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4 July 2017 

West Yorkshire and Harrogate, Joint Committee of the 11 Clinical Commissioning Groups 
Summary of questions from members of the public 

 
Question Suggested response 
Written deputation from Hands Off HRI 
(attached at Appendix 1) 
Included the following summarised 
questions: 
 
• How do the STP and local plans fit 

together in relation to plans for HRI?  
 
 
 
• Will specialist stroke services be 

based at HRI? 
 
 
 
 
• Will consideration be given to the 

availability of community based 
services to support stroke patients 
once they had been discharged? 

 
 
 
 
 
• The STP is based on the principle of subsidiarity – the proposals 

are built up from the 6 local plans. The existing proposals for 
HRI therefore will not change as a result of the emerging STP 
plan.  

 
• At present there are no Hyper Acute Stroke services at HRI, 

services are currently provided by Calderdale. At this stage of 
the review process there are no plans to change the current 
configuration of services with the STP footprint.  Options will be 
developed and considered as part of the next phase of work.
  

• We agree on the importance of ensuring all parts of the stroke 
pathway work effectively – from prevention through to 
aftercare.  Community based services, including speech therapy 
and physiotherapy are the responsibility of commissioners in 
each of our 6 places in Bradford District and Craven, Calderdale, 
Harrogate and Rural District, Kirklees, Leeds and Wakefield that 
make up the STP. In working as part of the STP partnership, we 
will be working together to ensure that appropriate services are 
in place. 

 
Written question (attached at Appendix 
2) 
 
• What will be the impact of budget 

reductions of £1bn across WY&H on 
plans to close the A&E department 
at HRI? 

 

 
 
 
• The statement about the budget reduction of £1bn across 

WY&H against forecast demand is not accurate.  It is budget 
growth – which is below ‘do nothing’ forecast demand.  It is not 
a budget reduction of £1bn.  
 

• The HRI plans predate the STP, and the question does not relate 
to the business of the Joint Committee. Local issues should be 
taken up at place level. The role of the Committee is to make 
collective decisions on shared priorities across WY&H, and it is 
not the business of the Committee to deal with issues in 
individual places.  
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Verbal questions on the Sustainability 
and Transformation Partnership (STP) 
 
• Questioned the availability of 

detailed STP financial information 
and how decisions would be made 
about finance gaps within the STP? 

 
 
 

• We are updating our delivery plan and will publish it in 
September.  We will publish finance templates alongside this.   

Verbal questions on stroke 
 
• Have decisions already been taken 

to close hyper acute stroke units 
(HASUs) 

 
 
• The validity of the evidence 

collected as part of the stroke 
engagement exercise and case for 
change?  

 
 
 
• Who will ultimately make decisions 

about the configuration of stroke 
services? 
 

• Where will decisions be taken about 
the reconfiguration of services  

 
 
• Questioned the affordability of 

stroke units and people being sent 
home for specialist treatment and if 
can’t afford stroke units how can we 
afford specialist treatment at home? 
 

• How will you ensure high quality 
care at home? 

 
 

 
 
• Questioned the independence of 

Healthwatch 
 
 
• How will you ensure clinically led, 

evidence based care when dealing 
with financial challenges?  Where is 
the money coming from? 

 

 
 
• Although the focus of the item on the Joint Committee agenda 

was on HASUs, it is important to note that no decisions have 
yet been taken on the number of HASUs. 

 
 
• Healthwatch is an independent charity, funded by local 

authorities. Healthwatch set out to listen to local people, and 
had no preconceived ‘agenda’. The Committee recognises the 
need to engage with the population to seek their views. This 
will then be used to review the existing pathways and develop 
new clinical models over the coming months. 

 
• The Joint Committee workplan sets out the specific decision 

areas which have been delegated to the Joint Committee by the 
CCGs, including stroke.  Further information will be presented 
to the Joint Committee in November. 

 
 
 

There is no intention to provide specialist treatment at home or 
in the community – it is therapy and rehabilitation that will be 
delivered in community settings.  The Joint Committee 
recognises the need to address the whole stroke pathway. The 
engagement findings suggest further work is needed to reduce 
differences in the services people receive, so that no matter 
where people live and what time of day they are admitted to 
hospital, they are able to receive high quality stroke services. 
The aim of the work taking place is maximise opportunities to 
deliver great services with good outcomes and quality for our 
population. 

 
 
• Healthwatch is an independent charity, funded by local 

authorities. They had set out to listen to local people, and had 
no preconceived ‘agenda’. 

 
• The engagement findings suggest further work is needed to 

reduce differences in the services people receive, so that no 
matter where people live and what time of day they are 
admitted to hospital, they are able to receive high quality 
stroke services. We need to maximise the opportunities to 

jennyshepherd
Sticky Note
I also asked about availability of detailed workforce and efficiency info in the STP. I'm pretty sure the WYH JHSC meeting was told this would be published once NHS E had approved the Dec 2016 STP submissions. Check.

jennyshepherd
Sticky Note
I asked "Where is information about how the Hyper Acute Stroke Service cuts and reconfiguration will address the Sustainability and Transformation Plan £1bn “finance gap”? It’s not in the Case for Change as far as I can see." this question was not answered.

jennyshepherd
Sticky Note
My question 7 has not been answered - I asked if the decision about the Hyper Acute Stroke Service cuts and centralisation would be a Clinical Commissioning Group decision, a Joint Committee decision or a Lead Commissioner/Contractor decision? My question has not been answered.
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• A comment was made that the 
Healthwatch findings supported the 
‘basics’ of good care, follow up and 
local services. Why isn’t this all 
happening already? 

 
 
 
 
 
 
 
• The finding that outcomes for stroke 

patients are better from specialist 
services was questioned, particularly 
in relation to thrombolysis 

further improve quality of life for people whilst also reducing a 
person’s chance of living with a disability afterwards. We 
recognise that ongoing care should be provided at locations 
closer to where people live, and people should be transferred 
to these as soon as possible after initial treatments. Further 
work will take place to design and develop options, which 
would be subject to formal consultation as appropriate.  We 
will continue to work with our clinicians and specialist health 
professionals to ensure our work is clinically led and evidence 
based.  The outcome of the work will inform the development 
of an Outline Business Case 

 
• Thrombolysis is not for everyone with stroke but carefully 

selected patients benefit from it. All aspects of stroke care can 
be better organised when provided in specialist centres (hyper 
acute stroke units) offering improved outcomes for everyone 
who comes through the service. Critical issues like 
thrombolysis, swallowing management, positioning and 
hydration can then be dealt with by trained, specialist staff and 
such units are the appropriate setting for the introduction 
of new treatment technologies. 

 
 

 

Verbal questions in relation to the 
Memorandum of Understanding for 
Collaborative Commissioning and the 
Joint Committee Terms of Reference 
 
• What is a Lead 

commissioner/Contractor?  
 
 

• What decisions are delegated to the 
Joint Committee?  

 
 
 

 
• What happens when a CCG 

disagrees with a decision of the Joint 
Committee? 

 
 
 
 
 
 
 
 

 
 
 
 
 

• The term Lead Contractor/Commissioner reflects the fact 
that a Lead Commissioner may also carry out contracting 
duties as part of their wider commissioning responsibilities. 

 
• The Joint Committee of the Clinical Commissioning Groups 

has a programme of work which is defined by the CCGs 
collectively. This is currently limited to a small number of 
West Yorkshire & Harrogate level priorities. 

 
 

• The CCGs retain their statutory powers and accountability. 
The Joint Committee is a sub-committee of the CCGs and 
only has decision-making responsibilities for the WY&H 
programme work that have been delegated by the CCGs. 
This means the Joint Committee serves the CCGs and not 
vice versa. It does allow collective decision making to 
happen. The Committee will make decisions by consensus 
wherever possible.  If a consensus cannot be reached, 
decisions will be made by 75% of members present at the 
meeting.  For more information visit www.wyh-
jointcommiteeccgs.co.uk 

http://www.wyh-jointcommiteeccgs.co.uk/
http://www.wyh-jointcommiteeccgs.co.uk/
jennyshepherd
Sticky Note
My questions 8 and 9 hvae not been answered.



4 
 

• Why are local authorities not 
represented on the Joint Committee 
in their role as commissioner? 

 
 
 
 

The CCGs work closely with local authorities at both place and 
WY&H level. The Committee is a Joint Committee of the CCGs, 
and decisions which are the responsibility of other 
organisations have not been delegated to it.   
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Appendix 1 

Deputation to STP 

I am speaking on behalf of the campaign group Hands off HRI.   
 
Firstly I would like to ask whether the Joint Committee would be good enough to give us some real 
answers to the question of how the emerging STPs will impact on the proposed changes that are 
planned for the downgrading of Huddersfield Royal Infirmary and which ‘plan’ has precedence.  
Members of the public are unable to obtain answers to this question, and, as the CCGs for Greater 
Huddersfield and Calderdale have been unable to produce their Full Business Case by the end of 
June, as was promised, we are unable to gauge how the STP and local plans fit together.  
 
Having read the committee papers on stroke management we are again dismayed that Kirklees, the 
3rd largest District in West Yorkshire, with around the same population as Bristol, will not have it’s 
own Stroke Unit.  We are aware that the unit currently sits within Calderdale Royal Infirmary, 
however, if the committee are serious about improving outcomes and ensuring that stroke patients 
have good access I would suggest that moving services to within Kirklees would make much more 
sense.  Huddersfield in particular is reliant on access to other parts of West Yorkshire via M62 or by-
passes that are regularly closed or unpassable due to accidents, and, as the southernmost district in 
West Yorkshire it would make much more sense geographically to have such services based in 
Huddersfield.   
 
In addition we are very aware of the strain on community based services, including speech and 
physio therapists.  The papers presented have a key theme of moving people closer to home to 
receive treatment and I would be interested to hear how the committee will ensure that these 
services are in place and accessible to stroke patients being discharged.  We have been made aware 
of a patient who suffered a severe stroke recently discharged with no medical or therapist support 
whatsoever and who has deteriorated since her discharge from hospital.  Again it would appear that 
Care Closer to Home is not working. 
 
We would hope that the members of the committee look seriously at the geographical location of 
services and the problems with transport before making any final decision on the location of all 
services, not just those for stroke patients.  
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Appendix 2 

Written question 

“Implementation of the West Yorkshire and Harrogate STP is predicated on a budget reduction 
against forecast demand of around £1bn by 2020/21. It includes plans to close the A&E Dept at 
Huddersfield Royal Infirmary. This would mean an increased journey time to A&E for much of the 
population of Huddersfield and district. 
  
Peer-reviewed studies from the UK, and from across the developed world, clearly show that such 
increased journey times result in an increase in deaths. Applying the findings of these studies to the 
planned closure of A&E at HRI indicates that between 50 and 60 additional deaths of adults and 
children are likely, each year. 
  
Should you decide to continue with implementation of this cost-cutting STP, do you, each member 
of this committee, stand ready to take responsibility at the resulting inquests, or at a public enquiry, 
for what will have been entirely foreseeable and avoidable deaths? “ 
 

  

 

 

 

 

·        
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