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The proposed reconfiguration is huge and has taken three years to get to the Full 
Business Case. There are many aspects of the proposals that we could draw to your 
attention, but we have focussed on the Full Business Case as this has not been publicly 
scrutinized.  The Trust refused to release it to the Joint Health Scrutiny Committee in time 
for its July meeting, which took place shortly before the the Board had approved it.

We find the Full Business Case to be  largely un-evidenced and deeply flawed. It also 
includes proposals that have not been consulted on.

We explain these failings in this report, through examining the Full Business Case through 
the lens of its Workforce plan and its Estates finance plan.

CONTENTS

The Report is split into two sections - Workforce and Estates Finance plan. Each section 
contains a number of chapters.

WORKFORCE PLAN CHAPTERS:

1. Workforce plan and implications

2. Community services workforce plan

3. Hospital bed cuts

4. Reviewed skills mix/ new professional roles

5. Job evaluation

6. Increased use of volunteers and community groups

7. New schemes that have not been consulted on or scrutinized

1. WORKFORCE PLAN

Workforce plan and implications

Monitor and PwC have told the Trust to tackle the high workforce spending required by two 
District General Hospitals (and also to deal with the massive PFI costs), by turning one 
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DGH into a planned care hospital and the other into an acute and emergency hospital, 
while optimising the utilisation of the Trustʼs PFI and non-PFI estate.(FBC, p95) 

CHFTʼs Full Business Case notes workforce “challenges” due to national staff shortages 
and NHS underfunding, but - in line with Monitorʼs and PvCʼs directions - misattributes the 
cause of their staff recruitment and retention problems to the fact that the Trust runs 2 
DGHs each with a 24/7 Type 1 A&E.

As a result, their workforce plan is about controlling the symptoms, not tackling the cause 
of the disease of underfunding, stealth privatisation and a total lack of effective workforce 
strategy that that the government has inflicted on the NHS.

By workforce “challenges”,  they mean they havenʼt got enough staff, they have problems 
with recruitment and retention and they are spending A LOT on agency staff and have 
been told to cut that drastically starting this year. 

The Workforce plan aims to solve the problem of not having enough staff and money by a 
479 reduction in CHFT WTE staff over next 10 years, through natural turnover. This will 
save CHFT about £30m on its paybill.

It also states that recruitment and retention will be improved by dismantling the two DGHs 
and replacing them with one small planned care hospital with outpatients and urgent care 
centre and one acute and emergency hospital, as this will make CHFT a more attractive 
place for doctors to work.

But this has not been the case at Pinderfields Hospital iin Wakefield, where the Mid Yorks 
Trust is a few years ahead of CHFT in a similar reconfiguration and is now 
“haemorrhaging” consultants, in the words of N Kirklees Support the NHS deputation to 
Calderdale and Kirklees Joint Health Scrutiny Committee (CKJHSC)  at the July 21st 2017 
meeting. 

Other cost cutting measures - including “delivery of skill mix” - in other words replacing 
highly qualified clinicians with new grades of less qualified staff - mean that workforce 
spending goes down year on year for the next 10 years and by 2042 is only slightly higher 
than it is now.  (In contrast, the drugs bill more than doubles over the same period.) 

479 is a lot less than the 966 wte reduction modelled in CHFTʼs 5 year strategic plan, and 
which is the number consulted on - this does make us wonder if they are just pulling 
figures out of a hat. Because what has happened to change the number of necessary staff,  
between now and the preparation of the 5 Year Strategic Plan last year? 

CHFTʼs FBC proposes these measures to make it possible to do with 479 less staff than at 
present:
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• service reconfiguration and redesign;
• recruitment and retention;
• new professional roles;
• job evaluation;
• staff utilisation and productivity. 
(FBC pages 9 & 72)

The CHFT workforce plan is inadequate in the following respects

It has next to nothing on a community services workforce plan.

Key assumptions of the workforce plan are questionable: 

• There is no evidence that cutting 105 hospital beds is feasible (which would account for 
150 WTE job losses, or 22%.)

• The reviewed skills mix/ new professional roles are unlikely to provide good quality, safe 
patient care.

• Job evaluation, say nurses we have spoken to, is likely to destroy everything that 
epitomises nursing - that is, to provide all nursing care from basic care upwards. To 
nurse the whole person, whatever their needs.

• Increased use of voluntary work and community involvement in both hospitals is part of 
the workforce plan

It includes significant workforce changes based on new West Yorkshire and Harrogate 
Sustainability and Transformation Plan schemes that have not been consulted on and 
have not been scrutinised by Councillors.

Each of these shortcomings is described in the following chapters.

2. COMMUNITY SERVICES WORKFORCE

There is next to nothing on community services workforce plan

Calderdale and Huddersfield NHS Foundation Trust (CHFT) is a hospital AND community 
services provider,  but the workforce plan section of the Full Business Case says almost 
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nothing about the community service workforce implications of the proposed 
reconfiguration.

The failure to include community service staff in the workforce plan is a gaping hole. Why? 
Particularly when we have come across this advice (that we think may be from the 
Independent Review Panel, although we did not remember to bookmark the link):

• The focus on acute care provision should not overshadow the need to strengthen 

primary care
• Local discussion often centres on beds as a representation of investment and 

capacity – the debate should focus more on creating a viable workforce for primary 
and community services

The omission is particularly dire given the overstretched and understaffed community 
services in both Greater Huddersfield - where Locala provides community health services 
that need improvement, according to the recent Care Quality Commission report - and in 
Calderdale.

District nurses need to account for every minute of their time – every activity is allotted 
time, from accessing notes to patient care and travel. It is demoralising and time 
consuming. Their laptops are poor and as they are out and about, the notes they are 
supposed to write end up as home work, with nurses reporting that they often are writing 
notes at 9.30pm.

Recently-retired Calderdale Community Matron Anne Marie Hutchinson said,

“Working with vulnerable clients with inadequate resources is hell on earth. You cope 
initially by doing unpaid overtime then you burn out. I was lucky, my retirement date 
came and I took the opportunity to get out. Still feel guilty about those left behind!”

It is essential to have the right numbers of staff with the appropriate levels of training and 
skills in the community to care for sicker patients with more complex care needs. Qualified 
District Nurses need to be a key element in this work-force, co-ordinating and supervising 
other less qualified members of the Community Nursing Team.

Nationally, there are only half the number of District Nurses there were in 1997, and a third 
of those remaining are over 50 years old. The numbers being trained nationally are 
inadequate, and in 2016 12% of the training places were unfilled, with Health Education 
England citing “a reduced calibre of students and availability of placement capacity”, 
presumably as a result of lack of Community Practice Teachers within the stripped down 
Community Nursing Teams. (Understanding Quality in District Nursing, Kingʼs Fund August 
2016)
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There is no evidence that CCGs have embarked on a locally-driven process of training up 
sufficient District Nurses to support the massive changes planned in the numbers of sicker 
patients in the Community. It will not be possible to attract ready-qualified District Nurses 
from other areas – Calderdale and Greater Huddersfield will need to grow our own – and 
that takes time, so the gearing up needs to start now. But it doesnʼt seem to be.

Recently-retired CHFT consultant Colin Hutchinson told the Calderdale & Kirklees Joint 
Health Scrutiny Committee,

“Do not be reassured that larger numbers of less qualified staff will make up for the 
shortage. There is very good evidence that the levels of qualified graduate nurses 
makes a very big difference to hospital death rates and to the speed of patient recovery, 
the most recent being published this month in the BMJ Quality and Safety, ʻNursing skill 
mix in European hospitals, by Aiken L.H. et al.. When such patients are being cared for 
in their own homes, there is every reason to believe that the close involvement of 
graduate nurses would be even more critical.”

Disregarding these vital points, the Full Business Case limits itself to:

• a claim (p74) that the proposed reconfiguration will improve recruitment and retention of 
clinical staff within key hospital and community specialties;  and 

• a key workforce planning assumption that an outpatient services review will help deliver 
new models of care and reduce follow-up appointments for existing patients with long-
term conditions, while CHFT works with mental health, primary and social care and other 
local provider services to “develop efficiencies in service provision.” FBC p 76)

At the July 2017 meeting, the Calderdale and Kirklees Joint Health Scrutingy Committee 
rubbished the CCGsʼ lack of a primary care strategy and the Kirklees Local Medical 
Committee (LMC) secretary Dr Bert Jindal complained that the LMC had not been involved 
in any discussions about the reconfiguration proposals or the FBC. Among their many 
concerns, the LMC are worried about  the impact of a greater workload on GP services 
and community nursing. There is a workforce crisis in General Pratice nationally and not 
enough staff to run existing GP services and primary care.

On top of all this, we are worried that the omission of community services workforce 
planning from the Full Business Case may mean that CHFT are  assuming that they will 
lose the community services contract/s when the Calderdale Accountable Care System is 
set up (FBC p26; October 2016 Calderdale locality Sustainabiity and Transformation Plan) 

This needs proper scrutiny. 

3. HOSPITAL BED CUTS

There is no evidence that cutting 105 hospital beds is feasible 
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The workforce capacity modelling takes account of a 105 bed reduction by 2021/22 
delivered by improved pathways that enable admission avoidance and reduction in 
length of stay - this would account for 150 of the WTE job losses (FBC p77). The public 
consultation only identified 77 bed cuts - the difference is mostly accounted for by the 
reduction of planned care hospital beds to 64 in the Full Business Case.

The FBC has recourse to “belief” and likelihood” to justify this assumption - it says (p 73) 
they BELIEVE that the proposed reconfiguration will “maximise” the opportunity to 
increase workforce efficiency and sustainability, so that CHFT can comply with workforce 
standards & be able to comply with 7 day working & deliver speciality rotas - particularly 
for ED, acute medicine, critical care, paediatrics and radiology. (FBC p75) This is “likely” to 
make it easier to recruit and retain staff, so reducing agency staffing/costs.

Belief and likelihood are not evidence - and it is not clear that there is any reliable 
evidence to support the assumption that the 105 bed reduction is safe or that new 
“pathways” will enable admission avoidance and reduction in length of stay. 

The ability to cut 105 beds is based on a hugely optimistic assumption of a 6% 
reduction in emergency admissions every year for 5 years; this would have a 
cumulative effect of a 27% reduction over this period. Just for comparison, over the same 
period, the West Yorkshire STP overall is only planning a 4% reduction in emergency 
admissions in total.

Are the other areas of West Yorkshire simply lacking in ambition? Or are the plans for 105 
bed cuts - more than the 77 bed cuts that were consulted on -  going to place us from a 
state of intermittent crises to a situation of never-ending crisis? 

Running hospital services with inadequate bed numbers is not efficient. It is not cost-
efficient. It leads to staff wasting their time playing with the Rubikʼs Cube of moving 
patients around to try and find a bed - any bed -  to accommodate their patients, rather 
than getting on with the business of caring for them. 

It leads to ambulances and their crews backing up in hospital car-parks, rather than being 
out on the road attending to the next patient. It means that patients are admitted to 
inappropriate beds, remote from the medical teams that are caring for them, as the CQC 
noted in their report.

The Clinical Senate said the Care Closer to Home and hospital services reconfiguration 
proposals are aspirational and they cannot give any assurance that they will result in 
patient care of the required standard.  

Unisonʼs Sustainability and Transformation Plan Briefing points out that while moving care 
closer to home may have the potential to produce benefits for patients, 
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“they have traditionally proved hard to deliver and are unlikely to produce 
substantial costs savings, even in the longer term.”

The experience of the NHS mental health trust (South West Yorkshire Partnership 
Foundation Trust) and Calderdale Councilʼs Rehabilitation and Recovery Service is 
instructive. They announced their aim to move patients out of rehab and recovery 
accommodation into their own homes, supported by ʻa flexible community offerʼ – whatever 
South West Yorkshire Partnership Foundation Trust might mean by this.

Calderdale Council proposed that mental health patients would pay for this community 
support using means-tested personal social care budgets and non-means tested personal 
health budgets

Is this what is going to happen to non-mental health patients under the Care Closer to 
Home scheme? That they will be made to pay for community support on the basis that it is 
personal social care, not NHS care?

A recent court case shows that the NHS is already trying to engineer this by saying that 
personal care is not a “nursing need”, so the NHS should not have to pay for this as a 
lower qualified assistant could do it. 

Accessing the continuing care budget is already very difficult - one of our grandmas was 
all but dead by the time they decided her needs were "nursing". But more and more 
patients will come to rely on it as a result of cuts to hospital beds. We cannot accept this 
as a desirable direction of travel. It undermines patientsʼ free access to NHS services at 
the point of clinical need - as their needs are increasingly being redefined as “personal 
care”.

The Mid Yorks reconfiguration plan in 2014 included downgrades to Dewsbury District 
Hospital and its A&E, but the Dewsbury hospital bed cuts plans have had to be 
shelved because they were unrealistic. The Star Chamber recommendations say that 
this is “despite work to develop enhanced services outside hospital settings” – aka care 
closer to home.  

The Mid Yorks plan was to reduce  beds across the system from 1148 to 985 - but events 
have shown that the bed modelling was based on false assumptions, as the Mid Yorkshire 
Hospital Trust Chief Executive Officer admitted on 2 February 2017.  

A recent review of the bed modelling has taken account of demand and capacity, length of 
stay and changes to the assumptions about drive time (where people picked up by 
ambulance would be conveyed) and concluded that 1118 beds are required -  a reduction 
of 30, not 163 as planned in the Full Business Case.
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The example of mental health trustsʼ bed cuts some time ago does not inspire 
confidence either. They cut beds,  then found they needed them, haven't got the money 
to reopen them or build new mental health hospitals, and so are increasingly reliant on 
private mental health hospitals and beds. 

There is now a massive shortage of NHS beds for mental health patients in Calderdale 
and Greater Huddersfield.  In financial year 2015/16, Calderdale CCG paid £1,612,525 to 
5 private mental health companies for mental health hospital and care home services. 
Rosemary Hedges, a retired NHS mental health worker,  comments:

“These are truly shocking statistics. When Storthes Hall Mental Hospital in 
Huddersfield closed in 1989 the health authority reprovided 76 inpatient beds, a 14 
bed rehab hostel and a 22 bed long stay facility. That was just for one health 
district. By 2010 they had all gone. Now we pay through the nose to provide profits 
for private companies. Itʼs a disgrace.”

4. REVIEWED SKILLS MIX/NEW PROFESSIONAL ROLES

The reviewed skills mix/ new professional roles are unlikely to provide good quality, 
safe patient care

All wards will have minimum nurse to patient ratios of 1:8 daytime and 1:10 night, with 
the exceptions of ITU; Level 2 = 1:2, Level 3 = 1:1 and Paediatric wards 1:4. However, the 
FBC Workplan does not say if these are all registered nurses or not. This is crucial to 
patient safety. 

Recent research has found increased rates of patientsʼ deaths in hospital following 
common surgical procedures, on wards with low numbers of registered nurses – where, as 
a result there is also a higher incidence of necessary but missed nursing care. A report in 
the International Journal of Nursing Studies (http://dx.doi.org/10.1016/j.ijnurstu.
2017.08.004) concluded that analyses of data from the RN4CAST study (2009–2011) 
supported the hypothesis that missed nursing care is the reason why there is an increased 
risk of patient mortality on wards with low numbers of registered nurses.

But the FBC Workplan says use of a reviewed skills mix will be critical to the delivery of 
the new models of care across the planned and un-planned care sites. In other words, 
new grades of less qualified clinical staff will replace more highly qualified professionals. 

12 x 2-year qualified-Physician Associates will be recruited for each of the next 3 – 4 
years, if local higher education institutions can provide the training and the workforce can 
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be released or recruited to fill these roles. The same goes for emergency care practitioners 
(ECP), operating department practitioners (ODP) and nurse associates and nursing 
assistants at band 4 - although these can be delivered internally as a personal 
development route for staff through apprenticeships. Altogether this adds up to around 192 
lower qualified clinical staff/year or 768 over 4 years. 

FBC p78/79 says 

“Skill mix / role improvements: the Advanced/Extended scope Practitioner role will be 
further refined and deployed in the Trust to reduce reliance on the middle-grade 
doctor workforce across many specialties including ED, acute medicine, and 
paediatrics.”

"There may also be opportunities to gain additional economies of scale in medical 
services where the use of advanced practitioners operating in new care pathways, 
can be used to fill difficult to recruit middle and junior grade doctors." 

Nurses we have discussed this with are not happy about the idea of replacing middle and 
junior doctors with advanced practitioners. One Calderdale ANP said: 

“Advanced nurse practitioners are not doctors and we cannot be replacements for 
doctors but we can supplement the skill mix. Different nurses have different 
experience and some have been trained through the hospitals more recently so they 
have done the work of a junior house officer in rotation in some cases. We can 
independently see, diagnose and treat a range of undifferentiated conditions but still I 
don't believe we can replace.

“Staffing the cold site urgent care centre with ANP's/ENPʼs who can only liase 
remotely with A&E on the hot site is a huge worry. When you read what they say will 
come through the doors of an urgent care centre it doesnʼt sound too much - but 
when a poorly person has the choice of making it to the closest place or not making it 
further,  anything could and will walk through that door.”

CHFT are saying the urgent care centre could be provided by another provider, and if it 
were,  CHFT would lose 13 staff (FBC p77). Which 13 staff would that be?  Plus, for two 
urgent care centres there is no way 13 staff is enough. 

Each of the staff needs two days off and you need about 6 working each of the 7 days on 
an 8-8 service.  Overnight they will need at least two overnight at each - and this is a very 
rough calculation based on walk in centre figures from wakefield with pinders A&E nearby.
5. JOB EVALUATION

Job evaluation is likely to destroy everything that epitomises nursing
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The FBC says that competency based job evaluation to ensure clinical staff are 
practicising to the full extent of their education and training and not doing jobs that could 
effectively be done by someone else will generate the opportunity for new roles to be 
created, enabling skill and grade mix workforce changes. (FBC p9). Job Evaluation would 
account for 136 of the lost WTE jobs. (FBC p77)

Nurses among us  think this is a very bad idea.  One said,

“Not to be able to do things for patients that others on a lower grade can, destroys all 
that epitomises nursing - that is to provide all nursing care from basic care upwards. 
We nurse the whole person, whatever their needs. I simply hate this proposed idea 
that a nurse can be too well qualified to take a patient to the toilet or assist them to 
eat! You can be underqualified for tasks but not overqualified. I hate the way the NHS 
is going.”

At least 136 Whole Time Equivalent jobs are due to go through Job Evaluation,  although 
there are likely to be more. (The 136 figure comes from the Full Business Case table of 
“Change in Whole time Equivalent Headcount”, which is for only years 3-10 and does not 
include figures for Years 1-2.)  CHFT sent figures for Years 1-2 separately to NHS 
Improvement. The Full Business Case notes that WTE job losses in the workforce plan for 
the first two years are double the number for years 3-10. (Full Business Case, p77)

A Calderdale nurse said,

“It sounds like everyone will be frightened for their job, needing to look important at 
all times and applying for their own job, if not their own job on a reduced grade.

This is already happening. Often specialist nurses are on band 5 & 6 grades. 
Historically, specialist nurses like Macmillan nurses, pain specialist nurses or diabetic 
specialist nurses were at least a band 7 – most often band 8 (the old junior/ senior 
sister level).

These same jobs are now sometimes advertised on a band 5 or a band 6 which is 
entry level staff nurse or Senior staff nurse level. But these specialist roles involve 
independent work, advising a range of other professionals, lots of education and big 
case loads requiring lots of knowledge.

On a band 5 you wouldnʼt get interest from more experienced staff for that pay, so 
inexperienced nurses take the roles.

The palliative care nurse at work seemed worried at our last meeting, she said they 
were being asked to ensure their duties were appropriate to grade so she had to be 
doing more education and more delegation. We have been here a few times if you 
ask around – lots of managers in the community needed to reapply for jobs.
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They will chop roles, reinvent a reduced number of new ones so 5 senior positions 
become 2 or 3 new positions and then they all have to apply for the remaining few 
jobs. All makes for unhappy staff.”

Downgrading the profession

The entire definition of nursing has been called into question in a recent court case about 
who should fund the qualified nurses in Care homes and in the continuing care budget; it 
appears that the “NHS” argued that they donʼt need to fund the entire nurse pay if that 
nurse is doing “personal care.”

This could be incredibly important for nursing and fuel the current agenda of downgrading 
the profession. If they can redefine what is a nursing need, they not only avoid the 
expense of many nursing home and hospital beds but take away the entire art of care side 
of nursing, leaving it as a clinical task orientated entity.

Calderdale and Huddersfield NHS Foundation Trust is desperately short of nurses and as 
a result has a lot of agency staff, which cost  £20m in 2016/17.

Government must increase the number of nurses and bring in safe staffing laws

The solution is not to limit what nurses do in order that cheaper, less qualified staff can 
take over personal care tasks.  The Government needs to increase the number of nurses 
as the shortage of nursing staff is putting patients at risk.

Data analysis by the Royal College of Nursing shows that 90% of Englandʼs largest NHS 
Hospitals are short of Nursing staff and supplementing them with unregistered staff.

Janet Davies from the Royal College of Nursing said,

“These startling figures show that, despite the Governmentʼs rhetoric, our largest 
hospitals still do not have enough nurses and that is putting patients at risk.

“In light of this, the Government must redouble its efforts to train and recruit more 
qualified nurses and stop haemorrhaging the experienced ones who are fed up, 
undervalued and burning out fast.”

Janet Davies added that it is unreasonable to expect unregistered staff to fill staffing gaps, 
putting them in a situation they have not been trained to handle, and that,

“Nurses have degrees and expert training and, to be blunt, the evidence shows 
patients stand a better chance of survival and recovery when there are more of them 
on the ward.”
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6.  INCREASED USE OF VOLUNTEERS AND COMMUNITY GROUPS IN THE NEW 
PLANNED AND UNPLANNED CARE HOSPITALS

We are gobsmacked. What tasks will be handed to volunteers and community groups?  
What about patient safety? What about the ethics of undermining properly waged jobs 
carried out by trained, qualified and unionised staff, by replacing them with third sector 
organisations who may or may not pay those who are carrying out this work? The 
workplan gives no information about how this proposal would work so it is hard to 
comment. But if it involves contracting work to third sector organisations, we can only say 
this is soft privatisation. 

7. NEW WEST YORKSHIRE AND HARROGATE SUSTAINABILITY AND 
TRANSFORMATION PLAN SCHEMES THAT HAVE NOT BEEN CONSULTED ON OR 
SCRUTINIZED

The Full Business Case proposes 64 planned care beds, which is a considerable 
reduction from number we were told in the public consultation. 

We cannot make any sense of all this. First the planned care bed numbers are cut after 
the public consultation. Then the Full Business Case includes two different Sustainability 
and Transformation Plan/West Yorkshire Association of Acute Trust proposals for planned 
care, that have not been consulted on or scrutinised by Councillors, and that seem to be 
contradictory in their implications for workforce and other resources.

The third West Yorkshire and Harrogate Sustainability and Transformation Plan scheme is 
about vascular services.

The place for scrutinizing these plans is the  West Yorkshure and Harrogate Joint Health 
Overview Scrutiny Committee, which has been asleep on its watch. It has met only 3 
times, most recently in March 2017, and when contacted a couple of months ago, the 
responsible Scrutiny Officer said there is no date for the next meeting. 

West Yorkshire and Harrogate Sustainability and Transformation Plan - vascular 
services.

The Full Business Case says it includes the additional capacity requirements if CHFT were 
to be chosen as the second vascular arterial site for the West Yorkshire and Harrogate 
Sustainability and Transformation Partnership - but the table of “Change in Whole time 
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Equivalent Headcount” (FBC p77) shows a reduction of 14 WTE staff due to West Yorks 
Vascular collaboration. 

This doesnʼt make sense, unless it means that CHFT thinks it will lose its existing 
specialised arterial vascular service in the West Yorkshire Association of Acute Hospitals 
(WYAAT) reorganisation of the service, which aims to reduce the number of hospitals 
providing it to 2 ʻhubsʼ. If this were to happen, CHFT would provide “a fully integrated 
spoke service.” (FBC, p61.) We have no idea what any of this means. 

Additional elective surgery, at an elective “hub” site

Increasing numbers of planned care patients in Calderale and Greater Huddersfield are 
using private hospitals - either deciding to go private because of delays and restrictions to 
elective treatments in CHFT, or by CHFT referring patients to local private hospitals 
because they canʼt keep up with patientsʼ need for operations.

In recognition of this,  the Full Business Case includes a new Sustainability and 
Transformation Plan/ West Yorkshire Association of Acute Trusts (WYAAT) proposal for 
delivery of additional elective surgery at an elective “hub” site, that aims at:

“releasing WYAAT providers capacity to undertake additional elective activity that 
is currently contracted to the private sector...” (FBC, p 61) 

This would be done by “using estate and workforce in a flexible model across the WYAAT 
footprint.” (FBC p133). 

The planned care hospital could take this additional elective work (repatriated from the 
private sector and out of area) by “optimising utilisation of the planned care facilities out of 
hours and at weekends.”

The Financial Case Upside Sensitivities Table (FBC p 141) seems to show that this 
additional elective work would be done for private patients, as it is listed as Independent 
Sector Patient Income, and the notes say that 

“Changes to Commissioning clinical thresholds, growth in regional and national 
waiting lists is [sic] likely to have an impact on the demand for independent 
healthcare. The Trust would seek to maximise utilisation of existing resources to 
meet the anticipated growth in independent sector patient income...with this work 
being delivered through utilising three session days and 7-day services.”

£m FY18
The “Change in Whole time Equivalent Headcount” Table shows this additional elective 
work would require an additional 80 staff. (FBC, p77) The Income and Expenditure table 
shows that it would generate income of £0.1m in FY19, rising to £1.5m by FY27 and 
£2.9m in FY42.

14



Is this a plan to set up a Private Patient Unit? Or would the private patients just use the 
same wards as NHS patients, at times when NHS patients were not using them, out of 
hours and at weekends? 

The usual justification that trusts provide for establishing a private patient unit is that the 
income from the unit will benefit NHS patients. However, there is ample evidence that this 
is not the case and that to generate more revenue most District General Hospitals would 
be better increasing the numbers of NHS patients they treat rather than establish a more 
capital intensive PPU.

This needs scrutiny by both Councillors and the public.  The public has all along suspected 
that the Planned Care Hospital would be used for private patients and this cannot go 
ahead by stealth through the notoriously secretive Sustainability and Transformation 
Partnership.

West Yorkshire and Harrogate Sustainability and Transformation Plan - 
standardisation of elective surgery

A new Sustainability and Transformation Partnership/ West Yorkshire Association of Acute 
Trusts (WYAAT) proposal for standardisation of elective surgery (associated with 
collaboration with other hospitals) aims to cut costs (FBC p133) as it may enable 
efficiencies such as reduced length of stay to be delivered and could reduce the workforce 
required. (FBC, p 61)

The anticipated WTE reduction is 10 in each of years 3, 4 and  5.

The first elective service to get the standardised operating procedure is orthopoedics. The 
aim is to increase operations and reduce subcontracting to NHS providers, while reducing 
the total cost of orthopoedic services by between £4.2m and £9m through reducing the 
total workforce and use of bank and agency staff. 

How are they going to do more operations with fewer staff?  A look at the Getting It Right 
First Time (GRIFT) scheme, that this proposal is based on, shows that these 
standardisation schemes are based on econometric measurements of value for money, 
not patientsʼ clinical needs. (Report on the Value Challenge Pilot, HFMA/Healthcare 
Costing for Value Institute, May 2017) 

This raises the question of what happens to patients whose treatment would not represent 
value for money - that might use more resources than the standardisation scheme allows 
for.
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And if the elective hub goes ahead, using the planned care facilities  and staff out of hours 
and at at weekends for private patients and patients from other areas, it looks as if the 
planned care hospital could be under a lot of pressure.

Orthopoedics is listed in the Full Business Case as an inpatient service. The Full Business 
Case doesnʼt seem to say how many bed days are assumed for orthopoedic patients. But 
all day case activity in the planned care hospital has been assessed at 0.5 of a bed day for 
each day case (with the exception of Oncology and Haematology day cases where 
assessed a 0). This is potentially problematic. An Advanced Nurse Practitioner points out,

“Haematology patients can become unwell quite quickly so although we did use to 
take day case patients you may end up needing to find them a bed - so a hospital 
without capacity for spare beds is a risky business.

Haematology / oncology day case cannot be a flat 0 beds? People do react to chemo 
and to blood and folk do take unexpected turns for the worse.”

Patients would be travelling from the far end of Calderdale to the Huddersfield planned 
care hospital and if they were to be turfed out without any chance of even a half day in bed 
to recover, that could be very difficult for them.
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