  national  picture.      

We  agreed  that  we  needed  to  create  a  place  where  we could continue  this  
collective  dialogue  in  order  to  reach  a  position  where  we  could  express  a  
consistent   view  from  the  local  health  economy  on  our  future  hospital  services  and  
further  clinicians'  workshops  were  organised  for  April  2015.

The first April workshop (workshop 4) was attended by CCGsʻ clinicians.  The workshop 
established our the Commissionersʻ position on the urgent care offer from our Hospital  
services  and  considered  the  possibilities  for  networking  specialist  services  in  local  
hospitals.  The  output  from  this  and  previous  workshops  was  taken   into  the  second  
April  workshop  (workshop  five).      

Workshop  five  was  a  joint  session  between  senior  clinical  representatives  from  
CHFT,  Calderdale  CCG  and  Greater  Huddersfield  CCG. This  was  a  strategic  
session to  allow  commissioners  to  share  with  the  Provider,  their  joint  thinking  in  
relation  to  a  potential  model  for  Emergency  and  Urgent  Care,  and  to  understand 
the Providerʼs  initial views in relation to this. The session then went on to explore the 
detail of the Providersʼ Planned Care model   as   presented in  their Outline Business  
Case.   The  overall  aim  being  the  further  development  of  a  collective  view  on  what  
our  ideal  outline  model  for  the  future  provision  of  hospital  services   could  look  like.  
   
Following  Workshop  five, we agreed that we needed to strengthen  the  arrangements  
for  how  we  should  continue  this  collective  dialogue  and  work  together  in the  future.  
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To  this  end  we  established  a  number  of  clinical  design  groups  working  to  a  joint  
Hospital  Service  Programme  Board.      

The   Clinical   Design   groups   covered:   Planned   Care; Urgent Care; and Maternity   
and   Paediatrics. They   met   five   times in total and were supported by individual   
discussions  between  Clinicians  from  the  CCGs  and  CHFT  and  by  CCG  discussions  
in  their  Clinical  development  forums.      

The   Clinical   Workshops and the Clinical Design Groups represent 284 hours of   clinical   
time,   supported   by   research and discussion outside of these meetings. Calderdale  
CCG,  Greater  Huddersfield  CCG  and  CHFT  signed  off  clinical  consensus  on  the  
potential  outline  future  model  of  care  for  hospital  services  in  October   2015.      

In  addition  to  the  above,  we  have  presented  and  discussed  the  model  and  the  
standards  with  all  our  GP  practices  through  the  Calderdale  CCG  Practice  Leads   
meeting  and  the  Greater  Huddersfield  CCG,  Practice  Protected  Time  meeting. 

We   contend   that   the   process   described   above   demonstrates   significant   clinical   
engagement in the   agreement  of  clinical   standards  and  the development of  the   
potential  outline  future  model  of  care  for  hospital  services.      

Membership  of  Committees:   
Calderdale  CCG,  Quality  Committee  Membership  
GP  Governing  Body  Member,  Calderdale  CCG  (Chair)   
GP  Governing  Body  Member,  Calderdale  CCG   Head  of  Quality,  
Calderdale  CCG  and  Greater  Huddersfield  CCG   PPI  Lay  Member,  
Calderdale  CCG   Head  of  Service  Improvement,  
Calderdale  CCG   Head  of  Primary  Care  and  Improvement,  
Calderdale  CCG   Quality  Manager,  
Calderdale  CCG   Consultant  in  Public  Health,  Calderdale  Metropolitan  Borough  
Council  
  
Greater  Huddersfield  CCG,  Quality  and  Safety  Committee  
GP  Governing  Body  Member,  Greater  Huddersfield  CCG  (Chair)  
2  x  GP  Governing  Body  Member,  Greater  Huddersfield  CCG  
Head  of  Quality,  Calderdale  CCG  and  Greater  Huddersfield  CCG  
PPI  Lay  Member,  Calderdale  CCG   
Secondary  care  advisor   
Required  attendees:   
Quality  Manager  Greater  Huddersfield  CCG  
Head  of  Practice  Support  and  Development,  Greater  Huddersfield  CCG
  
Calderdale  &  Huddersfield  Foundation  Trust,  Quality  Committee  membership  
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Head  of  Governance  and  Risk  
Medical  Director   
Deputy  Director  of  Workforce  and  Organisational  Development   
Deputy  Director  of  Nursing/Interim  ADN,  Surgery  &  Anaesthetic  Services  Division   
Executive  Director  of  Nursing  &  Operations   
Executive  Director  of  Planning,  Performance,  Estates  and  Facilities.   
Associate  Director  of  Operations  and  Community  Services   
Divisional  Director,  Surgery  &  Anaesthetic  Services  Division   
Membership  Council  Representative   
Assistant  Director  to  Nursing  and  Medical  Directors   
Finance  Director   
Company  Secretary   
Divisional  Director,  Family  and  Specialist  Services  Division   
Associate  Director  of  Nursing,  Family  and  Specialist  Services    
Division   Associate  Director  of  Nursing,  Medical  Division   
Plus  Non-Executive  Director  representation  one  of  which  is  the  Chair  of  the  
committee  
   
Subsequently,    CHFT  have  done  the  following  (the  CCGs  engagement  is  detailed  
in  the  answer  to  Q16  below):  
• We   encourage   all   staff   to   respond   to   the   public   consultation.   Like   any   

member   of   the   public   they   can   respond   to   the   consultation   on   
www.rightcaretimeplace.co.uk  

• They  can  also  contact  the  consultation  on  rcrtrp.myview@nhs.net  01484  464212,  
or  write  to  Freepost,  RTAA-XTHA-LGGC,  Heron  House,  120  Grove  Road,   Fenton,  
Stoke-‐on-‐Trent,  Staffs,  ST4  4LX  

• There is a dedicated  ʻAsk Owenʼ button on  the  intranet  to  ask  questions  or for  
support - these  have  all  been  responded  to  promptly   

• Email  chft.nhs.uk  if  staff  would  like  someone  to  come  along  and  chat  to  their  
department  or  talk  on  a  one  to  one  (but  this  is  not  a  substitute  for  them  doing  
a  direct  response  to  the  consultation)  - as  a  result  of  this  we  have  attended:   
-&Community  services  in  Brighouse   - ward sisters meeting - Quality  team  -&The  
Health  Informatics  Service   -& Outpatients  team   - Staff  side  - 

• Two  staff  drop‐ins  with  Owen  Williams  at  the  start  of  the  consultation  -  one  on  
either  site.  

• Weekly  Wednesday  walkabout  by  the  senior  nursing  team  has  included  discussion  
with  ward  nursing  staff  about  the  proposed  changes  

• Held a ʻBig Briefʼ presentation on both sites about RCRTRP
• 1:1  interviews  held  with  consultants  between  August  2015  and  February  2016 
• Held  13  staff  events  across  our  estates  and  facilities  teams  - catering  /  portering  

/  engineering  /  switchboard  /  general  office   
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• We  have  held  two  staff  drop  in  sessions  on  29  April  and  4  May,  very  similar  to  
the  public  sessions,  where  staff  can  share  their  view.  There  is  a  further  one  
planned  for  8  June.   ␣&

• There  are  posters  and  leaflets  across  our  sites  advertising  how  to  get  involved
• There  are  stands  next  to  both  restaurants  advertising  how  to  get  involved 
• There  is  an  update  for  staff  every  Thursday  in  the  e-‐bulletin&
• There is a ʻrolling bannerʼ on the intranet and screensaver advertising the 

consultation&
• Owen  regularly  mentions  the  consultation  in  his  blog.  &
• Held  a  meeting  with  surgeons 
• Listening  Events  on  Wards  3,  10,  15,  19,  20  and  22,  Surgical  Assessment  Unit  

and  the  Intensive  Care  Unit.      

We  have  not  taken  notes  at  all  of  these  meetings  and  where  there  were  notes  we  
have  fed  these  straight  in  to  the  consultation  meetings.  We  have  asked  staff  to   
feed  directly  in  to  the  consultation. 

Our comments

This simply reiterates what we already know; senior staff only have been involved in this 
project - the  majority  of  the  workshops  and  all  the  clinical  design  groups  refer  to  
the   attendance  of  senior  clinicians.

The  data  supplied  is  of  engagement   activity  and  events,  and  includes  no  detail   of  
numbers,  clinical  roles  etc. 

We know from looking on NHS Englandʼs website that the Right Care Right Time Right 
Place proposals are based on a national template created by NHS England.

The Clinical Senate review of the hospital services model (Pages 159 and 163) states:
“...the standards proposed in the documentation ... are taken from a variety of national 
documents... The standards are very generic, however, and could largely apply to any 
Trust, which left the Senate with questions about their deliverability. Commissioners are 
recommended to include more detail about the level of local clinical engagement in 
agreeing how deliverable these standards are...” 

The Clinical Senate review of the hospital services model (Page163) continues:

“The documentation does not give a sense... of what local clinical discussions there have 
been in agreeing how achievable these standards are locally. From the information 
provided, we could not have confidence that the model would guarantee performance in 
the absence of clarity on the other key factors including staffing levels, which the Senate 
agreed are crucial to the delivery of these standards.” 
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On p 164, The Clinical Senate Review says that it canʼt tell how “achievable” the hospital 
services clinical modelʼs “aspirations” are, because there isnʼt enough clarity about the 
more centralised model of care, and there is a lack of operational detail - particularly the 
workforce model, including recruitment and retention.

The Clinical Senate review of the hospital services model says (p159) that:

“The lack of detail at this stage left the Senate with questions regarding the ability of this 
model to deliver the standards proposed.” 

The CCGʼs answer fails to acknowledge  the  senior  staff  who  gave   reasoned  arguments why  
they  do  NOT   support  the  proposals,  at  the first two public   consultation  meetings.  
                
The  284  clinical  hours  to  attend  these   events,  and  a  further  clinical  design  group,   would  
account  for  less  than  15  people   attending  10  events  lasting  2  hours  each.  
  
Perhaps  the  Unison  Survey  and  the   proactive  CHFT  engagement  will  give  a   fuller  picture  
about  what  the  staff  really   think  about  the  proposals. 

Question 16

As for the Consultation Document claim that GPs, and staff in GP practices and 
community health services have been involved in many discussions about the proposals, 
we would like you to provide evidence of this. From talking with some of these staff, we 
have found that they didnʼt have a clue about what you were proposing and we would like 
you to back up your claim with documentary evidence of which GPs and other primary and 
community health staff you discussed these proposals with, when and where and what 
they told you.

CCGs answer

In  Calderdale  we  have  presented  to  the LMC 5 times in relation to proposed  future  
arrangements  for  Hospital  and  Community  health   services.  We  presented  to  the  
Joint  Clinical  Commissioning  and   Practice  Managers  meeting  (26  GPs  and  26  
Practice  managers)  in   October  and  December,  2015  and  in  April,  2016.  Information  
has   also  been  included  in  the  Jan,  March  and  April  2016  editions  of  the   
newsletter  which  is  distributed  to  all  GP  Practices.     

In  Greater  Huddersfield  we  have  presented  to  the  LMC  through   our  interface  
update  every  month  from  September  2015  to  May   2016.     

We  presented  a  webinar  on  the  16th  September,  2015  which  was   available  to  all  
practices  live  and  then  added  to  the  intranet  page.     
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We  presented  at  Practice  Protected  Time  (PPT)  on  17th  November,   2015  to  all  
Practice  Nurses,  Practice  Managers  &  GPs  - (approx.   150  people).  RCRTRP  has  
been  discussed  at  individual  Practice   visits  -  May  2014  (previously  called  strategic  
review),  September   2014,  January  2015,  May  2015,  September  2015,  January  
2016.   The  September  2014  visit  referred  practices  to  the  engagement   events  and  
the  website.  Updates  have  been  included  in  the   newsletter  which  is  distributed  to  
all  GP  practices  and  there  is  a   dedicated  page  on  GHCCG  intranet.  The  
Programme  has  been  a   standard  agenda  item  at  Practice  Managers  Reference  
Group  since   September  2015  (meet  monthly).     

We  have  supplied  evidence  as  part  of  the  NHSE  Assurance  process   that  the  four  
key  tests  have  been  met:    

• strong  public  and  patient  engagement;
• consistency  with  current  &prospective  need  for  patient  choice;    
• a  clear  clinical  evidence  base;  and    
• support  for  proposals  from  clinical  commissioners.     

A  copy  of  the  letter  from  NHSE  is  attached  as  part  of  the  answer  to   Question  2  
above. 
  
Our comments

There is an extensive  list  of  presentations,  information and discussions  but  there  is  no  
detail of feedback received from GPs,  whether  it  was  noted,  discussed  or  fed  into  the  
development  of  the  proposals.  
  
The  Unison  Survey  findings  (Q.  15)  and  the conversations  reported  in  this  question 
imply  that  the  CCGs  have  given  out   information  but  that  they  have  not   actively  
listened  to  the  staff.      
  
It could  be  that  the  style  of  presentation  and  discussion  may  not  have  been  
inclusive  and  clear,  or  it could have used  language  that  was ʻnon-management speakʼ 
and with enough  time  for  an  open  and  honest  dialogue.  There is no way of telling, 
since they have failed to send the documentary evidence we asked for, about what the 
GPs and other primary and health care staff have told the CCGs about the proposals, and 
which GPs they have actually engaged with.

This does not reassure us that the CCGs have properly engaged with and consulted GPs 
and other primary and community health staff.
       
Engagement  is  more  about  listening  to  ideas, views and concerns than ʻpresenting a 
caseʼ. 
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Engagement  is  a  skill  that  is  not  often recognised as such in NHS  management   
circles.  Managers  are  mostly  driven  by policy  and  budgets  whereas  staff  will  often   
take  a  vocational  approach  to  providing   safe  and  good  quality  health  services.   
   
NO  LETTER  ATTACHED  (see  Q  2.comment) 

The Kirklees LMC Feb 2016 newsletter reports on the RCRTRP proposals in disenchanted 
terms: 

“A major political Row has emerged following the leak of a proposal to site a major A & E 
unit in Calderdale despite the inherent impracticality in terms of access for the majority of 
the population of Kirklees.

The decision lies on the back of the revelation of the binding costs of the PFI in 
Calderdale. In which there is a commitment to paying a lease at high interest rates for 60 
years.

Alongside the proposal lies the proposal to knock HRI down and build a smaller hospital 
with less than one third of the beds from 360 to 120. The proposal is to extend Calderdale 
hospital with a multi storey car park and new clinical suite and in the longer term create
a further demand to expand the motorway access from Ainley Top all in all throwing good 
money after bad. We should support the best service for the population developing our
existing resources....”

GP views on the Right Care Right Time Right Place “engagement” and consultation 
processes include:

I do not believe that Huddersfield GPs have been appropriately involved in RCRTRP 
proposals.  I also believe that many local GPs and practice nurses are opposed to the 
plans.  The culture of the NHS, CCG approach and failure to ballot practices has in effect 
silenced them. 

We were first informed around the time of of the original JHSC meeting at which the 
"consultation" was launched.  

The CCG appears to confuse "consultation" with "meeting attendance." At mandatory 
meetings, practice reps. signing an attendance sheet (so that their practice receives the 
financial incentive) is NOT involving or seeking the views of GPs from constituent 
practices. 

The CCGs do not involve or seek the views of local GPs.

Huddersfield GP federations and individuals were involved in developing a  CCG primary 
care strategy in late 2015 after CCG was told by NHSE to produce one.  CCG appears to 
be also using this as evidence of RCRPRT GP "consultation." 
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To date there has been no formal consultation with GPs - nothing. Glib brief upbeat 
sentences in CCG newsletters that the Consultation proceeds.  

There have been no formal ballots and none are proposed. My sense is that CCG did not 
seek our views as too many would be opposed. We were told first at the same time as the 
public. The LMC has no proposal to ballot members but should do so.

I am totally opposed to Right Care Right Time Right Place proposals. The CCGs should 
reject and lobby for appropriate NHS funding. 

We GPs are on our knees - there is an acknowledged national crisis. Poorly led across the 
board. Relations with CH CCG are poor - failure to deliver any positive change or impact 
since inception. 

Question 17

The Consultation Document says nothing of the fact that the Clinical Senate, in reviewing 
the Community Services Specifications for Calderdale, Greater Huddersfield and North 
Kirklees CCGs (PCBC p 137) says that these specifications contain no evidence to 
support commissionersʼ claims of “extensive engagement with staff” over the last two 
years. It considers it “likely that there would be workforce issues during such a large scale 
transformation”  and recommends further work on how “ risks to patient care can be 
mitigated during the transition period” , that would result from current CHFT “workforce 
issues getting worse as the morale and motivation of clinicians continues to deteriorate”. 
This is identified as a “Principal risk”. It also says that there will be “resistance and refusal 
to change”  in primary care. You need to tell the public about this.

CCGsʼ comments

We  published  the  Clinical  Senate  Reports  as  part  of  the  Pre-‐Consultation  
Business   Case.   The  report  does  not  say  that these specifications contain no 
evidence to support commissionersʼ claims of “extensive engagement with staff” over the 
last two years - rather  it  says  that  the  Senate ʻis  aware  from  discussions  with  
commissioners  of  the   extensive  engagement  with  staff  during  the  previous  two  
years.    Evidence  of  this engagement was not available within the documentation 
received.” 
 
The  Principal  Risks  were  identified  by  the  CCGs  and  the  Senate  were  asked  to   
comment  on  them.      
The  summary  recommendations  from  the  report,  as  already  published  on  the   
website,  are:  
The Senate commends the CCGs on their vision for the future of their community services 
and agree that this has the potential to result in excellent patient care closer to home. In 
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general terms, the Senate review group was very supportive of these comprehensive 
documents and their values and principles for delivering care closer to home.
2.2  The Senate was given a specific brief in relation to whether particular risks are 
addressed within the proposals and to appraise whether there are any missed 
opportunities within the proposed scope of services. The Senate did find it very 
challenging to assess the risks associated with the service transformation and we have 
raised a number of questions in relation to the risks arising from the lack of detail regarding 
workforce, primary care strategy and engagement with partners, for example. We 
recognise that there have been extensive discussions with stakeholders during the last 2 
years which was not detailed within the evidence provided, and that the detail behind the 
vision will be worked through in competitive dialogue. The Senate hopes that these 
questions assist with that procurement process. The Senate recommends that 
commissioners work in partnership with the providers around the development of the 
service models. This shared approach to the service model development is particularly 
important in a system undergoing such a large level of change to help mitigate against the 
risks to service delivery.
2.3& The Senate Review Group has considered the scope of services and agrees that 
these are comprehensive, with little that could be considered a missed opportunity.  
 
In  addition  the  Clinical  Senate  also  reviewed  the  proposed  future  model  of  Hospital   
Services  and  the  summary  recommendations  from  the  report  -  as  already  published   
on  the  website  are: 
   
2.1& The Senate commends the commissioners on their vision for the future of hospital 
services and we support the commissionersʼ aspirations for the service. The Senate 
agrees that the Quality and Safety Case for Change and the baseline position support the 
need to move towards greater centralisation of services across hospital sites. The Senate 
agrees that a clear argument is made that the current configuration of services does not 
and cannot meet national guidance, and that staying the same is not an option.

2.2& The Senate recognises that the documents supplied are a work in progress and the 
supporting detail regarding activity and workforce will be developed as part of the pre-
consultation Business Case.
2.3& As a high level strategic document for whole system change, the Senate agrees 
with the aspirations outlined in the Model of Care. The Senate recommends however, that 
as the work develops the commissioners describe the model with greater clarity, 
particularly focussing on detail about the workforce and activity. The lack of detail at this 
stage left the Senate with questions regarding the ability of this model to deliver the 
standards proposed. At this point, the Senate can only endorse the vision and give broad 
assurance of its potential to deliver a quality service. Following the receipt of further 
additional information about the Urgent Care Centres, the Senate are broadly content with 
the proposals but there is always the possibility that a very ill patient will attend the Urgent 
Care Centre and commissioners need to ensure that staff have the medical and nursing 
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skills, experience and capabilities to safely stabilise that patient. Commissioners are 
recommended to consider this further as they develop the model.

2.4& The Senate supports the standards proposed in the documentation which are taken 
from a variety of national documents and reflect the best of national policy. The standards 
are very generic, however, and could largely apply to any Trust. Commissioners are 
recommended to include more detail about the level of local clinical engagement in 
agreeing how deliverable these standards are. 

Our comments

Selective quoting from the clinical senate report, ignoring the clinical senate statements we 
asked them about and refusing to tell the public about them.

The  answer  omits  the  rest  of  the   second  sentence  in  their  quotation   from  the  
clinical  senate  review,  which   read - in  full:  

“The Senate review group considered it likely  that  there  would  be  workforce  issues   
during  such  a  large  scale  transformation   and  is  aware  from  discussion  with   
commissioners  of  the  extensive   engagement  with  staff  during  the  previous   2  
years.  Evidence  of  this  engagement  was   not  available  within  the  documentation   
received  which  restricted  the  Senate  ability   to  anticipate  the  workforce  issues  that  
may   be  encountered.”  
   
The  CCGsʼ answer  does  not  address  the  risk   regarding primary care ʻresistance and 
refusal to changeʼ highlighted  by  the  Clinical  Senate.  

On pages 137/138, the Clinical Senate report says that because the Community Services 
Specifications for Calderdale, Greater Huddersfield and North Kirklees CCGs do not 
include the primary care strategy, it has “been difficult” to judge whether insufficient 
capacity and capability to complete and deliver the primary care strategy will scupper the 
community services programme.

It says that from what they can gather, the link between primary care and community 
services hasnʼt been thought through.

The CCGsʼ answer doesnʼt address the Clinical Senateʼs concern  about  how ʻrisks to 
patient care can be mitigated during the transition period.ʼ

On p 138 the Clinical Senate Review is trying to address the “risk of lack of clinical 
workforce and skills to deliver the services due to inadequate resource, ” identified in the 
Community Services Specifications for Calderdale, Greater Huddersfield and North 
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Kirklees CCGs. The Specifications said this would cause delays and/or “issues with 
implementation of the programme.” 

The Clinical Senate Review comments fairly tartly that the consequences of lack of clinical 
workforce and skills will result in a poorer service to patients.

Question 18

The Consultation Document says nothing about any risk assessment of the effects of the 
proposed hospital cuts on primary care, although the Royal College of Emergency 
Medicineʼs Feb 2016 position statement on Emergency Department Closure says, 

“The additional stress on local primary care systems must also be considered.” 

We need you to acknowledge this publicly and state what risk assessment if any you have 
carried out of this issue.

CCGsʼ answer

The  proposal  for  the  local  reconfiguration is not comparable with the Royal Collegeʼs 
statement  from  February  2016.      

We  are  not  closing  an  emergency  department.  We  are  reconfiguring  our  urgent  
and   emergency  care  so  that  there  is  one  Emergency  Care  Centre  support  by  two  
Urgent   Care  Centres  which  between  them  will  take  the  majority  of  the  patients  
that  are   currently  seen  at  the  two  A&Es.  
   
The  benefits  of  this  proposal  extend  far  beyond  just  those  anticipated  in  
emergency   care.  We  are  reconfiguring  the  whole  of  our  un-planned  in-patient  
services  for  which   the  emergency  department  is  the  front  door,  so  that  we  have  a  
centralised  pool  of   expertise  on  a  single  site  with  all  the  relevant  clinical  
adjacencies.   
    
Both  CCGs  are  developing  their  Primary  Care  Strategies  and  both  acknowledge  
that  Page  24  of  38 access  to  Primary  care  needs  to  be  improved. These  proposals  
together  with  Care   Closer  to  Home  are  complementary. 

Our comments

Denial of our points, again saying itʼs a change to A&E not an A&E  closure. But oh  yes  
they  are closing  an  emergency  department  - our see  comments  above.
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The  Clinical  Senate  commented  on the  risk  of  not  achieving  the  Primary  Care  
Strategy   aims  (a  document  they  had  no  sight  of):  

“From the information we have been given, the  link  between  the  community  services   
and  the  primary  care  system  is  under-addressed  in  terms  of  relationships  and   
interactions.  Support from the GPʼs will be essential  to  success;  the  view  expressed  in   
the consultation that one size doesnʼt fit all mat be a concern for commissions as  to   
enable  the  model  to  work  the  hubs  have  to   be  similar  in  order  to  allow  for  
consistent signposting and referral of patients.”  

The  CCGs  need  to  note  and  act  on  this.

Question 19

Primary health care is underfunded and struggling. The government is cutting public 
spending and the Consultation Document fails to show that the proposals will maintain the 
quality of primary and community health care, let alone improve it.  Instead, the 
consultation document (p35) claims that “strengthening community services” is benefitting 
the patients who need it the most. It provides no evidence to back up this claim. The only 
evidence given is that admissions to hospital from care homes that received Quest for 
Quality in Care homes support were 25% lower, in the year to March 2015, than from other 
Care Homes.  Also that the length of stay was reduced by 26% saving £500,000. This was 
not a controlled trial and doesnʼt take account of other differences between the two groups 
of care homes. By now there should be more data, better evaluated. To present the data in 
this way is not honest. We need you to publicly produce documentation that shows how 
you have strengthened community services, how you have determined which patients 
need these services the most and how they are benefitting these patients.

CCGsʼ answer

The CCGs have considered the impacts of the Care Closer to Home Programmes in their  
Governing Body meetings in public. They have determined that they have confidence that 
the Care Closer to Home Programmes are improving the quality of Community Care and 
reducing demand on hospitals. The example given in relation to Quest for Quality in Care  
Homes does provide evidence that we are strengthening Community Services. The data is 
correct at the time of publication. 
 
The completion of a controlled trial would take a number of years. The need to improve 
services is immediate.

Our comments
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There is no evidence to back up their reply. We asked for documentation that shows how 
the CCGs have strengthened community services, how they have determined which 
patients need these services the most and how these services are benefitting these 
patients. They have ignored this request.

The  CCGs  may  have  confidence  that  the   Care  Closer  to  Home  Programmes  are  
ʻreducing demand on hospitalsʼ and ʻimproving the quality of Community Careʼ.  The  
public  need  to  be  confident  too. 

In terms of benefits to patients, perhaps  CCGS  need  to  ask  patients  and   carers  what  
their  experience  is  and  if  they   find  services  are  better.    A  wide  reaching  snapshot  
engagement  exercise  is  not   expensive  and  may  help  create  a  meaningful dialogue  
with  the  public.  

Perhaps  the  CCGs  need  to  have  a  different   approach  to  evidence.  They  could  be  
more  pro-active  in  collecting   feedback  from  patients,  carers  and  the  public  and  
less  reliant  on  service  activity   data,  national  surveys  and  hospital  admissions.  
   
The  priorities  CCGs  talk  about  in  their   communications  are  linked  to  budget   
control  and  meeting  national  targets   rather  than  improving  the  patient   experience  
and  patient  outcomes.      

This creates a ʻdisconnectʼ with the people the  NHS  serves,  rather  than  a  partnership   
to  improve  services  together. 

Strengthening community services is about a lot more than supporting privatised Care 
Homes to do their job properly - although the Care Home sector is near meltdown and 
at the Halifax Orangebox drop in,  Dr Nigel Taylor said that Calderdale CCG are supporting 
the “care home market”  because “there are huge problems with that – the care home 
market needs support and development. It needs to be fixed now.” He said Calderdale 
CCG are  working with local authority to make sure they pay what they need to pay, 
through joint commissioning with the local authority.

There is the question of whether the capacity exists to strengthen community services. At 
the 22nd March Joint Health Scrutiny Committee meeting, Cllr Smaje asked if the Clinical 
Senate and NHS England had looked at the system as a whole in respect of whether the 
system can cope with these changes, including Care Closer to Home.

A Clinical Senate rep said that the Clinical Senate didnʼt look at the resources that are 
available, because the Clinical Commissioning Groups didnʼt invite them to do so.
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He said that the Clinical Senate always has concerns about the integration of services - 
primary care, hospital care and community care. And they identified in their review that this 
was something that needed work -  but whether this was being done or would be done 
hadnʼt been communicated to them.

Cllr Smaje then asked:

“Did NHS England take that into account at all?”

The NHS England rep Brian Hughes said

“In the documentation provided, there wasnʼt a detailed analysis of the activity but that 
does form a part of the consultation.”

Where? We canʼt see anything in the consultation about it and when we try and ask the 
CCGs about it, they deny that itʼs an issue.

As retired consultant Colin Hutchinson has told the Joint Health Scrutiny Committee, 
Care Closer to Home – done properly – is more costly than care in hospital:

“It takes more staff to deliver care in patientsʼ homes, because you can only treat one 
patient at a time, whereas on a ward, you can be treating and supervising the treatment of 
a number of patients. The staff also need to be trained to a higher level, as they do not 
have direct access to back up from more experienced nursing and medical staff.”

There is a crisis in General Practice, with insufficient GPs to replace those that are retiring, 
let alone to meet the increasing population, their increasing health needs and the aim of 
providing for these outside hospitals. The Pre-consultation Business Case seems to think 
that the way round this is: 

“Enhancing generalist and collaborative skills for the Trustʼs workforce across primary and 
secondary care to support delivery of the Commissionersʼ QIPP requirements”

QIPP - “Quality Innovation Productivity and Performance” - requirements are to cut 
spending or deliver more services for the same money, so this means there will be new 
grades of jobs that will be cheaper than the current ones.

This is about down-skilling. GPs will have a new title of consultant generalist and be 
supervising a less qualified team so the system will need fewer GPs. Those GPs prepared 
to work in the system will be providing medico – legal cover for a vastly lower quality 
service.
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Dr Bob Gill, a South East London GP and member of the National Health Action Party, 
calls it,

“A skid row NHS to drive us to take out private health insurance.”

Care Closer to Home is about cutting costs – but if properly delivered, it would cost more 
to deliver than existing hospital-based care.  So Care Closer to Home is planning to run on 
far fewer qualified doctors and nurses, and with many more less qualified, new grades of 
staff like physician associates as well as unpaid family carers and voluntary sector 
organisations. This is what NHS Englandʼs Five year Forward View calls a “modern 
workforce”. 

What does the Trustʼs workforce think of this idea? The Consultation Document doesnʼt 
say. 

The CCGsʼ answer says nothing about how they will determine which patients most need 
community services

The example of  the Calderdale Support and Independence Teams– one of the already 
existing Phase 1 Care Closer to Home schemes seems worrying in this regard.

These Teams – are a hospital Trust/Calderdale Council working arrangement to look after 
elderly people who need “reablement” after being in hospital, and who may then need 
further home care after being “reabled”. 

Their 2015 Report  seems to  indicate that the Teams are cherry picking patients that will 
improve their outcomes. These are about reducing unplanned hospital admissions. It 
says:

“The targetting of Reablement resource to people who are more likely to benefit – that is 
to say, applying clear referral criteria – is seen as highly beneficial to the outcomes 
achieved.”

It also seems that their work in 2015 has been figuring out how to accelerate patientsʼ 
progress from NHS – funded reablement to an “independent sector provider”:the S&I 
Teamsʼ 2015 Report says they have been putting more staff to work on services that 
patients have to pay for – “post-reablement home care waiting” and “rapid access 
homecare for people who would not be appropriate referrals to reablement”. Their report 
notes that the more patients who move quickly from reablement to an independent-sector 
provider, the more money the Council would save.
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Rather than determining which patients need these services the most - which is what we 
asked the CCGs to provide evidence of - it seems that  this so-called ʻintegrationʼ of health 
and social care is funnelling people as quickly as possible from the NHS to means-tested 
social care, and cherry picking patients in order to improve outcomes - like reducing 
hospital admissions - that bring financial rewards from NHS England.

 
Question 20

Where is the evidence that Care Closer to Home can justify the anticipated 6%/year 
reduction in non-elective medical admissions to hospital? We need this to be publicly 
available and if there is no such evidence, we need you to state this publicly.

CCGsʼ answer

The  Consultation  Document  does  not  state  that  Care  Closer to  Home will reduce  
non-elective  medical  admissions  to  hospital.   
 
The  Pre-Consultation  Business Case states that one  of  the   assumptions  used  in  the  
activity  and  capacity  modelling  is  that  “ Significant  Delivery  of  Commissioner  QIPP  
will  be  realised   (resulting  in  a  6%  reduction  in  non-elective  medical  admissions  per   
annum)ʼ.   

The  6%  improvement  refers  to  CHFTs  Key  Operational  initiative  to ʻDeliver best in 
class LOS,DNAs, New to FU ratios and ambulatory care - optimise  performance  to  
reduce  waste  and  enable  bed  reduction as set out on page 36 of CHFTʼs Five year 
planʼ.

Our comments 

The Consultation Document says on p37 that the Care Closer to Home programmes 
already in existence are helping to reduce avoidable hospital attendances and admissions.  
At public meetings and drop ins, CCG and Trust staff tell us that the proposed cuts to 
hospital beds and staff will be ok because Care Closer to Home will mean that fewer 
patients need to go to hospital.

The CCGsʼ answer  is essentially admitting that the consultation document and the Pre 
Consultation Business Case are contradicting each other. The Pre Consultation Business 
Case model shows an assumption of a 6% reduction in elective admissions when in 
actuality they are meaning overall reductions in LOS etc
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QIPP - quality,  innovation,  productivity  &  prevention  (improve  quality/reduce  cost)   by  
managing/reducing  the: 
    
• ʻLOSʼ length  of  stay  in  hospital,       
• ʻDNAʼ not  attending  appointments  and   
• ʻNew to FUʼ - a  new  follow up,  but only if  such an appointment is really necessary.  
(Perhaps  explaining  this  would  be  useful) 

Again  national  targets  are  the  CCGsʼ   priority.  Here it is to reduce beds, and   
therefore  hospital costs. The  reduction of beds is not  a  patient,   carer  or  public  
priority. 

In terms of evidence to support the claim that Care Closer to Home can reduce unplanned/ 
non-elective hospital admissions, a 2014 Health Service Journal review of the evidence for 
promoting “integrated care” out of hospital found that:

“a close look at the data highlights a dearth of evidence on the impact of integrated care”.

And, reporting on its Commission on Hospital Care for Frail Older People, the Health 
Service Journal (November 2014) stated:

“There is a myth that providing more and better care for frail older people in the 
community, increasing integration between health and social care services and pooling 
health and social care budgets will lead to significant, cashable financial savings in the 
acute hospital sector and across health economies. The commission found no evidence 
that these assumptions are true.”

Question 21

The costs of these Care Closer to Home interventions are missing from the Consultation 
Document, as are the costs of scaling them up to the whole area served by Calderdale 
Clinical Commissioning Group. This makes it impossible for the public to give an informed 
opinion on Care Closer to Home. We need you to provide this information.

CCGsʼ answer 

We  anticipate  that  the  costs  of  these  services  would  be  lower  than   the  provision  
of  the  equivalent  services  in  hospitals.  The  costs  of   our  proposals  are  outlined  in  
the  Consultation  document  on  page  12.        

We are proposing  these changes because  we  think  they  would  save  more  lives,  
keep people healthy, make services safer and  improve quality  of  care. 
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Our comments  

NO -  be  honest  -  most  of  it  is  about   meeting  national  targets  to  save  money,   
reduce  the  Hospital Trustʼs deficit and prevent special  measures.

Just guesswork on their part but at least they are admitting this in a way. The costs they 
refer to on page 12 of the Consultation Document are for building the proposed new 
planned and urgent care hospital in Huddersfield, expanding CRH to be the single acute 
and emergency centre for both areas, and supporting the hospitalʼs deficit position. It 
doesnʼt include any info about the costs of the Care Closer to Home scheme.

As we have already commented (question 20, above), Care Closer to Home, run properly, 
would cost more than hospital care. The only ways that the CCGs can make them cheaper 
is to skimp on staffing, by relying on fewer properly qualified staff, introducing new, lower 
qualified staff grades and relying on voluntary sector organisations, family and friends as 
carers, and self managed care by patients.  And to cherry pick patients and restrict 
services - as GH CCG is now proposing as result of orders from NHS England, to make 
sure that it meets the new Sustainability and Transformation Plan requirement to generate 
a 1% surplus this financial year.

Question 22

The Consultation Document fails to mention that the Clinical Senate stated that there is no 
evidence in the proposed hospital clinical model, that clinicians at the hospital have been 
sufficiently engaged with to determine whether the resources exist to realise the claimed 
benefits of the cuts and changes. The Clinical Senate said that the hospitalʼs clinical model 
is based on national policies and guidelines, and that there is no evidence of informed 
local cliniciansʼ assessment about how and whether these are capable of being applied 
locally, given the available resources, in order to produce the required quality of care. We 
need you to acknowledge this publicly.

CCGsʼ answer

Please  see  answer  to  Q17  above. 

Our comments

No.

Q  17.  Relates  to  the  Clinical  Senate  Review   of  Community  Service  Specifications  
for   Calderdale,  Greater  Huddersfield  and  North  Kirklees  CCGs.  They  quoted  the   
other  Review  but  did  not  address  Q22.  
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This  question,  (Q  22.)  refers  to  the  Clinical   Senate  Review  of  the  Future  Model  of   
Hospital  Services  for  Calderdale  and   Greater  Huddersfield  CCGs.    
These  are  different  documents  about   different  Clinical  Senate  Reviews.

The  Clinical  Senate  repeated  throughout   their  Review  their  concern  about  the  lack   
of evidence of ʻinformed local clinical assessmentʼ of the deliverability of the proposed  
hospital  model.  

Q  22.  has  not  been  addressed  at  all  and   the  need  to  acknowledge  the  Clinical   
Senates  repeated  concern  about  this ʻinformed local clinical assessmentʼ  has been  
ignored. 

Question 23

As a result, the Clinical Senate review said that they could not vouch that the proposed 
hospital clinical model would generate the required quality of care.  The consultation 
document makes no mention of this. On the contrary, it asserts (p13) that the proposed 
model of care would enhance quality of care. We need you to tell the public about this 
statement by the Clinical Senate and to provide data that shows how the proposed model 
of care would be of the required quality. If this is not available, you need to say so.

CCGs answer

Please see answer to question 17 above

Our comments

NO  - AGAIN  the  question  (Q  23.)  is  talking   about  a  different  Clinical  Senate  
Review  to   that  referred  to  in  Q  17.  

Q  23  therefore  has  not  been  answered.   The  consultation  document  repeats  many   
aims  of  the  proposal  as  if  they  are  definite   outcomes.    This  is  not  helpful.
  
The  Clinical  Senate  States:  

“At this point, the Senate can only endorse the  vision  and  give  broad  assurance  of  its   
potential  to  deliver  a  quality  service.  The   proposed  model  needs  to  be  described   
with  greater  clarity,  particularly  detail   about  the  workforce,  in  order  to  answer   
questions  regarding  the  ability  of  this  model to deliver the standards proposed.” 

Question 24

Claims about engagement with the public and key stakeholders are flawed and statements 
about public and stakeholder support for the proposals are exaggerated. We need the 
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CCGs to publicly acknowledge the limitations of their public and patient engagement and 
the criticisms of this by Calderdale Adults Health and Social Care Scrutiny Panel Chair, 
who told the CCGs when they presented their engagement review in August 2015, that 
they “should seek a wider basis of opinion about their plans” – instead of confining their 
“engagement” to “people inside the goldfish bowl.” When we decided to provide a wider 
basis of opinion at the CCGsʼ Stakeholder Engagement Event, we had to protest vocally in 
order to gain admission. https://www.scribd.com/doc/275515240/No-Elephants-in-the-
Room-Stakeholder-Engagement-Event-picket-leafletPicket-Line-v3 Once inside, we found 
that invited “stakeholders” - many of them the CCGsʼ “community assets” - were saying 
that they didnʼt agree with the proposals and didnʼt understand them. We would like the 
CCGs to make public all the documentation relating to their public and stakeholder 
engagement events so we can see exactly what the CCGs base their claims on regarding 
public and stakeholder support for their proposals.

CCGsʼ answer

We  have  supplied  evidence  as  part  of  the  NHSE  Assurance  process  that  the  four  key  
tests  have  been  met.  One  of  these  tests  is:  strong  public  and  patient  engagement.  A  copy   
of  the  letter  from  NHSE  is  attached  as  part  of  the  answer  to  Question  2  above.
       

We  do  not  agree  that  our  claims  about  our  engagement  are   flawed.  We  have  published  
reports  of  all  our  stakeholder  sessions   on  our  website  and  a  composite  report  of  all  our  
engagement  has   been  produced  by  Healthwatch  Kirklees  and  published  on  our   website.
(  Link)  

The  Consultation  Institute  have  signed  off  the  scoping  stage  of   their  Compliance  process  - 
part  of  which  assesses  the  quality  of   the  pre-consultation  engagement.        

I  can  find  no  reference  in  the  August  minutes  of  the  Calderdale   Adults  Health  and  Social  
Care  Scrutiny  Panel  Council  minutes  to   support  the  statement  attributed  to  the  Chair  of  
the  Scrutiny   Panel. The CCGsʼ Engagement report was not presented to that meeting,  The  
minutes  can  be  found  here:  (Link)  

The  Engagement  report  was  presented  to  the  August  meeting  of   the  Calderdale  and  
Kirklees  Joint  Health  Scrutiny  Committee  on  13   August.  I  can  find  no  reference  in  these  
minutes  to  support  the   statement  attributed  to  the  Joint  Chair  of  the  Scrutiny  Panel.  The   
minutes  can  be  found  here:  (Link)      

A  full  report  of  findings  in  relation  to  the  August  event  has  been   published  on  the  
Programme  website.   

Our comments

No  -  there  was  no  letter  attached  

Again denial and an over-reliance on the NHS England Assurance process report. Bear in 
mind that NHSE are driving these changes through across all of England.
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See  comment  to  Q  2. , that  the  Investment   Committee  and  not  the  Regional  DCO   
should  have  undertaken  the  Assurance   as  CHFT  is  subject  to  enforcement   action.  
     
How  can  CCGs  reconcile  the  clear   difference  between  the  engagement   claims  
and  the  public  disapproval  and   anger  demonstrated  at  the   Huddersfield  Public  
Consultation   Meeting  on  18th  April  2016?  

The CCGs are correct that Cllr Malcolm Jamesʼ comment wasnʼt made at the Calderdale 
AHSC Scrutiny Panel. It was made at the August 13 JHSC meeting, where Cllr Malcolm 
James said,

“In formulating future questions, the CCG should maybe take a wider basis of opinion as a 
basis for the formulation – not just from people inside the goldfish bowl.”

The fact that his comment is not minuted doesnʼt mean he didnʼt make it. It gave rise to 
some merriment and led us to produce the following graphic:

CK999ʼs report on the August stakeholder engagement event meeting is here https://
calderdaleandkirklees999callforthenhs.wordpress.com/2015/08/20/asking-calderdale-
councillors-to-support-public-picket-of-nhs-bosses-stakeholder-engagement-event-this-
afternoon/

  
Question 25

We would like to know why and at what point the mental health Trust (South West 
Yorkshire Partnership Foundation Trust), stopped being involved as a Right Care Right 
Time Right Place partner.  SWYPFT was one of the 7 original partners in the Strategic 
Review and the Strategic Outline Case, but it does not seem to have taken part in the  
“Right Care Right Time Right Place” engagement processes and it is not taking part in the 
current consultation. We need you to clarify what the relationship is between the CCGs 
and SWYPFT, why mental health services are not included in the current consultation and 
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in particular what the relationship is between Calderdale CCG and the SWYPFT Arts 
Psychotherapy Service in Calderdale. Does Calderdale CCG  commission this service 
from SWYPFT? Does it have a view on whether SWYPFT should go ahead and cut this 
service entirely, as it was planning to do before legal action caused it to withdraw staff 
redundancy notices and engage with service users about the future of the service? 

CCGs answer

The  Strategic  Review  was  established  to  bring  together  the  seven   partners  across  
Calderdale  and  Greater  Huddersfield  to  develop   proposals  for  transformational  
change  across  the  health  and  social   care  economy  of  Calderdale  and  Greater  
Huddersfield. 
   
The  programme  produced  the  overall  Case  for  Change  which   identified  that  
significant  change  is  essential  because  we  want  to   ensure  that  everyone  gets  the  
right  care  at  the  right  time  and  in   the  right  place  whilst  responding  to  the  
challenges  of: 
   
• An  ageing  population  with  increased  needs;     
• National  shortages  of  key  elements  of  the  workforce  that  mean  new  service  

models  are  required     
• Continuing  to  meet  ever  increasing  external  standards     
• Significant  financial  pressures  facing  commissioners  and  providers.  
  
In response to the case for change, three of the CCGsʼ existing Providers  (CHFT,  
SWYPFT  and  Locala)  produced  a  jointly  developed   proposal  for  changing  the  way  
community  and  hospital  services  in   Calderdale  and  Greater  Huddersfield  could  be  
provided.   They  described  their  proposals  in  the  form  of  a  draft  Strategic   Outline  
Case  (SOC),  which  was  presented  to  members  of  both   CCGs'  Governing  Bodies  
in  January,  2014. 

It  was  presented  to  both  the  Kirklees  and  Calderdale  Health  and   Wellbeing  Boards  
(HWB)  and  Overview  and  Scrutiny  Committees   (OSC)  in  February  and  March,  
2014.    

The  Providers  subsequently  developed  the  Strategic  Outline  Case   into  an  Outline  
Business  Case  (OBC).  This  Outline  Business  Case   was  lodged  with  the  NHS  
Procurement  Portal  Bravo  in  June  2014,   but  was  not  accessed  by  Commissioners  
until  September  2014.  
  
In  May,  2014  the  scope  of  the  programme  was  revised  and  the  partnership  of  
seven  was  set  aside  as  part  of  the  transition   arrangements.  In  order  to  signal  the  
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transition,  the  name  changed   from  Strategic  review  to  Right  Care,  Right  Time,  
Right  Place.  The   revised  scope  and  phases  were  established  as:    
Phase  One-‐  Strengthen  Community  Services     Phase  Two  -‐  Enhance  Community  
Services     Phase  Three  -‐  Hospital  Services 
   
The  CCGs  have  a  commissioner/provider  relationship  with  SWYPFT.     Mental  
Health  Services  are  not  included  in  the  current  consultation   because  we  do  not  
intend  to  change  the  services  as  part  of  this   programme.    

The  SWYPFT  Arts  Psychotherapy  Service  in  Calderdale  is  not  part  of   this  
consultation.   

Our comments

There  is  no  reason  given  why  mental   health  is  not  included  in  the  proposals,  or   
the  consultation  paper.

Or  why mental health was abandoned when the CCGs decided to set aside the providersʼ 
Outline Business Case and make the “transition” to developing their own proposals.

YOU  ARE  changing  the  services  for  people   with  mental  health  problems.  They  are  
members  of  the  public  who  have   emergencies  and  accidents  like  everyone   else. 
 
• WHAT  mental  health  liaison  services   will  be  available  at  the  Urgent  Care   

Centres?  
• WILL  the  use  of  Section  136  suites   increase  if  the  Emergency  Centre  does   not  

take  people in mental health  crisis?  
• &  WILL  people  end  up  in  police  cells   again?  

Have  the  CCGs  discussed  the  future  of  the   Arts  Psychotherapy  service  with  
SWYFT  as   the  commissioners,  given  the  public   concern  about  this  service  
closure?   Both  CCGs  have  commissioner/provider   relationships  that  are  the  same  
with  both: 
 
• CHFT  (for  acute  services)  and    
• SWYFT  (for  mental  health  and  community  health  services). 

SWYFTʼs Summary Strategic Plan 2014-2019 https://www.gov.uk/government/uploads/
system/uploads/attachment_data/file/392957/
SWYORKSPART_Publishable_Summary_Strategic_Plan_1415.pdf is clear that it has a 
“transformation focus” which seems to carry on from its proposals in the Strategic Review. 
It says it aims to “support integrated team working closer to communities - in line with the 
transformation vision of the Trust and of our partners.” In addition it says “the vision for 
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inpatient services is for high quality in- patient facilities at geographically strategic locations 
within the Trust area delivering single room en suite accommodation designed to support 
cost effective staffing models.”

Here is a list of the mental health services it intends to transform:

It seems odd that when the acute hospital provider, CHFT, wants to “transform” its clinical 
model, the CCGs run a public consultation on the proposals but when the mental health 
trust provider, SWYPT, wants to “transform” its clinical model the CCGs donʼt see any 
need to consult the public about the proposals. When you read SWYPFTʼs summary 
strategic plan, the proposed changes seem massive. Why hasnʼt there been any public 
consultation about them?

Question 26

The Consultation Document mentions the recent public engagement on maternity 
services.  Clinical Commissioning Groups carried out this  public “engagement” late, and 
as an afterthought. The maternity engagement survey was filled in by all kinds of people 
without the remotest interest in maternity services, but who wished to support a community 
group in need of money. This was because the CCGs paid £5 per completed survey to 
cash-strapped community groups who promoted the survey. This was widely advertised on 
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social media by well-meaning members of the public who wanted to support these 
community groups. This must surely invalidate the outcome of the engagement. We need 
you to explain why it is right that you fund cash-strapped voluntary organisations in this 
way, in exchange for them promoting your engagement activities, and how you assess as 
valid responses to the engagement that are made in order to benefit the cash-strapped 
voluntary organisations.
CCGsʼ answer

The  pre-consultation  engagement  was  carried  out  as  planned  and   as  reported  to  
the  Calderdale  and  Kirklees  Joint  Health  Scrutiny   Committee  in  August  2015.  Link  
to  minutes  above.    
     
It  is  not  possible  to  comment  on  the  reason  why  or  the  interest   level  in  maternity  
services  of  those  who  completed  the   engagement  survey.   
 
The  actual  value  of  payments  is  not  promoted  outside  the   programme.     
Engagement  Champions  are  representatives  of  local  communities.   They  are  trained  
to  talk  with  people  about  local  health  services.   They  give  local  people  the  chance  
to  influence  the  way  services  are   delivered.    
  
The  CCGs  are  responsible  for  buying  local  health  services  in   hospital  and  in  the  
community.  They  need  to  talk  to  all   communities  when  they  are  considering  
changes  to  local  health   services.  We  purchase  this  resource  to  reach  an  audience  
we   would  require  extra  capacity  to  reach -  this  would  include  staff   time,  additional  
resources  such  as  interpreters,  venue  hire  and   administration  including  marketing  
and  promotion.    

The  reimbursement  acknowledges  the  time  facilitation  and   administration  costs  of  
delivering  in  house  activity.  
  
Engagement  Champions  ask  questions  so  that  when  changes  to   services  are  
being  considered  the  views  of  local  people  can  be   taken  into  account.   

Our comments

In a long-winded way they are admitting the payments made to “engagement champions”.

It  is  not  best,  or  common,  practice  to  pay   organisations  for  quantities  of  surveys   
completed.    Such  organisations  should  be   encouraging  patient  involvement  within   
their  role  as  service  providers  and  within   their  ethos  as  community  interest  bodies.  
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It  is  not  best,  or  common,  practice  to  make   payments  to  volunteer  Engagement   
Champions,  unless  they  take  up  strategic   representative  roles  requiring  specific   
skills. 
   
See NHS Englandʼs policy on this: https://www.england.nhs.uk/wp-content/uploads/
2015/05/ppv-expenses-involvment-policy.pdf

There  are  Employment  Law  implications  for paying  volunteers,  minimum  wage  etc.,   
and  payment  is  counted  as  income  for  tax   and  benefit  purposes.  CCGs  are 
obliged  to   inform  people  about  these  implications.  

Such  payments  to  individuals  affect  their   independence  which  is  the  reason  that  
the   making  of  payments  needs  to  be  according   to  procedures  that  are  in  the  
public   domain.  

If  the  CCGs  are  doing  this  payment  for  engagement  they  are  compromising  the   
validity  of  the  process  and  are  taking  action  that  has  serious  legal  implications. 

Question 27

Some if not all of these groups are also serving the Clinical Commissioning Groups as 
“community assets” aka “community engagement champions”. Their role now is to act as a 
mouthpiece for the Clinical Commissioning Groups and to encourage people to respond 
positively to the consultation. This seems entirely unethical. At least one member of the 
public has complained to the Consultation Institute about inappropriate social media 
messages that include downright disinformation about the hospital cuts proposals provided 
by one of these “community assets” and rude dismissals of members of the public who 
have questioned the false information that the community asset has put on their fb page. 
We need you to explain: how and whether you monitor the accuracy of the information put 
out by your communuity assets and the ways in which they communicate with the public; 
and how you justify the ethics of paying cash strapped voluntary organisations to be your 
mouthpiece.

CCGsʼ answer

Please  see  the  answer  above  in  relation  to  the  use  of  Community   Asserts.           
We  do  not  agree  that  they  act  as  a  mouthpiece  for  the  CCGs.              We  are  
aware  of  the  complaint  that  has  been  submitted  to  the   Consultation  Institute  and  
we  have  agreed  with  the  individual  that  this will be dealt with through the CCGʼs 
complaints process.

Our comments
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It  is  not  what  the  Community  Engagement   Champions  are  and  actually  do  that  is  
the   issue  here.  It  is  how  their  role  is  perceived   by  the  patients,  carers  and  the  
public.  

E.g.  Most  Healthwatch  groups  around  the  country are seen as ʻmouthpiecesʼ for NHS 
commissioners  and  providers  by  the   general  population.     
One  reason  being  that  most  are  run  by   organisations  with  limited  understanding,   
or  proven  track  record,  in  engagement,   involvement  and  participation. It doesnʼt 
health that under the terms of the 2012 Health and Social Care Act, that created them, 
they are not allowed to criticise government policy. 

Independence,  accountability  to  the   participants  and  an  ability  to  challenge  are   
essential  to  engagement  facilitation.          

The  answers  to  questions  so  far,  and  the  clear  difference  between  the   
engagement  claims  and  the  substantial  public  opposition  to  the  proposals   
demonstrate  that  the  CCGs  are  not  tuned  in to  the  general  feeling  of  the   
population  they  serve. 

Question 28

It is unclear from the Consultation Document that the CCGs have properly considered 
alternatives to the Right Care Right Time Right Place proposals. We need full access to all 
relevant papers concerning the consideration of all alternatives. The lack of disclosure of 
all the documents relating to all the alternatives the CCGs considered makes it impossible 
to see if thereʼs anything in the other options youʼve rejected that shows youʼve made the 
wrong decision, or if thereʼs an alternative that deserves to be considered that is worth 
raising.

CCGsʼ answer

The  consideration  of  alternatives  is  set  out  in  the  Pre-Consultation   Business  Case.  We  do  
not  agree  that  there  has  been  a  lack  of   disclosure.  

Our comments

Denial, simply relying on the options table in the PCBC.

It  is  unclear  from  the  Pre-Consultation   Business  Case  that  the  CCGs  have  properly   
considered  alternatives  to  the  Right   Care  Right  Time  Right  Place  proposals.   We  
need  full  access  to  all  relevant   papers  concerning  the  consideration  of   all  
alternatives.  The  lack  of  disclosure  of   all  the  documents  relating  to  all  the   
alternatives  the  CCGs  considered  makes   it impossible to see  if thereʼs anything in the 
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other options theyʼve  rejected that shows theyʼve made the wrong decision, or if thereʼs an 
alternative that deserves  to  be  considered  that  is   worth  raising. 

One of us asked for the planning data the CCGs used for the Right Care Right Time Right 
Place proposals, received an extremely vague and useless reply and has asked again for 
the planning data. 

Again  it  is  how  people  are  perceived  by  the   public.   People  see  the  CCGsʼ leaders 
as really enthusiastic  in  their  belief  that  the   proposals  are  the  right  thing  to  do.  
However,  this  comes  across  as  having   closed  minds  and  being  led  by  national   
policies,  (as  stated  repeatedly  in  the   Clinical  Senate  (Hospital)  Review.)  

Have  there  been  any  blank  sheet   discussions  with  staff,  patients  or  the   public? 

 
Question 29

 As far as we can see, the Consultation Document doesnʼt say anything about the extra 
10,071.86  hours/year of ambulance journeys that would result from the closure of 
Huddersfield and Dewsbury A&Es. We need to know what assessment has been made of 
whether YAS can cope with this. And if no assessment has been made, we need you to 
make one well before the consultation period ends. Otherwise, how can the public 
comment on whether or not they agree with your proposals, or comment on how these 
proposals will affect us? We also need to know how this figure was calculated, on the 
basis of what assumptions. 

CCGs answer

We  are  not  proposing  to  close  services  -  we  are  proposing  to  change  the  way  we  
treat  people.  Under  these  proposals,  both  A&E  departments  would  be  replaced  by  
Urgent  Care  Centres  to  deal  with  most  ambulant  patients,  with  a  single  more  
specialised  Emergency  Centre  supporting  both  Urgent  Care  Centres.  Instead  of  all  
people  going  to  accident  and  emergency  and  waiting  to  be  seen,  only  people  who  
are  seriously  ill  or  have  life-threatening  emergencies  would  go  to  the  Emergency  
Centre  in  Halifax.  People  who  need  urgent  medical  help  would  go  to  an  Urgent 
Care  Centre  at  either  Calderdale  or  Huddersfield.  
     
The  assessment  of  additional  ambulance  hours  is  summarised  in   the  Pre-
Consultation  Business  Case  and  the  full  report  detailing   how  these  figures  were  
determined  is  also  available  on  the   website.  

YAS  NHS  Trust  has  been  fully  involved  and  engaged  with  the   programme  and  
therefore  fully  informed  of  the  potential  changes   within  the  local  health  economy.  
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The  subsequent  travel  analysis   was  designed  around  YAS  NHS  Trust  specification  
as  well  as  the  programme boardʼs requirements.     

YAS  has  identified  the  additional  resource  that  would  be  required   to  meet  these  
hours  and  this  was  presented  in  public  to  the   Calderdale  and  Kirklees  Joint  Health  
Scrutiny  committee  by  YAS  on   19th  April,  2016 

Our comments

The  public  see  the  Emergency  service  at   Huddersfield  as  closing  as  it  will  no  longer   be  
there,  and  emergency  services  will  only   be  accessible  at  Halifax.   

We know where the information about additional ambulance hours is, the question was about why 
there is nothing about this in the Consultation Document, in terms of whether and how YAS will be 
able to cope. This is a major worry for the public. We know how over-stretched YAS is already.  

We attended the 19 April JHSC meeting, where we learned that although the travel analysis may 
have been designed around YAS specifications, it does not include an analysis of the extra time 
ambulances may take to reach Kirklees patients,  given that ambulance drift to areas near A&Es 
means that it will take time for ambulances to return to Kirklees - where there would be no A&Es.

See also our comments on questions 5 and 6. 

Why  did  the  CCGs  not  include  a  sentence   or  two  to  say  that  they  will  commission   these  
extra  hours  from  Yorkshire   Ambulance  to  account  for  the  extra   journeys  transferring  
patients  etc.?

Question 30

There is no proper equality impact assessment in the Consultation Document. You need to 
address this.

CCGsʼ answer

You  referenced  the  availability  of  the  published  Equality  Impact   Assessment  in  
Question  2  above.  The  Equality  Impact  Assessment   is  published  as  Appendix  E  of  
the  Pre-Consultation  Business  Case

Our comments

An  EIA    is  not  even  summarised  in  the   Consultation  Document.   Please  see  Q  2.  
Comment  re  the  Public   Equality  Duty  and  Health  Inequalities.   
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dec15.pdf

Question 31

Neither is there any adequate information about how people who rely on public transport 
would cope with having to travel further for planned care and to visit family and friends in 
either the planned care or acute/emergency care hospital. At the 19th April JHSC meeting, 
Neil Wallace, Bus Services Manager for West Yorkshire Combined Authority said that he 
had had no involvement in plans for transport between the 2 hospitals and there had been 
no consultation from the CCGs on the issue. The 2014 transport document by Jacobs 
identified a disproportionate effect on public transport users, but Mr Wallace said that he 
doesnʼt know what to do to improve this because that would depend on the issues and but 
the CCGs havenʼt consulted him, so he doesnʼt know what the issues  are. He wants to 
talk about the options, but the CCGs need to talk about where the money would come 
from. We think the CCGs need to explain these facts to the public and say if they have 
money to commission bus services to improve travel for people who will have to travel 
further to hospital using public transport and if so, how much. 

CCGsʼ answer

The  Travel  analysis  has  been  published  on  the  programme  website.  We  have  
committed  to  setting  up  a  travel  group  to  give  further   consideration  to  travel  
matters  - this  is  detailed  on  page  39  of  the   consultation  document.        

The  minutes  of  the  Calderdale  and  Kirklees  Joint  Health  Scrutiny   committee  on  
19th  April,  2016  have  not  yet  been  published.  The  purpose  of  Consultation  is  to  
provide  the  opportunity  for   people  and  organisations  to  contribute  their  views.  This  
includes   the  West  Yorkshire  Combined  Authority. 

Additionally,  the  West  Yorkshire  Combined  Authority  is  launching  a 12  week  public  
consultation  on  23rd  May  in  relation  to  their  Bus   Strategy.  We  will  feed  into  that  
work.

Our comments

The  key  points  raised  in  the  question  have   not  been  addressed.

Are  you  including  specific  patient   representatives  in  the  travel  group,  e.g.   people  
with  sight  or  hearing  loss,  mobility   problems  etc.?  

It  would  be  helpful  to  clearly  name,  in  the   consultation  document,  the  travel   
documents  on  the  website. 
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Question 32

The Consultation Document (p 20) talks about peopleʼs worries about travelling further to 
A&E and says that the average ambulance journey time to the “Emergency Centre” at 
Calderdale Royal Hospital would be 6.48 minutes longer than the current average 
ambulance journey time to A&Es at both hospitals.  This is misleading. For people in 
Calderdale, the average ambulance journey time would stay the same - not increase by 
6.48 minutes.  So since roughly equal numbers of patients travelling by ambulance to A&E 
in both areas, this would means that for Kirklees people, the average increase in 
ambulance journey times would be 13 minutes. The Consultation Document 
misinformation needs to be corrected.

CCGsʼ answer

We  do  not  agree  that  the  consultation  document  is  misleading.        

The  document  states  that:  We  understand  that  some  people  are   worried  about  the  
extra  travelling  time  if  they  need  to  go  to   hospital  as  an  emergency.     

We  have  had  some  independent  analysis  done  of  ambulance   journeys  over  a  12  
month  period.     

This  shows  that  the  average  journey  time  now  for  patients  being   taken  by  
ambulance  to  their  local  A&E  departments  is  15.94   minutes.     

For  a  single  Emergency  Centre  at  CRH  the  average  journey  time   would  be  22.13  
minutes  compared  to  21.51  minutes  if  the   Emergency  Centre  was  at  HRI.  

Although  the  ambulance  journey  is  a  little  longer,  all  of  the   specialist  services  
needed  would  be  available  at  the  Emergency   Centre  at  CRH,  which  would  give  
patients  a  better  chance  of  a   good  recovery.     

Travelling  to  the  Emergency  Centre  is  the  same  as  happens  now  for   patients  who  
need  specialist  care  because  they  have  had  a  heart   attack  and  need  to  be  taken  
to  Leeds  or  very  serious  burns  and   need  to  be  taken  to  Wakefield.  (The  travel  
analysis  is  available  at   www.rightcaretimeplace.co.uk).  

Our comments

Denial of the validity of our question and refusal to address our points. 
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Please  read  this  question  (Q  32.)   and  the  comments  made  at  Q  5.           

Both  Q  32.,  and  our  comments   made  at  Q  5.,  explain  that  the  use of ʻaverageʼ 
journey times in these  circumstances  has  no  relevance  and  is  meaningless.    

Question 33

Further, by only reporting average journey time, the Consultation Document avoids telling 
people in the most remote parts of Kirklees what their actual ambulance travel time would 
be. The Consultation Document should report actual distances and ambulance journey 
times to the proposed Emergency Centre from the main towns and villages in Kirklees.

CCGs answer

It  is  not  possible  to  tell  people  what  their  actual  journey  time   would  be.  The  
ambulance  takes  the  most  direct  route  to  the  most   appropriate  place  depending  
on  the  care  needed  and  the  state  of   the  roads  at  the  time  the  journey  is  made.     
For  example,  as  per  current  arrangements,  people  with  serious   multiple  injuries,  
heart  attacks  or  burns  would  go  to  a  specialist   emergency  centre,  such  as  Leeds  
or  Wakefield.

In  addition,  the  most  important  time  is  the  time  taken  for  the   ambulance  to  reach  
the  patient.  The  ambulance  staff  will  then   spend  time  stabilising  the  patient  and  
then  taking  them  to  the   place  where  the  required  specialism  is  in  place  to  provide  
the   required  care. 

Our comments

The  answer  describes  a  few  scenarios,  it  would  be  a  simple  task  to  give  journey   
times  for  these,  and  at  different  times  e.g.  early  hours  and  peak  commuting  times. 

As already mentioned in question 29,  the travel analysis does not include estimates of the 
extra time ambulances may take to reach Kirklees patients,  given that ambulances drift to 
areas near A&Es means and it will take time for ambulances to return to Kirklees - where 
there would be no A&Es. This is worrying, since the CCGs say that  the  most  important  
time  is  the  time  taken  for  the   ambulance  to  reach  the  patient.

Question 34
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The Consultation Document (p6) makes the inaccurate claim that the proposed hospital 
clinical model would close the financial gap that the system is facing. We know from what 
Monitor told the Joint Health Scrutiny Committee, that although the proposed changes 
would reduce the “financial gap”, CHFT would still be £9.3m in deficit by 2020/21, when 
the proposed changes would have been implemented.  And the Consultation Document 
says on p 12 that in the five years following the changes, if CRH were chosen as the 
Emergency Centre, the cumulative deficit at CHFT would increase by £47.5m. This gives 
the lie to the p6 claim that the proposed changes would close the financial gap - £47.5m is 
rather a large financial gap. Please explain to the public that while these proposals may 
narrow the financial gap the system is facing, it will not close it for at least a decade from 
now. 

CCGs answer

The  claim  on  Page  6  of  the  Consultation  Document  is  accurate.  It states that: “That 
these developments would cost more than £291m but would generate efficiencies to close 
the financial gap the system is facing.ʼ

The  breakdown  of  these  costs  is  provided  on  page  8  and  9  which   clearly  state:     
ʻThe local savings challenge across the NHS in Calderdale and Greater  Huddersfield  is  
forecast  to  be  £270m  by  2020.  This  is   broken  down  as  follows: 
• CCGsʻ financial gap £60m
• Calderdale  and  Huddersfield  NHS  FT  £193m     
• Other  providers  £17m    
  
Such  significant  savings  can  only  be  made  by  designing  and  implementing  major  
changes  to  services  and  patient  pathways.  Without  change  our  local  NHS  would  
not  be  financially  sustainable  in  the  future  and  the  Trust  would  have  an  underlying  
deficit  of  £27.5m  (despite  having  made  the  required  efficiency  savings  of  £75m,  
most  of  which  relate  to  services  commissioned  from  the  Trust  by  our  two  CCGs). 
      
To  bring  about  the  level  of  change  needed  would  require  some   considerable  
investment.  We  would  be  seeking  funding  support   from  HM  Treasury  of  £291m  to  
redevelop  CRH  and  build  a  new   hospital  on  the  Acre  Mills  site  at  Huddersfield.  

In  addition  we  are  seeking  £179m  from  HM  Treasury  to  support   the  hospital  
deficit  position.  Our  proposed  changes  cannot  go ahead if we donʼt get the money 
from HM Treasury.  

And  on  page  12  we  state:   ʻWhile money raised in the way at HRI would not cover the  
cost  of   the  investment  needed  for  both  hospitals  going  forward  it  would   mean  we  
were  better  placed  to  seek  the  additional  funding  that   would  be  needed.  This  
would  help  us  to  invest  in  both  hospitals  so   that  CRH  could  be  further  developed  
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to  become  the  state  of  the   art  Emergency  Centre  and  the  Acre  Mills  site  at  
Huddersfield   developed  to  become  a  state  of  the  art  planned  care  hospital.        

ʻThe total funding required, including the funding to develop CRH as  the  Emergency  
Centre  would  be  £470m,  compared  to  £501m  if   we  were  to  develop  HRI  to  be  
the  Emergency  Centre.  These  figures   (£470m  and  £501m)  include  £179m  that  is  
needed  to  support  the   hospital  deficit  position.  In  the  five  years  following  the  
changes,  if   CRH  were  chosen  as  the  Emergency  Centre  the  cumulative  deficit   at  
Calderdale  and  Huddersfield  NHS  Foundation  Trust  would   increase  by  £47.5m,  if  
HRI  were  chosen  the  cumulative  deficit  would increase by £108mʼ

Our comments

Why  does  the  answer  just  repeat  the   extracts  from  the  consultation   document  that  
the  question  describes   as  misleading,  but  not  address  the   main  point  made  in  the  
question?  

Why  cannot  the  CCGs  change  one  word   to  be  more  honest  i.e.  change  ʻcloseʼ to 
ʻreduceʼ?

(It  has  to  be  said,  throughout  the CCGsʼ response,  the  suggested  answers  given   
have  refused  to  use  the word ʻcloseʼ in another  context.) 

Question 35

At the Hebden Bridge consultation drop in, Dr Alan Brook told a member of the public that 
CHFT expected to go into surplus at some point after the whole Care Closer to Home 
scheme had kicked in. Please provide the modelling for this expectation and show when 
the surplus is expected to occur. 

CCGsʼ answers

Dr  Brook  cannot  remember  the  exact  details  of  the  conversation   but  it  was  a  
conversation  which  explained  that  the  financial   projections  are  based  on  current  
activity  but  when  we  succeed   moving  Care  Closer  to  Home  then  the  numbers  
should  look  even  better. 

Our comments

Is this a retraction?  Their reply is hopeful but without evidence.
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Question 36

The Consultation Document says that “These proposed changes would secure the future 
of health services for both areas for the next 20 years.” But according to Monitor, it isnʼt 
true that the proposed changes would secure the future of health services for both areas 
for the next 20 years. Monitor told the Joint Health Scrutiny Committee on 9 March that 
“Running a £9.5m deficit/year that canʼt be funded by the Trust or the Clinical 
Commissioning Group, thatʼs not a sustainable position.” And that at the end of the 5 year 
period of the proposed hospital cuts and changes, the hospitals Trust will: “obviously be 
unsustainable in the longer term unless the government changes its funding policy.” The 
Monitor rep continued, “Weʼre heading into an unprecedented phase of the NHS, with 
many Trusts going into deficit this year. Weʼre looking at wider footprints now than 
individual Trusts.”  We need the CCGs to spell out Monitorʼs warning that these proposed 
changes wonʼt secure the future of health services for both areas for the next 20 years, 
and your reaction to it.

CCGs answer

The  £9.5m  deficit/year - is  outlined  in  the  Consultation  document   on  Page  12  -  
where  it  is  stated  as  a  cumulative  deficit  (i.e.  5  x  9.5):        

The  total  funding  required,  including  the  funding  to  develop  CRH  as   the  
Emergency  Centre  would  be  £470m,  compared  to  £501m  if  we   were  to  develop  
HRI  to  be  the  Emergency  Centre.  These  figures   (£470m  and  £501m)  include  
£179m  that  is  needed  to  support  the   hospital  deficit  position.  In  the  five  years  
following  the  changes,  if   CRH  were  chosen  as  the  Emergency  Centre  the  
cumulative  deficit   at  Calderdale  and  Huddersfield  NHS  Foundation  Trust  would   
increase  by  £47.5m,  if  HRI  were  chosen  the  cumulative  deficit   would  increase  by  
£108m.        

The  full  meeting  of  the  Calderdale  and  Kirklees  Joint  Health  Scrutiny Committee, 
outlined the full extent of Monitorʼs comments  is  available  as  a  webcast  here:   http://
www.kirklees.public-i.tv/core/portal/webcast_interactive/215866/start_time/3000

Our comments

The  answer  does  not  address  the   question,  again.      

Monitor  clearly  states  that  carrying  an   annual  deficit  that  cannot  be  funded  is   
unsustainable.  

The  answer  does  not  comment  on  this.         
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Monitor  goes  on  to  say  that  after  all   the  changes  the  hospital  Trust  will  be   
unsustainable  in  the  longer  term  unless   the  government  changes  its  funding   
policy.  

The  answer  does  not  comment  on  this.

Owen WIlliams cast some light on this at the 6 June Public Consultation Meeting in 
Huddersfield. He said that:

“Only ten trusts in the country are now without a deficit. The money situation is 
absolutely unprecedented – itʼs not like itʼs been before.
The people in the room want the same services with more money. People want 
CHFT to go back to government and ask for more money. Money for paying for 
existing model of care isnʼt there.
Weʼve asked for £274m capital costs in an envelope of £500m. £215m it is to support 
CHFT though this change eg by paying staff wages etc...
Thatʼs a big amount of money when the government has no money for existing 
services. But the government has the money for different models of care.”

It seems that maybe the government has changed its funding policy - they say they have 
no money to solve the underfunding of existing NHS services, but they have money for 
new models of care to drive the NHS along Simon Stevens 5 Year Forward View stealth- 
privatisation route.

Question 37

Monitorʼs comment about “looking at wider footprints than individual Trusts” seems to be a 
reference to Sustainability and Transformation Plans.  The CCGs need to explain these 
Plans to the public as part of this Consultation, since they are going to determine the 
future of our local services.  The implications for the likely future of our hospitals need 
clarifying - particularly the implications of the fact that  each STP “footprint” will have to 
make sure that the sum of plans for individual areas  stick within the allocated budget - 
meaning it will not be possible for a “footprint” go into deficit. Given that the hospital cuts 
proposals will not return the Hospitals Trust into the black even by 2025/6  (when a 
cumulative deficit  of £47.5m is predicted), this surely has to put a question mark over 
whether the proposed  hospital clinical model will be acceptable under the terms of the 
STP; and if it is, what other service will have to be cut to carry that £47.5m deficit - let 
alone the current deficit. The CCGs need to explain this to the public.

CCGsʼ answer
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We  cannot  answer  on  behalf  of  Monitor  or  speculate  on  what  they   were  thinking  
at  the  time  they  made  their  comments. 
      
In  relation  to  Strategic  Transformation  plans  (STPs),  we  can   confirm  that  the  
CCGs  are  closely  involved  in  the  conversation  and   planning  in  relation  to  STPs.    
This  is  a  parallel  process  to  these  proposals  and  the  CCGs  are   briefing  in  public  
at  their  Governing  Bodies  and  Health  and   Wellbeing  Boards  as  those  plans  
become  clearer. 

Our comments

Are  the  CCGs  making  arrangements  for  the   patients,  carers  and  members  of  the  
public   in  the  populations  they  serve  to  be   involved  in  the  drawing  up  of  the  STP  
for   the West Yorks and Harrogate ʻfootprintʼ the two CCGs belong to?

CCGs  have  a  legal  responsibility  to  involve   the  people  they  provide  services  for  in  
the   commissioning  of  those  services.          

The  STP  will  impact  on  commissioning   decisions  that  both  CCGs  will  make  in  the   
near  future.      

There  is  a  moral  duty  ,  if  not  yet  a  legal   one,  for  both  CCGs  to  involve,  not  just   
ʻbriefʻ people who will be directly affected  by  the  implementation  of  the  STP. 

The inability of the STP ʻfootprintʼ total budget  to  go  into  deficit  is  a  significant  
risk  to  the  implementation  of  this  proposal. 
    
The  CCGs  need  to  adjust  their  plans  to   account  for  these  new  circumstances  and   
requirements

Question 38

Without accurate financial information, the public cannot possibly judge whether this 
proposal represents good value for money. But the Consultation Document doesnʼt provide 
this. It says (p 12) that the total funding required to develop CRH as the Emergency Centre 
and HRI as a new planned care hospital would be £470m, and that that figure includes 
£179m to “support the hospital deficit position.” So £179m of the “financial gap” reduction 
would come from outside funding - not from any “efficiencies” generated by the proposed 
hospital clinical model.  £291m would be needed to cover the capital costs of the hospital 
changes (Consultation Document p 6). 

The Consultation Document is vague about the sources of finance for the £470m. It says 
(p12) that the sale of either the HRI main site or the Acre Mill site wouldnʼt pay for the 
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capital costs of the hospital changes, but  it would make it easier to get the extra funding 
needed for this.  The Consultation Document  (p9) says that HM Treasury is the intended 
source of the £470m additional funding and that if this isnʼt forthcoming the proposed 
changes canʼt go ahead. 

It doesnʼt explain that Monitor has, with “some caveat” put in an application to the 
Department of Health for what it considers to be “extraordinary funding of £470m for a 
single Trust reconfiguration” – extraordinary in that it compares with £300m that it cost for 
a Northern Trust to build a whole new hospital, according to Monitor. Monitor told the Joint 
Health Scrutiny Committee on 9 March that the Department of Health is liaising with the 
Treasury and that there is no indication of the time frame “or what theyʼll stomach”. What is 
this “extraordinary funding” from the Department of Health? There is nothing in the 
Consultation Document about this. And how confident are the CCGs that this funding will 
be forthcoming, and why?

The Pre Consultation Business Case (p97) identifies these sources of the £470m external 
funding:

• loan funding to support the capital requirement
• non-recurrent reconfiguration revenue costs funding
• non-recurrent deficit support funding

The public needs to know on what terms and conditions the Department of Health would 
provide “extraordinary funding”. Is it from a loan and/or Public Dividend Capital? https://
www.gov.uk/government/uploads/system/uploads/attachment_data/file/365134/
SofS_Finance_Guidance_under_Section_42A.pdf

What is the rate of interest and how long would it take to repay the loan and interest 
charges?

At the Halifax public consultation drop in,  Owen Williams said there are 3 potential funding 
sources:

• A capital pot between the DoH and the Treasury, which would require repayments
• The DoH/Treasury could give CHFT a borrowing limit to get the loan on the 

commercial market and the DoH would pay the interest
• PFI 2 - could be required to go down that route.

The CCGs need to provide clear, accurate financial information that makes sense. 

CCGsʼ answer
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We  cannot  answer  on  behalf  of  Monitor  or  speculate  on  what  they  were  thinking  
at  the  time  they  made  their  comments.    

In  relation  to  Strategic  Transformation  plans  (STPs),  we  can  confirm  that  the  CCGs  
are  closely  involved  in  the  conversation  and  planning  in  relation  to  STPs.  This  is  a  
parallel  process  to  these  proposals  and  the  CCGs  are  briefing  in  public  at  their  
Governing  Bodies  and  Health  and  Wellbeing  Boards  as  those  plans  become  
clearer.    
   
The  financial  information  is  as  accurate  as  it  can  be  at  this  stage.  As  detailed  
above,  the  purpose  of  these  proposals  is  to  save  more   lives,  keep  people  healthy,  
make  services  safer  and  improve  quality   of  care.    
  
The  Consultation  Document  is  clear  that  the  bid  for  additional  funding  includes  
£179m  to  support  the  hospital  deficit  position.  The  remainder  of  the  £470m  would  
be  used  to  implement  to  arrangements  proposed  as  part  of  this consultation.  
     
As  referenced  earlier,  we  believe  that  the  proposed  clinical  model,  that  we  are  
proposing  would  configure  services  in  a  way  that   would  enable  us  to  generate  
efficiencies  to  close  the  financial  gap.

CHFT  have  submitted  to  the  Department  of  Health,  what  we   believe  to  be  the  
best  case  for  financial  support,  in  that  it  would   provide  the  least  expensive  way  to  
deliver  the  requirements  of  our   clinical  model.        

We  have  been  clear  that  progression  of  the  proposed  changes  is   dependent  on  
additional  funding  being  secured.        

We  will  not  know  if  our  submission  has  been  successful  until  after   the  consultation  
has  finished.  If  the  conclusion  of  the  consultation   process  was  that  we  were  to  
proceed  with  the  proposed  changes   this  could  only  be  a  recommendation  pending  
the  successful   outcome  of  the  request  for  funding.        The  further  detail  in  relation  
to  the  terms  and  conditions  provided   by  the  Department  of  Health  is  not  known  at  
this  stage.   

Our comments

Why  are  the  CCGs  not  advocating  the   involvement  of  patients  and  the  public  in   
the STP, rather than just ʻbriefingʻ them?

The  financial  information  given   presents  a  very  weak  case  for  value  for   money.                  
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The  CCGs  still  maintain  they  will  close  the   financial  gap,  not  reduce  it,  but  this  
will  be   by  borrowing  the  money    (£179m),  not  by ʻefficienciesʼ.

The  funding  information  IS  very  vague.   Some  simpler  explanations  are  needed,   
not  just  repeating  the  vague  statements,  yet  again.           
        
The  figures  repeated  in  the  suggested   answer  do  not  make  it  clear  exactly   what  
the  extra  £179m  is  intended  to   cover.  
 

QUESTIONS, RESPONSE AND COMMENTS END 

OUR LETTER TO THE CCGs RESUMES

As stated above, we have an absolute commitment to assessing if the Right Care Right 
Time Right Place proposal is right, once we have all the information about it. We canʼt do 
that until and unless you give us and the rest of the public full, accurate information that is 
currently missing from the Consultation Document.
Kind regards

Paul Cooney, Huddersfield Keep our NHS Public
Nora Everitt, Barnsley Save Our NHS
Terry Hallworth, Huddersfield Citizen
Rosemary Hedges, Calderdale 38 Degrees NHS Campaign Group
Christine Hyde, N Kirklees Support the NHS
Jenny Shepherd, Calderdale & Kirklees 999 Call for the NHS
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