
Calderdale & Kirklees 999 Call for the NHS is a network of NHS support organisations 
across Calderdale & Kirklees. It is open to any groups and individuals who share our aims 
of stopping and reversing NHS Cuts and privatisation and restoring the NHS as a fully 
publicly owned, run and managed health service that is universal, comprehensive, free at 
the point of need and that the SOS for Health has a duty to provide.

This response to the public consultation survey on proposed future arrangements for 
hospital and community health services is collectively from:

Calderdale & Kirklees 999 Call for the NHS  (Chair, Jenny Shepherd)
and its affiliated organisations:
Barnsley Save our NHS (Chair, Nora Everitt)
Calderdale 38 Degrees NHS Campaign Group (Secretary, Rosemary Hedges)
Huddersfield Keep our NHS Public (Secretary, Paul Cooney)
North Kirklees Support the NHS ( Secretary, Christine Hyde)

We have not used the form because our answers wouldnʼt fit in. 

Consultation survey questions

SECTION 1 About all the alternatives the Clinical Commissioning Groups have considered

Question 1 - Did we miss anything when looking at all the alternatives?  

We donʼt think that that the Clinical Commissioning Groups HAVE looked at all the 
alternatives. 

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 theyʼve  rejected that shows theyʼve made the wrong decision, or if thereʼs an 
alternative that deserves to be considered that is  worth  raising. 

We asked the CCGs about this but they said they do not agree there has been lack of 
disclosure. This is despite the fact that we have asked for the planning data the CCGs 
used for the Right Care Right Time Right Place proposals and received an extremely 
vague and useless reply by email on 27.1.2015 as follows:
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“The CCG uses indicative data from a range of sources including information on 
health needs provided by the Public Health team at the Local Authority. We also use 
non patient identifiable Secondary Uses Service (SUS) data to support the Right 
Care, Right Time, Right Place Programme. SUS data is the single comprehensive 
repository for healthcare data in England which enables a range of reporting and 
analyses by the NHS in the delivery of healthcare services.”

We replied asking for the full planning data - not a list of data sources - but have not 
received a reply.

Question 2 Please tell us what we have missed when looking at alternatives 

We think theyʼve missed: the views of frontline NHS Staff, including GPs and community 
health staff. And the views of the public - particularly those whoʼve challenged and 
disagreed with the Clinical Commissioning Groupsʼ proposals. 

We have no confidence in their so-called “pre-consultation engagement” with staff, 
patients and general public, during the time when they were considering alternative 
proposals. (See Appendix 1, questions 3, 15, 16, 17, 24, 25, 26, 27)

We think theyʼve missed the opportunity to listen to and act on what thousands of 
members of the public were trying to tell them during the long drawn out pre-consultation 
engagement stage: that we donʼt accept their proposals,  and we expect them to stand up 
for the NHS and tell NHS England and the Sec of State for Health that their underfunded 
plans WONʼT WORK, that cuts and privatisation are UNACCEPTABLE and that the 2012 
Health and Social Care Act that is dismantling the NHS is TOTALLY UNDEMOCRATIC, as 
it wasnʼt in any political partyʼs 2010 election manifesto.

Although the CCGs owe their existence to the undemocratic 2012 HSCA, so they are by 
definition bound up with the Actʼs agenda of privatising and dismantling the NHS, they are 
also our own GPs, and we expect better of them.

Shropshire CCG Governing Body recently voted against the recommendation of its Chair 
and Chief Executive to support a proposal to close one of the A&Es in the Shropshire and 
Telford areas – largely because they were convinced by the Royal College of Emergency 
Medicine position statement on A&E closures.

We hope that our CCGs Governing Bodies will find the guts to do this.

We are extremely worried that the CCGs missed the opportunity to be honest and open 
about the ideological and policy drivers behind the proposed future arrangements for 
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hospital and community health services: the governmentʼs “austerity” mission to cut public 
spending and privatise the NHS and other remaining public services.

Throughout the consultation period,  we have continued to try to get the CCGs and CHFT 
to address this issue. See Section 3 Question 12 for more info.

We have not succeeded. The CCGsʼ contemptuous responses to scrutiny of their 
proposals - whether by members of the public or by elected Councillors in the Joint Health 
Scrutiny Committee - and their failure to address these issues make us fear that they are 
playing fast and loose with our NHS.

In doing this, they have missed the opportunity to protect and nurture the relation of trust 
that the public expect to have with our GPs. This has created great bitterness and anger.

Question 3 what other alternatives you think the Clinical Commissioning Groups 
could have considered

We think  itʼs a bit late in the day to be asking this question, and that theyʼre only asking it 
to show that they are undertaking the consultation with an open mind i.e. before taking a 
decision. Because consultations are meant to be done on all available options, at a 
formative stage. 

It is very clear to us that this consultation has not taken place at a formative stage. 

At the June 6th public consultation meeting, Matt Walsh said that the CCGs:

“will listen to you to some extent. There are some limits. The limits in relation to 
clinicians is that we think we can deliver something better [than the present system]. 
Public input will go into the business case and how this will affect our plans.” 

Months before, he had said that in response to consultation feedback, the CCGs may “flex 
the details” of the proposed new clinical models.

They need to consider fresh alternatives by going back and looking at what they missed 
first time round. 

They also need to admit that what theyʼve come up with is not a local alternative decided 
by local clinicians in response to a local problem. What theyʼve come up with is a national 
model imposed on local situations across England.  

Instead of following national plans that aim to defund, dismantle and privatise the NHS, 
why donʼt they work with the public, frontline NHS staff and Health and Wellbeing Boards 
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to find effective ways of tackling the social, economic and environmental determinants of 
health?  This wouldnʼt just improve peopleʼs health, it would save the NHS loads of money. 

We are aiming to outline an alternative proposal along these lines although there is no 
time to do this before the end of the consultation.

They have missed the Royal College of Emergency Medicineʼs proposals for A&E Hubs, 
co-located with A&Es, to divert non-emergency patients out of A&Es and so take the load 
off them.

Section 2: We want your views on our proposed changes

4. Acute and emergency care – for life threatening conditions 

 
Question 4a.  All the listed things worry us and we donʼt like them.

Question 4b) We donʼt like anything about the proposed change to Emergency Care

Question 4c) Is there anything else you would like to tell us? Is there anything weʼve 
missed? 

Our response is made under the following headings:

• Each town needs its own A&E because of risks of increased patient deaths associated 
with A&E closure

• We donʼt trust the projected numbers of patients attending the single Emergency Centre
• Failure to consult on changes to acute care 
• Staff implications
• No health inequalities assessment
• Illusory cost efficiencies
• Hospital size
• Lendlease Consulting conflict of interest
• Yorkshire Ambulance Service capacity

Each town needs its own A&E because of risks of increased patient deaths 
associated with A&E closure

We think each town needs its own A&E. Having only one A&E risks increased patient 
deaths BOTH for people whoʼd have further to travel to the Halifax Emergency Centre 
AND for patients in Calderdale Royal Hospital - a reliable study  http://
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www.ncbi.nlm.nih.gov/pmc/articles/PMC4214135/ shows that inpatient death rates 
increased in hospitals with A&Es, after A&Es in neighbouring hospitals were closed.

The Royal College of Emergency Medicine February 2016 position statement on A&E 
closures says:

“Wherever reconfiguration of services is planned... any proposals should be predicated 
on a proper risk assessment of ....key issues which should be published for 
consultation.”

There is no risk assessment in the Pre-Consultation Business Case or in the Have Your 
Say Consultation Document.

We told the CCGs this and asked to see the their risk assessment. We received a 
thoroughly unsatisfactory answer ( see Appendix 1, questions 5, 6, 8, 18, 22, 23)

We consider that the “risks evaluation” table in section 3.4 of the Quality Impact 
Assessment in the Pre Consultation Business Case is not in any way, shape or form a risk 
assessment 

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? We thought a risk assessment is 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 seem irrelevant. 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?
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As for the blue light patients – who are the only patients at risk in this situation – there is a 
question about the average increase in journey time of 6 minutes. 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 wherever they are. 
The 19.4.2016 JHSC meeting heard from YAS that this was not included in the modelling 
for ambulance journey times. 

At the 14 June 2016 JHSC meeting, Calderdale CCG Chief Officer said that they had now 
updated travel analysis work and come up with actual ambulance conveyance times from 
different locations in Calderdale and Greater Huddersfield to CRH and HRI, but they would 
have to add ambulance response times to that info. And that this work would be “reporting” 
in August. 

This is too late for the Consultation, so how can we say what we think of the proposal to 
centralise A&E when we donʼt know how long it will take people from Greater Huddersfield 
to get to the single Emergency Centre in Halifax?

And there is the question of whether and how the benefits of being treated in a single 
emergency centre have been quantified. We asked the CCGs about this and they said,

“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  
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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).” 

We have seen a 2014 study of centralisation of acute stroke services in 2 metropolitan 
areas (London and Manchester) that 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 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

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  its benefits.

Centralising acute care in Halifax means Huddersfield families and friends will have further 
to come to visit patients who are in CRH for acute (unplanned) care.

We donʼt trust the projected numbers of patients attending the single Emergency 
Centre

We are worried about the estimate that the SIngle Emergency Centre will only have to 
treat 46% of the number of patients who currently attend A&E. 

This estimate is based on modelling that shows that 54% of patients who currently attend 
A&E could be appropriately treated in urgent care centres, but 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.”

We explained our worry to the CCGs in one of the 38 questions we asked them (See 
Appendix 1, question 10.) and received an answer that denied the validity of our question 
and misinterpreted the facts that underpin the RCEM statement.
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If the Royal College of Medicine is right and the CCGs and CHFT are wrong, we risk being 
faced with a single Emergency Centre that is way too small, with the horrendous risks to 
patient and staff safety and comfort that this would entail.

This has happened as the result of a North West London reconfiguration: despite the 
presence of urgent care centres, the closure of Chase Farm A&E has led to the disastrous 
overload of the nearby North Middlesex hospital A&E, which now faces possible closure on 
safety grounds. https://www.theguardian.com/society/2016/jun/14/north-middlesex-
hospital-ae-faces-closure-on-safety-grounds

At public consultation events, when we have asked about this issue of the proportion of 
current A& E patients that can be appropriately treated at urgent care centres,  the CCGs 
have referred us to the example of Cramlington Hospital, which they say as a specialist 
Emergency Centre hospital, is the model for  their proposed hospital services. 

Northumbria  Healthcare Foundation Trust, which runs Cramlington hospital, also has 
urgent care centres at Hexham, Wansbeck and North Tyneside hospitals, which previously  
provided A&E care. The urgent care centres now deal with just under half of emergency 
patients at the trust.

But we are aware from news reports that Cramlington has had problems with emergency 
patients stacked on trolleys in corridors, and on 8th June 2016 the Health Services Journal 
reported that ambulance handover delays at Cramlington Emergency Centre had doubled, 
with 2,300 patients waiting more than 30 minutes since the hospital opened a year ago. 
1,838 ambulance handovers took 30-60 minutes, and 469 took more than an hour. So this 
is not a very reassuring example.

The importance of accurate projections and modelling of patient flows is shown by the 
overcrowding and decline in A&E performance at Ealing and Northwick Park hospitals 
London following the closure of Central Middlesex and Hammersmith A&Es on 10 
September 2014, as part of the Shaping A healthier Future NHS reconfiguration in N.W 
London.

Evidence given to the Mansfield Commission investigating this reconfiguration stated,

“…what is likely to have gone wrong is that their projections and modelling for Northwick 
Park and other surviving full accident and emergency departments, after the closure of 
Central Middlessex Hospital and Hammersmith Hospital, have been inaccurate.”

When we asked Calderdale and Huddersfield NHS Foundation Trust (CHFT) for the raw 
data that the hospitals Trust used in the patient flow modelling that led them to project that 
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the Emergency Centre would only need to treat 46% of patients who currently go to A&E, 
the Trust failed to provide it. So we have no means of verifying their claim.

There are inconsistencies in the information they have provided about the data used in this 
modelling. The information that CHFT sent to both us and the Joint Health Scrutiny 
Committee refers to p 131 of the CHFT 5 Year Strategic Plan. This says that the modelling 
has used forecast activity for 2015/16 (as at month 6) as the baseline. But information the 
CCGs sent to us says “The  analysis  supporting  the  figure  of  54%  is  based  on  actual 
[A&E]  attendances  over  a  12  month  period”. Which is right? CHFT? Or the CCGs?

Finally: if the CCGs are relying on NHS111 to divert patients from A&E, this doesnʼt look 
too good. The Royal College of Emergency Medicine press release about the March 2016 
A&E performance figures says that NHS 111 is not reducing pressures on A&E. 

The College thinks that that although the reported figure of triaged callers that NHS 111 
refers to A&E is only 8%, a large proportion of the 63% recommended to primary care are 
turning up to the ʻfront doorʼ of the NHS – A&E.

There is more about NHS111 in our response to question 7 on urgent care centres, below.

Failure to consult on changes to acute care - Hospital bed & staff cuts

The consultation survey only asks about emergency care proposals - not about changes to 
acute care. This is a serious flaw in the survey design. These acute care proposals involve 
cutting 78 hospital beds and around 900 hospital staff.  This  comes with serious risks. But 
the survey doesnʼt ask us what we think of this. 

The Have Your Say Consultation Document doesnʼt tell us that the bed cuts mean that  
Calderdale  and  Huddersfield  will  only  have  1.62  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  “future  shape  of   hospital  
services  will ensure  that  they  are   high  quality,  safe,  sustainable  and   affordable.”  

We  asked the CCGs what  data  they used  to  determine  that  they  can   provide  high  
quality,  safe  hospital   services  on  the  basis  of 1.62  beds  per  1000  population. They 
said,

 “The  number  of  beds  per  1,000  population  is  not  a  recognised   indicator  of  the  
quality  and  safety  of  care.” 
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But cutting hospital beds will mean high bed occupancy - which diminishes quality of care, 
increases stress for staff and increases waiting times. It also reduces the time available for 
cleaning between patients and increases the chances of infection.

A Nuffield Trust Briefing, NHS hospitals under pressure: trends in acute activity up to 2022, 
says that reducing bed occupancy is only possible if there is greater investment in 
intermediate and social care and other community services, so that it is possible to 
discharge more long stay patients more quickly. It is not clear from the Consultation 
Document if there is going to be increased investment in intermediate, social care and 
other community services. Everything seems to be about cutting costs.

Thereʼs no reliable evidence that “Care Closer to Home” would cut the numbers of patients 
needing acute and emergency hospital care. We asked the CCGs about this (Appendix 1, 
Questions 19, 20).  

One of their answers was a vague assertion, that ignored our request for documented 
evidence. The other was a masterpiece of Alice in Wonderland hokum that boiled down to 
a statement that there is no evidence, simply an assumption that efficiency cuts will reduce  
waste and enable hospital bed  reduction.

So the proposal to close Huddersfield A&E, and cut hospital beds and staff seems to  
based on an “assumption used in activity and capacity modelling”.

Staff implications

A single Emergency Centre wonʼt solve the national problem of recruiting and retaining 
A&E doctors. The Royal College of Emergency Medicine position statement on A&E 
closures says:

“The College recognises that recruitment and retention of staff is often cited as a 
relevant factor. However, this is commonly a consequence of historical poor planning 
and resourcing; in itself it is a poor justification for service reconfiguration... Short-
term staffing shortages cannot be a rationale for permanent reconfigurations. Longer 
term patient outcomes will be compromised.

Moving resource / capacity issues does not solve them. The necessary increased 
capital and revenue expenditures at the receiving site(s) are seldom properly 
modelled.”
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Closing an A&E (at Huddersfield Royal Infirmary) because of problems staffing it is a “Yes 
Minister” response - the problem needs solving a national level, by increasing training 
places for A&E doctors, and implementing Royal College of Emergency Medicine 
proposals to establish A&E hubs that are co-located with A&Es and that take the pressure 
off them through diverting around 22% of patients with urgent - not emergency - care 
needs away from A&E.  

This would make A&Es more attractive places for A&E doctors as they would be less 
overloaded and the case mix would be more appropriate to A&E doctorsʼ skills.

The A&E hubs would be staffed by a range of primary care staff including GPs, 
pharmacists, geriatric carers, occupational therapists as well as Emergency Nurse 
Practitioners. 

No health inequalities assessment

The Royal College of Emergency Medicineʼs statement on Emergency Department closure 
and reconfiguration says:

“Travel
1. 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.

2. Relocation also has a greater impact on poorer socioeconomic groups through 
difficulties with transport.

3. The likelihood of transportation difficulties will be higher in rural areas. 
4. Increased travel times are associated with worse outcomes for some patient 

groups with serious illness. 
5. The increased demands on ambulance services brought about by longer 

transport times are seldom properly modelled. 
6. Similarly, repatriation issues are often ignored. Patients in hospitals at a distance 

from their homes may be harder to discharge and so increase hospital occupancy 
rates.”

Despite the fact that relocating services has a disproportionate effect on poorer and more 
vulnerable people, there is no Health Inequalities Assessment in the Equality Impact 
Assessment (Appendix E in the Pre Consultation Business Case). 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 
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major service changes and reconfigurations' specifies the Public Sector Equality Duty, to 
assess the Equality AND Health Inequalities related to the proposals. 

We asked the CCGs about this and were given an unsatisfactory answer (Appendix 1 
question 2). The CCGs basically said that NHS Englandʼs “assurance” process had 
approved the CCGs to proceed to consultation without a Health Inequalities impact 
assessment. 

We think this assurance process, carried out at Regional level, contravenes NHSEʼs 
Planning, Assurance & Delivering Service Change For Patients (PADSCP)   good  practice  
guide.

This states  on  P11  that  the  Investment  Committee  (IC)  should  review  the  assurance  
conclusions  and  take  decisions  for  all  schemes  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.  So why  was  assurance  not  done  by  the  IC?      

Illusory cost efficiencies

The Royal College of Emergency Medicineʼs February 2016 position statement on 
Emergency Department closure points out that the Kingʼs Fund have demonstrated that 
the cost efficiencies associated with such reconfigurations are largely illusory. (The 
reconfiguration of clinical services. What is the evidence? The Kingʼs Fund 2014)

We asked the CCGs about cost efficiencies and the proposalsʼ value for money. (Appendix  
1, Questions 34, 35, 36, 37,38). 

We are particularly worried by the Consultation Documentʼs misleading claim that the 
hospitals reconfiguration would close the financial gap that the system is facing, and 
secure the future of health services for both areas for the next 20 years. 

It is clear that even if these proposals are implemented, the hospital would have a $49.5m 
funding shortfall/deficit by 2025/6, leading Monitor to describe the Hospitals Trust as 
“obviously unsustainable in the longer term”.  (Joint Health Scrutiny Committee meeting)

There seems to be no idea when the hospital might return to a financial balance or surplus 
- we have asked at drop ins and been told to ask the CHFT Finance Director. We have not 
yet had time to do this.
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We recognise that the root of this problem has been created not only by NHS 
underfunding, but also by the New Labour governmentʼs decision to turn hospitals into 
Foundation Trusts to be run as businesses. We think that this needs to be undone, through 
passing the NHS Reinstatement Bill that would stop and reverse NHS marketisation and 
privatisation.

We are also worried about the implications of the West Yorkshire & Harrogate “footprint” 
Sustainability and Transformation Plan for the survival of our hospital Trust,  given its 
projected continued deficit/funding shortfall for at least the next decade. The inability of the 
STP “footprint” total budget to go into deficit must be a significant risk to the 
implementation of this proposal. 

The STP plan potentially threatens ALL organisations that make up the local health 
system.  

Already, Greater Huddersfield Clinical Commissioning Group has to cut £8.5m of NHS 
services this financial year, on the orders of NHS England, because under the new 
Sustainability and Transformation Plan rules, Clinical Commissioning Groups have to 
make a 1% surplus this financial year and GH CCG isnʼt going to be able to do it without 
making cuts.

Many of the likely cuts are in the area of Care Closer to Home. They include:

• mental health, prescribing, community equipment, high-cost drugs, care home support 
and other areas.

• the prevention and treatment of falls, respiratory infections, urinary tract infections, heart 
disease and skin disease together with flu and pneumonia.

At the Lockwood drop in, we asked how these cuts are going to affect the plans for Care 
Closer to Home Phase 2 (ie the bit that hasnʼt yet been implemented and that is being 
consulted on now as part of the so-called Right Care Right Time Right Place cuts and 
changes.)

The nurse was very honest, and fairly open in her agreement that it was a big concern that 
plans were pushing ahead, without adequate alternative provision in place and functioning 
to meet need. 

We are unable to see if the proposals represent value for money, given the vagueness 
about the terms of a proposed £470m loan, to cover the costs of hospital rebuilding and 
supporting the hospitals Trust through the period of making the changes. 
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The CCGsʼ answers to our questions were as usual unhelpful. They repeated extracts 
from the Consultation Document that we had questioned, and avoided answering the 
questions.

We resorted to seeking information about value for money at drop ins. At the Lockwood 
drop in, we heard that the hospital trust would be responsible for the £490m loan and that 
staff at the drop in believed that repaying it will have been factored into the projected 
yearly deficit of £9.5m/year from 2020/21 up to 2025/6 - but they didn't know how this had 
been costed and could not say whether or not it had been factored in for sure.

How can we tell if the proposals represent value for money without proper information? On 
the basis of what we can find out, it seems to us that the proposals will cut our hospital 
services, replace them with underfunded community health services and still end us up 
with the hospitals Trust having another massive deficit - and who knows what cuts to other 
parts of the local health system, imposed as a result of the STP. 

Weʼre not even sure that, given the financial rigours of the footprint STP, our underfunded, 
deficit-burdened hospitals will survive.

Hospital size
 
The Royal College of Emergency Medicineʼs Position Statement on Emergency 
Department closure demolishes the argument about sufficient size - that the current 
District General Hospitals each serve too small a population to justify each having an A&E. 

“Emergency departments in the UK are substantially larger than international 
comparators - even small UK departments are relatively large in relation to European, 
American and Australasian departments.”

Lack of clarity about space requirements for expanding CRH acute and emergency 
services.

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.   

We asked the CCGs about this. They said,

“We  do  not  agree  that  providing  clarity  on  the  space  requirements   at  CRH  
should  be  part  of  the  Consultation  Document.”
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We disagree. We think this is vital, given the complexity of the PFI contract and the impact 
of this on any capital development of CRH.

Lendlease Consulting conflict of interest

We are worried that there seems to be a significant undeclared 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.   

Lendlease Consulting is part of  Lendlease corporation, which is a major shareholder in 
the CRH PFI consortium/special purpose vehicle. 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

Lendlease Consultingʼs advice, based on capital costings for development of HRI and 
CRH according to the new clinical model, reversed 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.

It is clear from Ernst & Young (EY) 5 Year Strategic Plan for CHFT that Lendlease 
Corporation potentially stands to profit from this decision. 

The EY Plan 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
• multistorey 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 that 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).
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The proposal to centralise acute and emergency services at Calderdale Royal Hospital is 
all about protecting the equity and profits of the PFI companies. This is a pattern thatʼs 
repeated across the country when hospital mergers are proposed. 

At one of the consultation drop ins, one of us asked the CHFT Assistant Director of 
Strategic Planning about whether CHFT had considered this conflict of interest when they 
decided to employ Lendlease Consulting. She said no.

Yorkshire Ambulance Service capacity

Yorkshire Ambulance Service donʼt know how theyʼll cope with 10,000 extra hours/year of 
ambulance journey time. It would need 10.6 extra FTEs: 5 paramedics and 5 non clinicians 
plus back up  - 5 week roster with 10 staff and back ups and 2 extra ambulances. At the 
19.4.2016 JHSC meeting the YAS rep said that he would anticipate that the CCGs would 
continue a conversation with YAS about how to accommodate the change in service. It 
hadnʼt been quantified in terms of cost - they will do more work on this. 

5. Urgent Care – for non-life threatening conditions

5a) All these things worry us and we donʼt like them.

5b) We donʼt like anything about the proposed change to Urgent Care

5c) Is there anything else you would like to tell us? Is there anything weʼve missed? 

Our response covers:

• NHS 111 issues
• urgent care staffing issues
• Urgent care centres - patient safety
• Possible urgent care centres privatisation 
• Yorkshire Ambulance Service See and Treat scheme

NHS 111

We are not confident that proposals for urgent care patients to rely NHS 111 are safe.
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NHS 111 is overloaded and under performing. How will NHS 111 be made fit for purpose 
so that it sends patients to the right place? Parents find it particularly worrying having to 
rely on NHS111 for advice about their childrenʼs illnesses. 

GPs too are worried about giving NHS 111 the ability to book GP appointments. At the 14 
June 2016 Joint Health Scrutiny Committee, the Chair of Kirklees Local Medical 
Committee said this was possible but would need to be limited, to avoid destabilising GPs.

On the Yorkshire Ambulance Service website, we have read about ʻHear and adviseʼ – the 
development of a Clinical Advisory Service providing specialist advice in NHS111, 999 and 
to healthcare professionals. This includes care coordination to signpost and book patients 
into primary care and community pathways, mental health and alternative pathways.

But at drop ins, the CCGs have had no answers on how 111 would triage, how they would 
signpost or how the issues patients currently experience with 111 response time and 
where 111 directs them to would improve. There appears to be no work with 111 around 
capacity of training.

Unless 111 are up to the job of coping with  increased  workload (and patients aren't  
waiting  ages for call back ) and triaging is improved, surely all we've done is lump the 
problem in a different place and create a massive new problem, as follows. 

The urgent care centres (run by GPS and Advanced Nurse Practitioners (ANP's ), and the 
community with less than perfect provision, will now be full of patients caught in a waiting 
game of filtering through 111 telephone triage or being seen by an ANP to decide is this 
urgent or not. 

Well if the system works and it's not a four hour wait to sit in front of an ANP who then 
thinks “You don't need me, you need A&E,” that's fine.  But if it doesn't, the time to get to 
the right place massively increases, so care standards are worse regardless of a more 
impressive A&E.  

The Royal College of Emergency Medicineʼs position statement on A&E closures 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.” 

 
Urgent care staffing

If they cannot staff two A&Es properly,  rather than splitting emergency and urgent care, 
why not follow the advice of the Royal College of Emergency Medicine, to create A&E 
hubs for patients with urgent care needs, alongside both A&Es? This would reduce the 
pressures on our currently overcrowded A&Es and allow them both to stay open.
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The urgent care centres proposal illustrates the Clinical Senateʼs statement that a 
weakness of the proposed hospital services clinical model is that it is based on national 
standards and guidelines, without any evidence of input from clinicians about the 
practicalities of carrying them out, given local resources and capabilities. 

There is NO evidence that the CCGs have made sure that the local resources exist to 
make the proposed urgent care system work safely. So we donʼt know if these plans to 
divert patients away from A&E will offer safe, high quality urgent care for minor injuries and 
illnesses. 

The CCGs are still not clear on urgent care centre staffing.  We have learned this from 
public and Joint Health Scrutiny Committee consultation events. So how can we have 
confidence in the proposed urgent care centres?

At the 14 June 2016 Joint Health Scrutiny Committtee, Dr Brook said:

• The urgent care staffing model was not yet developed. 
• Last summer the CCGs said they wanted urgent care centres to be medically led, not 

nurse led. 
• The staffing model is on the table as something to be looked at.

At the Threeways Centre drop in.  CHFT Medical Director David Birkenhead said that the 
Urgent Care Centres will be doctor-led. They will be doctors with GP skills, given training 
in advanced life support. 

Dr Brook said there would be GP-trained doctors – but they wonʼt be “stealing” from 
existing workforce – they could be new GPs who are putting together a “portfolio career” 
who would work there 1-2 days/week. There would be emergency nurse practitioners 24/7.

Asked if the doctors would be there 24/7 or just in the daytime, Dr Brook said they will be 
there as much as it turns out to be worthwhile. Possibly by video. He said,

“Who will staff it, will be who it emerges will be appropriate to have there.”

In other words, they donʼt know. 

Urgent care centres - patient safety

How will the Huddersfield Urgent Care Centre be safe for patients? GPs and Emergency 
Practice Nurses - if that is who ends up staffing it - will have to rely for support on a video 
link to the Halifax Emergency Centre. This is a particular worry for children (see 8, 
Paediatric Care, below).
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Elsewhere, there have been problems with Urgent Care Centres that have been set up to 
replace A&Es that have been closed, eg in the Shaping a Healthier Future reconfiguration 
of NHS services in NW London. 

A report by Michael Mansfield QC, commissioned by NW London Councils, found that 
there was “widespread confusion” among GPs, consultants and patients about what the 
urgent care centres could do and who should go there. The report said they should be co-
located with A&E departments wherever possible to avoid “fatal consequences”

Possible privatisation 

We are worried about Dr Steve Ollertonʼs remarks at the Huddersfield Textile Centre 
consultation drop in, that the urgent care centres might “feasibly” be privatised.  

We have heard from frontline NHS staff how walk in centres that have been privatised and 
are now run by social enterprises work far less well than they did when provided by the 
NHS. 

An Emergency Nurse Practitioner working in privatised urgent care centres has told us that 
they make their money by not refusing any patient who walks through the door, even 
though they should be redirected to pharmacies where they would be treated far more 
quickly. She says the privatised uccs see high numbers of patients, most with coughs, 
colds and sore throats who wait four hours when they could go to the pharmacy, and it 
costs a ridiculous amount to staff uccs to cover these numbers of patients who really donʼt 
need to be there.

Even so, getting advice from a pharmacist whoʼs going to make money out of selling you 
some medical product is hardly ideal. 

Yorkshire Ambulance Service “See and Treat” scheme

GPs are overloaded and underfunded, so will they be able to do the extra work that will 
result from the Yorkshire Ambulance Service “See  and Treat” scheme that is intended to 
treat urgent care patients at home rather than admit them to A&E?  

A big question is around the pathways in place ie can YAS See and Treat paramedics gain 
follow up if required from GP after initial diagnosis / treatment? Is there a pathway into 
hospital if deemed necessary?

At the Orange Box drop in, Dr Nigel Taylor said that at the moment a paramedic will ask 
primary care to see patient if they donʼt need to go to hospital. The CCGs will develop that 
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more. There will be much better access to primary care, through the “improving access to 
primary care” agenda.

We donʼt know anything about this agenda, or where the moneyʼs coming from to make it 
happen. So we canʼt have confidence in this proposal.

We are worried about children and urgent care centres, see Question 8, Paediatric Care, 
below.
  

6. Planned care – a procedure or treatment that is planned. You may have to stay in 
hospital to recover

6a) All these things worry us and we donʼt like them.
6b) We donʼt really like anything about your proposed change to urgent care
6c) Is there anything else you would like to tell us? Is there anything weʼve missed? 

If all the planned care is in Huddersfield,  Calderdale patients and their families would have 
further to travel.

Planned care includes things like day-based cancer treatments, when people are ill and 
exhausted. We have learned from Dr Alan Brooks at the Greetland drop in that although  
cancer day care patients will be treated at either site and also in the community, if 
specialist equipment is needed they will have to go to Huddersfield. People travelling from 
Upper Calder Valley to Halifax for cancer treatments already find this a draining and 
difficult experience. How much worse to have to go all the way to Huddersfield.

The Equality Impact Assessment (Pre-Consultation Business Case p 259) says that 
putting all the planned care services on one site could  “cause a negative impact”  on 
users of planned care - in particular  “those aged 26-64 of a White British ethnicity [who] 
are the highest users of planned care.”

There is nothing in the Consultation Document about how the CCGs plan to deal with that 
negative impact.

There wonʼt be any emergency services, such as Intensive Care Unit, on site in case 
things go wrong in, or after, planned care surgery.

The CCGs say  that separating  planned care from acute and emergency care means that 
planned care operations wonʼt be postponed when the hospital is in black alert (ie so 
overloaded with acute and emergency patients that they canʼt do planned care). But how 
will acute and emergency services cope in times of crisis, if they canʼt temporarily take 
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over planned care resources? Thereʼs no reliable evidence that the new proposals will 
reduce demand on acute and emergency services, as claimed, so this canʼt be relied on.

The economics of building a new small planned care hospital on the Acre Mill site donʼt 
seem to represent value for money and we are worried that it will be funded by PFI 2. We 
donʼt think CHFT should embark on any more PFI projects.  Wasting NHS money would 
have a bad impact on patient care – particularly since Calderdale & Kirklees NHS faces a 
£280m funding shortfall by 2020. 

Monitor, the hospitals regulator that has CHFT in enforcement measures because of the 
deficit, has asked the Department of Health for £290m capital funding to pay for the costs 
of the new planned care hospital and for expanding Calderdale Royal Hospital. http://
www.cht.nhs.uk/fileadmin/site_setup/contentUploads/
HRI_Planned_Care_build_cost_estimate.pdf

If the Dept of Health/the Treasury approves this funding application, the money will come 
either as a  government loan, a commercial loan or PFI 2. Either way it will have to be 
repaid, by a Trust that is projected to be running on a deficit for the next 10 years.

The proposal to sell off the site of Huddersfield Royal Infirmary means that the valuable 
NHS estate would be lost forever. 

Given that in 2020, if these proposals are carried out the hospitals Trust will be still be in 
deficit - or rather, will still be underfunded - we are worried that this means its survival is 
uncertain. Particularly due to the financial stringency of  the new Sustainability and 
Transformation Plan. In this situation  it seems to us that a small planned care hospital 
would be an ideal candidate for eventual sell off to a private health care company.  

This proposed planned care hospital looks like a resurrection of the doomed, privately run 
Darzi centres that failed patients so badly under the New Labour government. If an idea 
fails once, why try it again?

7. Maternity services in the community

7a. Obviously all the things listed would improve your proposed change to maternity 
services. What kind of daft question is this? Is the Pope Catholic?  
7b)  Is there anything else you would like to tell us? Is there anything weʼve missed? 

They donʼt say how theyʼre going to resource these improved community based services 
for pregnant women, so whatʼs the point?
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Maternity services were reconfigured some years ago, with the same aim of improved 
maternity services in the community. It didnʼt work then, so how is it going to work now?

If the plan is to rely on the recent National Maternity Review, and its call for  £3, 000 
“personal care budgets” for all pregnant women - think again. This would result in fewer 
services, privately provided, and would undermine the NHS principle of universal 
comprehensive care.  £3,000 wonʼt cover access to obstetric care when a woman has 
serious complications of pregnancy - so what happens then?

The real point of  the National Maternity Review is to encourage midwives to leave the 
NHS and set up as local community providers. Women can then use their personal fund to 
pay them. But this would fragment care - thereʼs no evidence that a multiplicity of care 
providers are capable of co-ordinating care. 
 
We are worried that the public “engagement” on the proposed maternity service changes 
was late, rushed  and unethical. The online engagement survey was filled in by all kinds of 
people without the remotest interest in maternity services, who wished to support a cash-
strapped community group that was promoting the survey, in exchange for a £5 payment 
from the CCGs for each completed survey. 

We asked the CCGs to explain this (Appendix 1, Question 26). They admitted paying 
these groups. 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.  

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.  

The CCGsʼ payments  for engagement compromise the validity of the process and have  
serious  legal  implications. 
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Some if not all of these groups are the Clinical Commissioning Groupsʼ “community 
assets” aka “community engagement champions”. Their role is now to encourage their 
members and the public respond positively to the consultation. 

We protested to the CCGs that this seems entirely unethical and told them that a member 
of the public has complained to the Consultation Institute about inappropriate social media 
messages from one of these groups.(Appendix 1, Question 27) The CCGs said they were 
aware of the complaint.

The  CCGs answers  to  our questions,  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. 

8. Paediatric care- healthcare services for babies, children and young people.

8a. We are worried by all aspects of the proposed change to paediatric services

8b. We donʼt really like anything about the proposed paediatric changes, except the idea of 
childrenʼs care closer to home, if it is properly resourced.

8c. Is there anything else you would like to tell us? Is there anything weʼve missed? 

Our answer covers these issues:

• NHS 111 problems
• Child and Adolescent Mental Health Services
• Childrenʼs Community outreach clinics
• Risks of centralising Paediatric inpatient and emergency services

NHS 111

There are problems with depending on NHS 111 to determine where children would need 
to go to be treated if they need urgent or emergency care, since most NHS 111 phone 
operators are not medically trained, they follow a script and often book call backs for 
parents to be contacted by a nurse in the centre. 

Child and Adolescent Mental Health Services
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How are they going to cut the 1 year+  wait in Calderdale for Child and Adolescent Mental 
Health Services assessments and the sometimes 2 year+ wait in Huddersfield? There is 
NOTHING in the consultation document about mental health services - whether CAMHS or 
adult mental health services. We asked the CCGs why (Appendix 1, question 25). Their 
answer was unsatisfactory.

Childrenʼs Community outreach clinics

If children are going to be seen in “community” outpatient clinics, will they see the same 
doctors each time and if not, how would  doctors be up to speed with the childʼs basic 
medical history and whatʼs been happening currently?

Also, if the CCGs want more paediatric services in the community, how are they going 
address the problems of our already overstretched and under-funded GPS and community  
services?

A parent told us that they liked the idea of Clinical Commissioning Groupʼs 12 week pilot 
for childrenʼs Care Closer To Home at the Innovation Centre in Ovenden. It had had good 
feedback and will go into the Vanguard scheme. 

But she said a pilot is one thing and whether there are the resources to make childrenʼs 
care closer to home work is another, including whether the same doctor would see the 
children each time.

Risks of centralising Paediatric inpatient and emergency services

Calderdale parents and young people welcome getting rid of the split of childrenʼs services 
across two sites, because they wouldnʼt have to go all the way to Huddersfield.

But Huddersfield  families are not happy that they would have to come to Halifax, if their 
children need medical or surgical inpatient paediatric services, or emergency services. 

The consultation document doesn't specify anything about under 5s, but it should have. To 
find out about provision for urgent care for under 5s we have had to plough through the 
Pre consultation business case. This is not right. Parents need information about the 
details of proposed childrenʼs services.

According to the Pre-consultation business case (p54),  all Huddersfield children under 5 
would have to come to Halifax, since children under 5 will NOT be seen in urgent care 
centres: 
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"The Urgent Care Centres will manage children 5 years and older with minor injuries 
and those children considered to have minor illnesses after triage by 111. All other 
children will be redirected to the Paediatric Emergency Centre." 

But assessment via 111 is problematic. 111 assessment often could not be further from 
what presents face to face. 

Sending all children under 5 with urgent or emergency conditions to the Paediatric 
Emergency Centre, without seeing them at the urgent care centre,  will impact on learning 
opportunities for staff in the two urgent care centres.  Staff would be deskilled if all under 
5s go to Halifax; so urgent care staff would choose Halifax if they wanted the learning 
opportunities and the busier environment .

Sending all under 5s to the Paediatric Emergency Centre would also have an impact on its 
capacity. A lot more children attend under 5 than over, so if all go to Halifax, the Paediatric  
Emergency Centre would be busier. 

And then there is the likelihood that Huddersfield parents will take their children aged 5+ to 
Halifax, if they are unsure their childrenʼs needs are urgent or not, because Halifax has 
both urgent and Emergency care. 

We wonder where they got the figures for demand for a dedicated childrenʼs A&E provision  
- and whether it will survive if staff are met with a constant stream of under 5's with nappy 
rashes, upper respiratory tract infections and routine things.

Rather than splitting A&E consultants over two sites, as at present, centralising paediatric 
hospital services means splitting surgeons and staff over two sites by patientsʼ age. 
Huddersfield staff will only treat adults. 

This has serious safety implications that the CCGs havenʼt addressed as far as we can 
see.

At the moment if a child comes into Huddersfield A&E with an appendix issue or a 
suspected torsion of the testicle, for example, the A&E staff can just bleep a general 
surgeon. The surgeon will make the call on whether they accept the referral / suspected 
clinical diagnosis.  

There was a recent case that was not the exact normal torsion presentation but the effects 
of missing are such that the A&E nurse spoke to a surgeon on a Sunday at home.  He told 
her to phone his registrar to prep theatre and he would see and decide in theatre.  In 5-10 
mins the surgeon was stood next to the nurse in A&E.
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With the proposed centralisation of all paediatric medical and surgical inpatient care at 
CRH, the Pre Consultation Business Case (p54) says 

"In instances where children who are ill, have serious injury or are under 5 years old 
present at an urgent care centre, they will be quickly triaged, stabilised and transported 
to the Paediatric Emergency Centre".

Does this mean an advanced practitioner nurse or GP could be in Huddersfield urgent 
care centre bleeping a surgeon in Huddersfield with the need to then transfer both the 
child and the surgeon to Halifax?

For Huddersfield children over 5, for safety reasons such as stated above,  there is going 
to be a problem if they go to Huddersfield urgent care but then need admission or surgery 
and it's urgent and they get sent to Halifax.

Probably most parents will choose Halifax urgent care centre by default if able to get there 
and not in the back of an ambulance - because this means that if their child needs to 
transfer to the Childrenʼs Emergency Centre, they are in the “right place at the right time”.

This would mean parents ignoring the “encouragement” to use NHS 111 for advice. It 
seems like a recipe for chaos. 

A parent told us:

“I for example would just cut NHS 111 out now - I would see that we now have 2 walk in 
centres in effect so 111 would not even get a call if Iʼm honest - especially for a child.”

We think the powers that be have not thought this stuff through. They have not had parent 
hats on, and they have not had urgent care staff hats on. Since they have failed to consult 
with frontline staff and GPs, this is hardly surprising. And in Calderdale the paediatric 
engagement was done late, last autumn and winter, almost as an afterthought.

9. Community services

9a. Everything about this proposed change to community services worries us and we donʼt 
like it.

9b) We donʼt like it because, although it could be good for vulnerable patients to receive 
extra care at home so they donʼt have to go into hospital in an emergency, we think this is 
all about cutting costs and privatising NHS services. So what could be good about it wonʼt 
happen. 
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We look at the meltdown in mental health services that happened when they were moved 
into the community 20 or so years ago and are very alarmed that history is about to repeat 
itself.

9c) Is there anything else you would like to tell us? Is there anything weʼve missed?

From piecing together information from the Pre Consultation Business Case, public drop in 
sessions and Joint Health Scrutiny Committee meetings, Care Closer to Home seems to 
us less like a reform that will improve health care for the most vulnerable patients, and 
more like a recipe for denials and restrictions of care, de-professionalisation of health staff 
and the creation of a system ripe for takeover by private health companies. 

There is a big disconnect between the CCGsʼ spin and the reality of the proposals.

In the course of engaging in the consultation, we have found that:

• There is a lack of evidence to support the CCGsʼ claims about Care Closer to Home
• Lack of evidence of local authority and hospitals Trust involvement in these proposals
• Lack of GP support for these proposals
• There is a hidden NHS privatisation agenda
• There are serious privacy issues about shared digital confidential medical records that 

the community services proposals require - but no privacy impact assessment

We asked the CCGs about these issues, in an attempt to fix the Consultation Documentʼs 
misleading and lacking information.  (Appendix 1, Questions 2, 16, 17, 18, 19, 20, 21,)

As usual, their responses were evasive, denied our points, didnʼt answer our questions 
and failed to produce evidence to back up the claims they make in the Consultation 
Document about Care Closer to Home.

Because of these inadequate answers, during the final weeks of the Consultation we have 
sought answers at drop in sessions and also via the Joint Health Scrutiny Committee, to 
add to information we have gleaned from the Pre Consultation Document.

Here is what we found.

Lack of evidence to support claims about Care Closer to Home

Thereʼs no evidence that Care Closer to Home will provide the required standard of care.

Thereʼs no reliable evidence that it will reduce acute and emergency hospital admissions.
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The Consultation Document only has very limited evidence, presented in a dishonest way, 
in support of its claim that Care Closer to Home reduces acute and emergency hospital 
admissions.

Primary health care is underfunded and struggling and the lack of information about   
primary care strategy left the Clinical Senate wondering whether lack of capacity and 
capability to complete and deliver the primary care strategy will scupper the community 
services programme.

The CCGsʼ response to our questions (Appendix 1) did not provide the documentation we 
requested, to show 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. 

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. 

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 asked the CCGs to acknowledge this publicly and state what risk assessment if any 
they have carried out on this issue.

They didnʼt.

Lack of evidence of local authority and hospitals Trust involvement in these 
proposals

Moving hospital services into the “community” depends on social care funding for affected 
patients, but itʼs not clear how local authorities and the hospitals Trust have been involved 
in these proposals.

At the 14 June 2016 Joint Health Scrutiny Committee, the Calderdale Director of Adult 
Social Care, Bev Maybury, said that they need to make sure the system to enable people 
to go home from hospital and die at home works well.
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Indeed. We are worried about the proposal to put End of Life care into the community, and 
asked about it at the Threeways Centre drop in. 

Dr Hazel Carsley said that Palliative Care Consultants would visit patients in their homes, 
the Consultants would be based both in the hospital and the community. The patient would 
have more access to out of hours care, but if necessary the patient would still be admitted 
to hospital.

We asked about plans to involve charities in End of Life Care, like Age Concern. Dr 
Carsley said the CHFT community palliative care team will care for dying people at home. 
Charities will be involved.  As well as Overgate hospice, there are Marie Curie nurses at 
night. Charities are interested in setting up complementary schemes and incorporating 
them with joined up out of hospital services. At the moment there are Macmillan nurses 
linked up with GP practices and linked back to consultants.

We are worried that this will cause problems with responsibility for quality.  An NHS nurse 
has told us that with commercialisation of the NHS, and contracting to providers such as 
Macmillan for breast care, parity and control of quality is disjointed and inequality of 
service much worse than ever before. 

The Clinical Senate (Pre Consultation Business Case on p71) found that the Care Closer 
to Home specifications were unclear about the role and responsibility of the end of life care 
coordinator and about the processes of delivering end of life care in the community.

And the specifications made no mention of consultant geriatric provision, but the difficulties 
in recruiting consultants will potentially pose a risk to the service
(p 140).

What if people have nowhere out of the hospital to go and be cared for while they die? Not 
everyone has a home where it is possible to die in safety and comfort. And cuts to hospital 
bed numbers may mean there is no room for people who need to be admitted to hospital 
at the end of their lives.

Lack of GP support

Throughout the consultation, the CCGs have claimed that the GPs support their proposals.  

But at the 14 June Calderdale & Kirklees Joint Health Scrutiny Committee, GPs from 
Calderdale and Kirklees Local Medical Committees said that they have had NO input into 
the design of the Care Closer to Home proposal, or the design of hospital services. They 
had only learned of the proposed reconfiguration in the last three months of 2015 - right 
before the Consultation was due to start. 
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The Kirklees LMC chair gave a long list of reasons why GPs in Kirklees and Greater 
Huddersfield are sceptical of the proposals for the future arrangements for hospital and 
community health services. The Calderdale LMC rep confirmed that they broadly shared 
this view. 

Their statements are on the JHSC meeting video http://www.kirklees.public-i.tv/core/portal/
webcast_interactive/228903. 

We are disappointed at this evidence of the CCGsʼ false claims - but not surprised. 

Months ago,  we asked the CCGs about the risk regarding primary care ʻresistance and 
refusal to changeʼ, highlighted by the Clinical  Senate.  (Appendix 1, question 16)

The CCGsʼ response did not include the evidence weʼd asked for, to support their 
Consultation Document claim that that GPs, and staff in GP practices and community 
health services have been involved in many discussions about the proposals.  

We now know why.  The CCGs have bashed ahead without taking advice from GPs who 
are going to have to do the heavy lifting to make the community health services proposals 
work. 

At the 14 June 2016 Joint Health Scrutiny Committee, one of the Kirklees LMC reps said 
that the proposed Care Closer to Home will have significant impact on services that will 
need to be re engineered

Calderdale LMC Chair Dr Seema Nagpaul  said they need clarity from the CCGs because 
they havenʼt got that yet.

The fact that the CCGs havenʼt bothered to tell GPs what is going on beggars belief.

We hope that the GPs on the CCGs Governing Body will realise they shouldnʼt be acting in 
this way and will take a leaf out of Shropshire CCGʼs book and vote against these 
proposals - if, as is pretty much a foregone conclusion, the CCGs Chief Officers and 
Governing Body chairs bring them to the Governing Body in the autumn to approve their 
implementation.

The cost-cutting/NHS privatisation hidden agenda 

The  priorities CCGs talk about in their communications are linked  to budget control  and  
meeting national  targets  rather  than  improving  the  patient experience  and  patientʼs 
health  outcomes.      
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This creates a ʻdisconnectʼ with the people the NHS serves, rather than a partnership to  
improve services together. 

This is intensified by the public realisation - expressed vocally at the 6th June Huddersfield 
public consultation meeting - that NHS privatisation is the hidden agenda of the Care 
Closer to Home proposals.

The CCGs have not been willing to discuss this during the Consultation. 

When members of the public have raised the issue,  the CCGs have been inconsistent and 
often dismissive. 

At the Threeways Centre drop in, Dr Alan Brook said privatisation would be ok as long as 
the NHS stays free at point of delivery and provides national standards of care.

At the Orangebox drop in, asked if Calderdale CCG is going to encourage long term 
partnerships with the private sector by setting up an Accountable Care Organisation (ACO) 
for the Calderdale Care Closer to Home Vanguard scheme, Dr Nigel Taylor said that 
Calderdale CCG is not like other CCGs that are privatising everything, it has a 
commitment to work with existing providers as first choice, although they have to work 
within rules about procurement.

He said that if they went for the ACO model, someone would be the main partner in the 
organisation, for example in Northumberland the Acute Trust is the main partner in the 
ACO.

At the Greetland drop in, asked if this new model of setting up an ACO is a preparation for 
privatisation, Calderdale CCGʼs Chief Officer Matt Walsh said, “Absolutely not.”

At the 6th June public consultation meeting in Huddersfield, there was general uproar and 
shouts of  “Privatisation ” when Dr Hughes said:

“We are in the early stages of the Care Closer to Home debate”.

He then aroused more wrath by saying: 

“You wonʼt find a better advocate for the NHS than me.”

The CCGs have relied on this kind of personalisation of the argument throughout the 
consultation. 
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At drop in sessions when members of the public have raised anxieties about privatisation, 
the most common response has been for doctors to basically say “Do you think I would let 
the NHS be privatised?” This sounds like “Trust me, Iʼm a doctor.” Itʼs not a good answer - 
we have been trying to discuss privatisation, not the GPsʼ personalities.

The Consultation Document is entirely silent about privatisation. But steps towards 
privatisation of community health services are clear, as follows.

Procurement of Care Closer to Home community health services

Clinical Commissioning Groups will have to procure community health services through 
competitive tender.

We are gobsmacked by the CCGsʼ refusal to say how they are going to get from the 
current situation - where they say they have not designed the the Care Closer to Home 
Phase 2 model - to procuring these services in the autumn this year. 

They were evasive when faced with this simple question at the 14 June 2016 Joint Health 
Scrutiny Committee. https://calderdaleandkirklees999callforthenhs.wordpress.com/
2016/06/16/nhs-commissioners-avoid-answering-councillors-scrutiny-questions-about-
phase-2-care-closer-to-home-what-are-they-hiding/

We find this completely unacceptable. We think the CCGsʼ evasiveness is because they 
didnʼt want to admit they HAVE designed the Care Closer to Homes Phase 2 model, 
because they are afraid this could be seen as predetermining the outcome of the 
consultation.

The Care Closer to Home contract will be big and attractive to private health companies 
like Virgin Health, which has been hoovering up community health service contracts in 
other parts of England.

An NHS nurse has told us that the process of competitive tendering for NHS contracts has 
been bad for joined up care and reducing inequalities. For example, in the past the small 
hospital admissions avoidance pathways were very specific, the team had focused referral 
criteria and clear start and end points -  as did the walk in centres.  

As the NHS has become commercialised and teams have been transferred to social 
enterprise, she has noticed that standards dilute. Because with procurement of service, 
new things are grouped into a contract and not necessarily aligned to team role, skill mix 
and the nature of team purpose or based on needs assessment. 
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Relatedly, the Clinical Senate notes (PCBC p 139) that the CCGs have not worked out 
how to avoid “fractured delivery of care to patients”, given the complex integrated system, 
and its delivery by a lead provider and multiple subcontractors. 

This has implications for the quality of care that patients will receive and that staff will be 
able to deliver.

But the Consultation Document says nothing about any of this. 

The CCGs have also failed to address the risks of this kind of contract: an early example 
of this type of lead provider community health services contract  has proved “financially 
unsustainable. 

The providers UnitingCare LLP recently walked away from the Cambridgeshire and 
Peterborough CCG Lead Provider contract for Integrated Care for the Elderly – worth 
£800-900m over 5-7 years. 

Accountable Care Organisations

With the CCGsʼ unwillingness to explain what an Accountable Care Organisation is and 
how it is a vehicle for privatisation, we have had to dig out what information we can. 

The Governmentʼs 2015 Spending Review settlement for the NHS committed the 
government to encouraging long-term partnerships with the private sector in a number of 
key areas. One is the development of new models of care, including Accountable Care 
Organisations.

Jeremy Hunt recently told the House of Commons Health Select Committee, that Clinical 
Commissioning Groups should set up Accountable Care Organisations. He referred to 
Valenciaʼs model of Accountable Care Organisations, which are public private partnerships 
- kind of like PFI, but for NHS services as well as NHS buildings. 

For example, the city of Alzira ACO is a public-private investment partnership where the 
public healthcare insurance system pays a private health company to provide primary care 
integrated with specialized and hospital services to a catchment area of around 250,000 
people. 

This is a “full service” model for the entire range of health services including mental health. 

The “Alzira model” ACO is based on a strategic partnership between the Government of 
Valencia and the Union of Temporary Businesses (UTE) Ribera, a private consortium. The 
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contract for the “concession” term is 15 years (extendable to 20 years). The consortium 
makes a profit. 

Presenting information about the Calderdale Vanguard Care Closer to Home scheme to 
the March 2016 Calderdale Health and Well Being Board, Calderdale CCG said that it 
would be run by an Accountable Care Organisation.

We are very worried by the prospect of Calderdale health and social care services being 
run by an Accountable Care Organisation.

Despite Matt Walsh saying it is not a preparation for privatisation,  it would open the door 
to NHS privatisation on a scale not yet seen, with damaging effects on patient care and the 
workforce. 

Accountable Care Organisations are used in the USA by private health insurance 
companies to provide “managed care” that follows specific protocols. 

This means that insurance companies control exactly what theyʼre paying for, and it also 
means that low-qualified staff such as Physician Associates, who only have two years 
training, can deliver care without having to rely on knowledge and skills they donʼt have. 

The CCGs have not explained any of these issues to the public. 

The CCGs have not explained to the public how a contract for “managed (accountable) 
care” is awarded to a Lead Provider who then subcontracts to numerous other providers - 
or that many of them will be voluntary sector organisations with no skills on providing 
health care.

Or how the care is paid for on the basis of capitated payments - an average amount per 
patient, depending on their estimated level of need. The idea is that capitated payments 
will drive efficiencies, as doctors find ways to deliver the managed care more cheaply than 
the capitated payment, so they can make a profit. 

But in the USA, as practiced by Kaiser Permanente, this system has led to denial of care 
to sicker patients who would cost a lot to treat. 

One of us asked the CCGs at the 14 June 2106 Joint Health Scrutiny Committee meeting 
how they are going to resist the Care Closer to Home schemeʼs inbuilt incentive, via 
capitation payments, to cherry pick patients who will improve the schemeʼs outcome of 
reducing unplanned hospital admissions and its wider QIPP (efficiency cuts) outcome. 

They didnʼt answer.
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Integrating health and social care

The survival of the NHS is threatened by the Care Closer to Home proposal to merge NHS 
services with cash-strapped, means-tested, largely privatised Council social care and 
leisure services and a wide range of other local authority and central government public 
services. 

What happens to the NHS principles of a comprehensive, equitable health service for 
everyone who needs it, free at the point of need, when merged into this system?  
Particularly come 2020, when it is predicted that central government grants to local 
authorities will be £0. Where is the money for social care going to come from then?

Two big risks are already evident:

• perverse incentives to cherry pick patients who will improve “bottom line” outcomes
• Councilsʼ responsibility for propping up a dysfunctional, profit-making care “market”

One of the Better Care Fund Phase 1 Care Closer to Home schemes, that “integrate” 
social care and NHS care, already seems to be cherry picking patients on the basis of 
whether they will improve the outcome of reducing unplanned hospital admissions – which 
bring financial rewards from NHS England – and also save the Council money.

This information appears in the Calderdale Support and Independence Teams 2015 
Report:  

“The targetting of Reablement resource to people who are more likely to benefit … is 
seen as highly beneficial to the outcomes achieved.” (ie reduced hospital admissions)

This amounts to cherry picking patients who receive the NHS-funded reablement service, 
on the basis of whether they will bring financial rewards from NHS England for reduced 
hospital admissions.

The Report shows that the Teams are also funnelling patients as quickly as possible from 
NHS-funded reablement to means-tested social care. They have put 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”.  By 
moving more patients quickly from reablement to an independent-sector provider, the 
Council saves more money. 

We asked at the 14 June JHSC meeting how the Commissioners were going to resist the 
Better Care Fundʼs inbuilt incentives to cherry pick patients who will improve the schemeʼs 
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outcome of reducing unplanned hospital admissions and its wider QIPP (efficiency cuts) 
outcome. 

They didnʼt answer. 

Integration of NHS and social care depends on the Councils being able to prop up a 
dysfunctional privatised, profit-making care “market”

Bev Maybury told the 14 June 2016 Joint Health Scrutiny Committee that the Councilʼs 
adults social care commissioners need to focus attention on developing the home care 
“market”:

“How can we manage the market and make sure people have ongoing care that is 
personalised and help them make independent?”

She also said that there is a problem with nursing care for dementia patients. Calderdale 
Council has a market position statement and is regularly meeting with providers to make 
sure the Council is getting support to them. 

Where there has been market failure they are currently investing to stop care homes 
closing, to avoid having to move vulnerable patients. This includes providing the Councilʼs 
own staff but a minor part of the market is not recoverable and care homes have had to 
close. There is increased negotiation with providers, increased fees, and harmonising fee 
rates from NHS, self payers and Council -paid.

We think this is a total mess, and social care should be renationalised.  Public services 
should be publicly funded, managed and provided.

GP Federation process

This is galloping ahead in both Calderdale and Kirklees. We asked a member of Pennine 
GP Alliance federation, aka Wainhouse Healthcare Ltd, why all the Calderdale GP 
practices - bar one - had formed themselves into this federation. He said it was so that 
they could bid for contracts.

This gives rise to a conflict of interest, since the GPs in the GP federations are bidding for 
contracts that are awarded by the GPs from those federations that are on the CCGs 
Governing Body.

A Dorset GP has written to his LMC that the GP federation process is clustering GPs into 
manageable groups in line with future Kaiser permanente type models – an aim now 
openly voiced by Jeremy Hunt. And that Doctors will lose their autonomy and freedoms, 
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though working on short term salaried contracts within strict guidelines, with the result that 
many will opt for a private service in order to retain their independence.

Staffing

We are very unhappy about the CCGsʼ proposals to staff Care Closer to Home with new 
grades of less qualified health workers and to make patients responsible for their own “self 
care” with help from 3rd sector workers, carers and IT.

In public, the CCGs spin this as “empowering” patients to become more “resilient” by 
“taking care of themselves and control of their health needs.”

In private - as we found out from the record of a meeting we obtained through a Freedom 
of Information request - they say this is a “big challenge” that requires  “Realigning the 
mindsets of individuals, their carers and their health professionals to this vision.”

If the CCGs think we are going to let them realign our mindsets to this “vision”, they can 
think again. “Resilience” and “enabling and empowering people” are code words for cutting 
public services, making patients and carers take the burden of care, and radically 
downgrading cliniciansʼ working practices, terms and conditions.

Greater Huddersfield CCG Care Closer to Home – Plans and Phase 2 – in section on 
Long term conditions – adults at risk of harm due to their frailty – says:

“we believe that there is additional capacity to manage cases out of hospital, in 
addition there is the potential to deflect another 50% of people from the formal 
pathways of care”

What? Where are they going to be deflected to? Are they proposing that this extra 50% of 
frail adults will basically be told to sod off and look after themselves?

This is a desperate attempt to ram through a proposal without the resources to deliver it 
properly.

There are GP, practice and community nurse shortages - but 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.

The GP magazine Pulse reports that one in eight practice nurse positions are vacant. We 
tweeted Nigel Praities, the health journalist and editor of Pulse:

CK999 response to Right Care consultation

37



“How is Care Closer to Home going to work without enough practice nurses?”

He tweeted back: 

“It wonʼt.”

There are insufficient GPs to replace those who are retiring, let alone to meet the 
increasing population, their increasing health needs and the aim of providing for these 
outside hospitals. 

The Calderdale Local Medical Committee rep told the 14 June 2016 Joint Health Scrutiny 
Committee meeting that the LMC are worried about the transfer of care from the hospital 
to the community, how itʼs going to be funded and resourced in General Practice.

Both she and the Kirklees LMC Chair said the LMCs should have had more input into 
devising the community health services clinical model, and that they had not been 
involved.

A frontline NHS worker at a drop in session pointed out that a clinician in a clinic can see 
one patient after another. Put a clinician in the community and their clinical time is 
reduced.  In response, the CHFT nurse rep at the drop in spoke of the need to utilise and 
embrace new ways of working such as voluntary sector and social and defibrillator 
response training. 

It is not that there isnʼt an element of possible improvement to be gained via inventing new 
ways to work and bringing these things into the community but with a purely business 
based focus the results are catastrophic.

The CCGs use waffle to disguise this, eg the Pre-consultation Business Case says putting 
hospital services into the community will require: 

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

We know QIPP requirements are to cut spending or deliver more services for the same 
money - but who knows what the rest of that sentence means? When we asked at the 
Lockwood drop in, the CCGs and CHFT staff didnʼt know either.

We turned for advice to Dr Bob Gill, a South East London GP and member of the National 
Health Action Party. 
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He  told us it is about down-skilling, and that  GPs will have a new title of consultant 
generalist and be supervising a less qualified team so that 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. 

Dr Gill said that outcome would be:

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

Changing GP contracts

Our alarm bells are ringing since Dr Ollerton told the 14th June JHSC meeting that part of 
the GH CCG primary care strategy was to address a “problem” with the GPsʼ General 
Medical Service (GMS) contracts. This is: what is core general practice?

They are trying to get consistent core offer from all practices. Then GHCCG would pay 
practices on top of that for additional services. 
 

But if GH CCGʼs primary care strategy were to mean some GP practices only end up 
offering core services, where would their patients go if they needed an “additional” or 
“enhanced” service? 

This would not be Care Closer to Home, it could be Care Somewhere Halfway Across 
Greater Huddersfield. With all the problems this could bring for people who are poor or 
have mobility problems.

As things stand, additional or enhanced services are more about Box ticking instead of 
making a real difference. The arbitrary standard setting in Quality and Outcomes 
Framework (QOF) http://qof.hscic.gov.uk/ and money available for enhanced services 
such as the pre-diabetes targets in referral to diet and exercise are too removed from 
understanding what will actually provide patient improvement. 

We have no idea what the answer is but we hear from primary care clinicians that it is very  
frustrating to be ticking boxes instead of making a real difference and being allowed to 
individualise care by considering all those things that go into optimising real outcomes for 
patients in terms of improved health and access to treatments.  

We know that in North West London a big NHS and social care “reconfiguration”, similar to 
the one proposed here, includes messing with GP contracts with the aim of trying to sell off 
GP family doctorsʼ practices,  by putting them out to competitive tender as short term GP 
Alternative Provider of Medical Services contracts.
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The likes of Virgin Health, and Care UK are interested in bidding for them. Patients are 
petitioning to stop this. 

The public will need to look carefully at any proposed changes to GP contracts in the GH 
and Calderdale CCGsʼ primary care strategies. But these do not seem to be publicly 
available. 

Section 3 About all our proposed changes 

10) We do think we will be negatively affected by the proposed changes

We think the proposed changes are contrary to the health needs of Calderdale & Kirklees 
people.

Our health needs are for evidence-based, comprehensive, universal, equitable and value-
for-money health care. These proposals offer none of these things.

Elsewhere, the combination of the proposed hospital services clinical model and the out-of 
hospital services/Care Closer to Home specifications have led to large-scale NHS 
privatisation –  indications are that this will also be the case here.

Such NHS sell offs erode the values of a universal healthcare system – as shown by a 
recent Independent Healthcare Commission, chaired by Michael Mansfield, QC and 
initiated by NW London Local Authorities. It found that the impact of fragmentation through 
privatisation, in a hospital and community care shake up like the one proposed for 
Calderdale and Kirklees, is slowly eroding what was our National Health Service.

These proposals will funnel increasing amounts of public money into private companies, 
where money will be wasted on shareholder profits and staff bonuses.

And the increased NHS marketisation and privatisation implicit in these proposals will 
increase the waste of NHS money on the market bureaucracy needed to tender and 
procure services and manage the resulting contracts.

None of this is acknowledged or costed in the Consultation Document.

The hospital cuts and community care proposals are driven by the need to cut NHS 
services in order to fill a projected £280m funding gap in Calderdale and Greater 
Huddersfield NHS by 2020.
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The cost cutting proposals are not evidence based and we have no confidence that they 
will deliver safe, high quality patient care – or safe, fair working conditions for NHS and 
social care staff.

The proposals are designed to conform to NHS Englandʼs Five Year Forward View plans 
for the final stages of dismantling the NHS, though the introduction of new “care models” 
and a “modern workforce” that are both based on private American health care companiesʼ 
systems.

The  proposals would carry out the governmentʼs plan to de-fund, run down and privatise 
the NHS. This is going to damage both patient care and frontline NHS staff – none of 
whom have been involved in preparing these proposals, apart from senior consultants.

11) Please tell us if there is something that you think we could do to improve travel, 
transport and parking

The Clinical Commissioning Groups should push for far better public and community 
transport for patients and their friends and families.

They should recognise that Yorkshire Ambulance Service is overstretched and 
underfunded and push for it to be better funded.

We asked the CCGs to provide adequate information about how people who rely on public 
transport would be able to 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. (Appendix 
1, question 31)

We asked them to explain to the public that Neil Wallace, Bus Services Manager for West 
Yorkshire Combined Authority has 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 also asked the CCGs to 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. 

The CCGsʼ response failed to address the key points raised in our question.
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12) Overall after reading the document we disagree with your proposed changes. 

Some of the reasons why we disagree with the proposed changes:

They are not based on evidence.  The claims that the Consultation Document makes 
about the proposed changes are specious  and often misleading. When we have asked 
the CCGs for the missing evidence, they have not provided it. (Appendix 1)

Two of the worst examples of the Consultation Documentʼs false claims about the 
proposals are that they:

• are high quality, safe, sustainable and affordable and [would]result in the best possible 
outcome and experience for patients

• would secure the future of health services for both areas for the next 20 years. 
(Consultation Document, page 5, Foreword)

There is no certainty that the hospital services would be high quality – the Clinical Senate 
review of the proposals said it couldnʼt tell if they would deliver the required standard of 
care. (The Joint Health Scrutiny Committee asked the Clinical Commissioning Groups to 
make sure the Consultation Document addresses this Clinical Senate assessment, but 
they ignored this request. It doesnʼt.)

It isnʼt true that the proposed changes would secure the future of health services for both 
areas for the next 20 years.

Even if all the proposed cost cutting measures were carried out by 2020, Calderdale & 
Huddersfield NHS Foundation Trust (CHFT) would still be in deficit by £9.5m/year. The 
hospitals regulator, Monitor, has said this is not a sustainable position and that at that point 
the Trust  will “obviously be unsustainable in the longer term unless the government 
changes its funding policy.”

The hospital Trustʼs clinical revenue is set to fall over the next 5 years, because the 
hospitals will be smaller, which means fewer patients which means less income for CHFT. 
This implies that the hospital Trust will no longer be providing community services, 
because if they were, they would earn clinical income for treating patients in the 
community. 

The Consultation Process has been unfit for purpose
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The Have Your Say survey is badly designed to the point of being unfit for purpose. 
Members of the public have said that they have looked at it and given up any intention of 
responding to it because they canʼt get their heads around it.

We have been unable to identify if it asks the public to say whether or not we agree to the 
proposed new clinical models for hospital and community services or, if it is asking us to 
say how these proposed changes would affect us. 

We have said that at JHSC meetings, but the CCGs have not offered any clarification. Our 
confusion has been intensified by contradictory statements by the CCGs.

At the 14 June JHSC meeting which looked at the care closer to home proposals,  Carol 
McKenna explained,  

“The purpose of the consultation is about getting peopleʼs views about whether or not 
they agree that those services that we have set out in the consultation document are 
the sort of services that could be delivered in community settings.”  

But this is not clear from the survey itself.  And it is countered by Matt Walshʼs statement at 
the 6th June Huddersfield public consultation meeting, where he said:

“We will listen to you to some extent. There are some limits. The limits in relation to 
clinicians is that we think we can deliver something better [than the present system]. 
Public input will go into the business case and how this will affect our plans.”

And elsewhere he has said that the CCGs may “flex the details” of the proposals, in the 
light of the consultation responses.

As well as the poor design of the survey, the Consultation Document does not provide 
adequate information for the public to make up their minds about the proposed future 
arrangements for hospital and community health services. 

We asked the CCGs to clarify 38 questions (Appendix 1). Their responses did not answer 
our questions.

In addition, we believe there is strong evidence that the CCGs have been fundamentally 
deceitful in their conduct of the pre-consultation engagement and the consultation 
process. 

From the very start they have disrespected the role of democratically elected Councillors in 
scrutinising their Consultation process. 
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The CCGs have come up with inconsistent, evasive, inadequate and patronising replies to 
peopleʼs requests for information during the consultation - whether these have been by 
email or face to face in drop in sessions and public meetings. 

This has made it hard for the public to communicate their views to the CCGs during the 
consultation and we have no sense that the CCGs have any interest in listening to what 
people say. 

Members of the public have told us they have been reduced to tears in drop in sessions, 
through being patronised and feeling intimidated. 

The evasiveness that has been a feature of their responses to public and Councillor 
questions, has corroded public trust in the people who run our NHS and who are also our 
GPs. This is unforgivable.

Last but not least, the Consultation Document and the consultation events have 
misleadingly presented the proposals as the outcome of decisions by local 
clinicians, and have consistently failed to clarify how the current political and NHS 
England policy contexts have formed these proposals. 

Statement to the Consultation Institute

We are making a separate representation to the Consultation Institute about these issues. 
This will include (but not be limited to) the following evidence to support the points just 
made.

1.1.The Clinical Commissioning Groupʼs response to our request to rectify 38 examples of 
misleading or inadequate information in the Consultation Document response was slow. 
and when it finally arrived (5 weeks after we asked the questions) their answers were 
evasive, inaccurate or denied the validity of our questions. [see Appendix 1] 

1.2. As a result, we asked the CCGs to pause the consultation to allow the public to grasp 
the meaning of their responses before responding to the survey. They refused. We asked 
the CCGsʼ patient/public reps to meet with us to discuss a possible extension to the 
consultation, for the same purpose. They refused.  This means we had no time to explain 
the meaning of the CCGsʼ responses to our 38 questions in ways that are accessible to 
the public who do not have prior knowledge of the issues, context and coded language 
used by the CCGs.

2.1 Evidence that the CCGs have been fundamentally deceitful in their conduct of the pre-
consultation engagement and the consultation process includes: 
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The CCGs came to the crucial pre-Consultation Joint Health Scrutiny Committee meeting 
on 29th January without the Consultation document - only some outline consultation 
questions that they presented to the Councillors 30 minutes before the start of the 
meeting, and attempted to pass it off as the Consultation Document.

This late delivery only came to public light through a comment by Calderdale Cllr Wilkinson 
in the meeting. And the fact that it was not the Consultation Document only emerged under 
questioning, when the CCGsʼ Head of Quality and Safety Penny Woodhead admitted that 
it was only outline questions, not a consultation document. http://www.energyroyd.org.uk/
archives/15331

2.2. The CCGs have made patronising and evasive responses to Councillorsʼ questions at 
Joint Health Scrutiny Committee meetings. 

The most recent example was the way that CCG staff - working as a team - successfully 
avoided answering Cllr Julie Stewart Turnerʼs question about how they propose to procure 
Phase 2  Care Closer to Home services this autumn, when they are currently saying they 
have made no decision about the delivery of these services. https://
calderdaleandkirklees999callforthenhs.wordpress.com/2016/06/16/nhs-commissioners-
avoid-answering-councillors-scrutiny-questions-about-phase-2-care-closer-to-home-what-
are-they-hiding/

The evasiveness, that has been a feature of their responses to public and Councillor 
questions, has corroded public trust in the people who run our NHS and who are also our 
GPs. This is unforgivable.

2.3 The CCGs have come up with inconsistent, evasive, inadequate and patronising 
replies to requests from members of the public for information during the consultation - 
whether these have been by email or face to face in drop in sessions and public meetings. 
We shall give examples of these replies.

This has made it hard for the public to communicate their views to the CCGs during the 
consultation and we have no sense that the CCGs have any interest in listening to what 
people say. 

As an example, a member of the public was unable to get a satisfactory information at a 
drop in to her question about centralisation of paediatric services. Instead she turned to us 
for information, which we were able to answer from information in the Pre Consultation 
Business Case. If we could find it, why couldnʼt the CCG staff at the drop in?  https://
calderdaleandkirklees999callforthenhs.wordpress.com/2016/06/16/safety-risks-with-
proposed-centralisation-of-paediatric-inpatient-services/
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This is just one example of the fact that many members of the public found staff 
representing the CCGs at drop ins were unable to answer questions.

2.4 Members of the public have told us they have been reduced to tears in drop in 
sessions, through being patronised and feeling intimidated. 

At the Reinwood drop in session, one person said they felt intimidated “because the lady 
who approached me kept talking over me and I got frustrated and couldn't articulate what I 
was trying to say and ask.”  

One person who attended the Hebden Bridge drop in, to ask about the proposed closure 
without any public consultation of the Calderdale Arts Psychotherapy Service, told us she 
felt “gaslighted” by the CCG staffʼs refusal to take their concerns on board. (This is a 
reference to the abusive process of making a person doubt their own sanity.) 

At times our own experience at drop ins has been that rather than listening to us, CCG 
staff have made us feel like the victims of an interrogation. We shall give examples of this.

2.5 At public meetings, there has been a high bullshit quotient to answers from CCGs and 
the hospital Trust, which the public has not been slow to point out. We shall give examples 
of this.

2.6 CCGs and CHFT staff at drop ins almost universally failed to make notes of questions 
asked or left unanswered. The drop ins appeared to be paying lip service to the idea of 
consultation. 

3. Last but not least, the Consultation Document and the consultation events have 
misleadingly presented the proposals as the outcome of decisions by local clinicians, and 
have consistently failed to clarify how the current political and NHS England policy 
contexts have formed these proposals. 

At public consultation events many members of the public have tried to explain that we 
think that the CCGsʼ proposals are driven by the governmentʼs agenda of public spending 
cuts and stealth privatisation - imposed through the undemocratic Health & Social Care Act 
2012, which was not in any partyʼs election manifesto for the 2010 general election.  We 
shall give examples of this.

Under pressure from the public, towards the end of the consultation the CCGs and CHFT 
finally started to comment on this issue. 

For example, at the 6th June public consultation meeting in Huddersfield, CHFT Chief 
Exec Owen Williams said there are only 10 trusts in the country now that are not in deficit. 
He added
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“The money situation is absolutely unprecedented - itʼs not like itʼs been before. People in 
the room want the same services and more money. People want CHFT to go back to the 
government and ask for more money. But money for paying for the existing model of care 
isnʼt there.” 

Referring to the £470m needed for hospitals rebuilding and to support CHFT through the 
change, he went on,

“This is a big amount of money when the government has no money for existing services. 
But government has money for different models of care.
No one on the panel wants this, no one in the room wants it...
We canʼt influence the government, weʼre a democratic country and there are opportunities 
to influence the government.” 

The admission that the government doesnʼt have money to improve and update existing 
services, but does have huge sums of money for “different models of care”, is clear 
confirmation that these proposals are top down, driven by the government - NOT the 
product of local clinicians who know best what the populationʼs health needs are, and how 
to meet them.  Which is a justification that the CCGs have rolled out endlessly.

Itʼs a pity that the powers-that-be have only admitted this right at the end of the 
consultation. This should have been the starting point for the consultation.

At the 6th June Huddersfield public consultation meeting, Owen Williams went on to say 
that people should contact their MPs. No doubt we should, have and will. 

But many members of the public think itʼs also high time for Trusts and CCGs to tell the 
government to stop running down and dismantling the NHS.  

GPs on the CCGsʼ Governing Bodies and doctors on the Trust Board are bound by the 
Hippocratic oath to do no harm to their patients.  We think it is clear that these cost cutting, 
stealth privatisation proposals WILL do harm to patients. 

It is more than time for doctors and NHS commissioners and managers to speak out.
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