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F Mill 

Dean Clough 
Halifax 

HX3 5AX 
Tel: 01422 307400 

FOI.Calderdale@calderdaleccg.nhs.uk 
 
Date:  28 February 2020 
 
 
Dear Jenny 
 
RE: Questions to Governing Body 
 
Please find below the CCG responses to the questions submitted to the CCG 
Governing Body on 23 January 2020. 
 
1. West Yorkshire and Harrogate Integrated Care System risks not achieving its 

financial targets, because various provider trusts have not met, or are 
forecasting they won’t meet, their own financial targets.  
 
Because of the government’s carrot/stick approach to fund the NHS, this risks the loss 
of Provider Support Funding of at least £1m and possibly £8m across the Integrated 
Care System, and also the loss of transformational funding. At month 7 the Integrated 
Care System’s reported position had deteriorated as more provider trusts were 
financially pressured. This means a greater risk that the ICS won’t meet its control total. 
The papers note that “the CCG is increasingly being tied into the performance of ICS 
partners.” 

 
• What is this risk level and how much money might the Integrated Care System 

lose?  
• How would that affect Calderdale Clinical Commissioning Group and Calderdale 

and Huddersfield NHS Foundation Trust?  
• Is the government’s real terms NHS funding pledge of an extra £20.5bn by 2023/4 

going to make it any easier for West Yorkshire and Harrogate Integrated Care 
System to achieve its financial targets from 2020/1-2023/4?  

• Did Airedale Trust and/or Bradford Teaching Hospital end up not meeting their 
financial targets for Q3?  

• If so, how much Provider Support Funding has been lost and how has that affected 
Calderdale and Huddersfield NHS Foundation Trust and SWYPFT? 

 
The CCG recognises the financial risks of being part of the West Yorkshire & Harrogate 
Integrated Care System (ICS) as noted in our report. We currently are not in a position 
to answer direct questions on the ICS financial position as we report the CCG’s 
individual financial position. We will however provide your questions to the ICS to 
respond on the overall position.  Please confirm you are happy for the CCG to share 
your contact details with the ICS for the purpose of providing you with a response. 
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2. Contracting  
 
• What is the planned choice process across Yorkshire and Humber that is required by 

the NHS Long Term Plan for all patients who reach a 26 week wait?  
 
Further guidance on 26 weeks waits is currently awaited.  
 

• And what are the results of the work undertaken by Calderdale Clinical Commissioning 
Group into the financial and activity risks for Calderdale?  
 
The CCG has set up a routine monitoring report for patients waiting over 26 weeks at 
specialty and provider level. Until further guidance is published it is not possible to 
quantify any financial and/or activity risks. 

 
 
Chief Finance Officer’s Report   
 

• What is the non-contracted activity with acute providers other than Calderdale and 
Huddersfield NHS Foundation Trust, that has caused a £0.5m overspend?  
 
The increase in expenditure mainly links to increased levels of activity and cost at 
Spamedica in respect of the cataract surgery pathway.  
 

• Which are the other providers?  
 
As above. 

 
• How does that relate to the lower than planned acute activity levels at Calderdale and 

Huddersfield NHS Foundation Trust?  
 
Planned levels of activity at Calderdale and Huddersfield NHS Foundation Trust 
(CHFT) are only marginally below plan for elective activity and more so below plan for 
non-elective activity and therefore this is deemed to be a positive position. The 
increase in non-contract activity is not related to non-elective activity. 
 

• Why couldn’t Calderdale and Huddersfield NHS Foundation Trust provide the acute 
services that have been carried out by other providers?  
 
In addition to the positive position in respect of non-elective activity, activity at other 
acute providers is as a result of patients exercising their right of choice of elective 
provider and where the use of provider is determined by a clinical requirement i.e. 
referral from secondary to tertiary care. 
 

• Is it anything to do with the Aligned Incentives Contract (AIC) between the local Clinical 
Commissioning Groups and the Foundation Trust that incentivises “demand 
management”, by allowing both Clinical Commissioning Groups and the hospitals to 
“reward” themselves with the money saved by reduced “demand”?  
 
Not really.  The AIC allows the CHFT and the CCG to manage the risk of fluctuating 
demand and/or activity levels. If anything it incentivises both parties to recognise 
pressures on both sides and seek to identify solutions.   
 
 
 
 
 



• Why have referrals to the private BMI Hospital in Huddersfield increased by 97.4% 
compared to 2018/19?  
 
The increase in referrals to BMI Huddersfield relates to patient choice as required by 
the NHS Constitution. 
 

• Are these for planned operations?  
 
Yes.  BMI Huddersfield is commissioned to only provide elective i.e. planned services. 

 
• Is it to do with Calderdale and Huddersfield NHS Foundation Trust’s long waiting times 

for Referral To Treatment (that are currently not being measured because the Trust is 
taking part in an elective care pilot about waiting times?)  
 
As stated above, the increase in referrals is linked to patient choice. There may be a 
number of reasons why an individual will select a particular provider, relative waiting 
times for Referral To Treatment is likely to be one of these factors. 
 

• Also why has the Clinical Commissioning Group’s spending on private cataract 
operations and related outpatient activity increased significantly over recent years and 
is set to increase by 33% in 2019/20 compared to 2018/19? 
 
The increase is linked to patients exercising choice of elective provider once the need 
for referral for cataract surgery is confirmed. The choice of provider will be informed by 
a number of factors e.g. waiting times for first outpatient appointment and subsequent 
treatment. 

 
 
3. Revised strategic outline case for hospitals and GP/community health services 

transformation 
 
Re: 83/19 Right Care, Right Time, Right Place – Update To Secretary Of State – Has 
the Sec of State, Dept of Health and Social Care etc accepted the revised strategic 
outline case? 
 
The CCG is are awaiting formal written confirmation of the outcome of the national 
processes that took place at the end of last year regarding consideration of CHFT’s 
Strategic Outline Case. 

 
 
4. Locala GP practice in Todmorden 

 
Re the High Level Risk Register and the expiry date for APMS contracts – now that the 
Locala APMS contract for Todmorden Calder Community Practice has been extended 
for 2 years while the CCG looks for another GP practice to take it on, will this GP 
Practice become part of Upper Calder Valley Primary Care Network? 
 
Calder Community Practice Will become a member of the Upper Calder Valley Primary 
Care Network from the 1st April 2020. 

 
 
 
 
 
 



5. The Director of Public Health’s report on health and work 
 
The Introduction to this report refers glancingly to the damaging effects on health of 
precarious, low wage and zero hours contracts and includes statements about the 
importance of Good Work. But it doesn’t identify the proportion of jobs in Calderdale 
that come into the categories of “bad work” (precarious, low wage work and zero hours 
contracts), or what public bodies can and should do to make sure that such bad work is 
replaced by good work. 
 
Please will the Governing Body recommend that this should be a key focus of public 
health programmes about work and health? And that they should take into account: 
 
• work by Mark Fisher in Capitalist Realism, on the relationship between the capitalist 

economy and mental illness,  
• Ted Schrecker and Clare Bambra’s How Politics Makes Us Sick – Neoliberal 

Epidemics, and  
• the recent research report in the Journal of Epidemiology & Community Health, 

which shows a widening in health inequalities by income now compared to people 
born in the 1920s. 

 
The CCG is not in position to recommend this formally; however, we recognise the 
concern raised and we will pass on your comments to Calderdale Council’s Director of 
Public Health for their consideration. 

 
 
6. Primary Care Networks and West Yorkshire Integrated Care System discussion 

on how to measure demand and capacity in General Practice 
 
(Info source: Item 7 Appendix 2 – letter to CCCG from NE and Yorkhsire NHSE/I re 
CCG Improvement and Assessment Quarter 2 Review Meeting) 
 

• What has been done about the quangos’ recommendation for a West Yorkshire and 
Harrogate  Integrated Care System discussion on how to measure demand and 
capacity in general practice?  
 
The CCG continues to work with the ICS partners and regulators to understand 
demand and capacity across West Yorkshire and Harrogate (WH&H). 
 

• How does this affect the ability of Care Closer to Home to reduce the need for hospital 
beds?  
 
The CCG is committed to the delivery of resilient primary and community care 
services.  As reported to the Secretary of State in September 2019: The current plans, 
and those of the wider system, for out-of-hospital care, could reduce acute hospital bed 
days by 10% over five years, if they reach their full potential. This would more than 
absorb the forecast 5% increase in hospital usage from demographic growth. The 
modelling work presented evidence that the best integrated care systems in both 
England and internationally have 20-40% fewer non-elective bed days per head of 
population than Calderdale and Greater Huddersfield CCGs. The CCGs have therefore 
set an aspiration to reduce non-elective bed days for the population by 30% over 5 
years. This would make Calderdale and Greater Huddersfield CCGs some of the best-
performing areas in the UK for this measure. This modelling, the NHS Long Term Plan 
Implementation Framework and the five-year framework for GP contract reform are 
informing CCG investment decisions in primary and community services to address 
demand pressures, enable workforce expansion, and develop new services to meet the 
needs of the population. 
 



 
The Strategic Outline Case confirms that the total number of hospital beds will continue 
to remain broadly as they are now whilst integrated services are developed in the 
community and demonstrate a sustainable reduction in the demand for in-patient 
hospital care.  
 

• With regard to the development of Primary Care Networks, what is the likely impact of 
GPs’ recent mutiny over the 2020/21 Directed Enhanced Services specifications and 
the widespread perception that Primary Care Networks are not the solution to the 
problems of under-resourced and struggling GP and community health and social 
services? 
 
The CCG is not in a position to comment and awaits the response from NHS England 
following the engagement they have undertaken on the draft outline Network Contract 
DES service specifications. 
 

• What is the elective care pilot about waiting times that CHFT is participating in? 
 
As part of the national clinical review of standards, CHFT are one of 12 pilot sites 
looking at moving to an average waiting time rather than 92% of patients treated within 
18 weeks. The theory being that this ensures focus on those patients who currently 
have a very long wait i.e. once they have breached 18 weeks, as the very long waits 
have more of an impact on average waiting times that the current 92% standard.  The 
evaluation period for this work has been extended because 4 months, for elective 
pathways is insufficient and therefore we will be continuing with this into 20/21.  

 
 
7. What is the scope of the £36K Calderdale CCG contract with Pinnacle 

Performance Development Ltd to come up with a Workforce Strategy for the 
Calderdale “Place based system”? 
 
This is nearly two years after the West Yorkshire and Harrogate Sustainability and 
Transformation Plan Workforce Strategy was finally published in April 2018 – after well 
over a year of us asking to see it. That showed Calderdale stating that they didn’t know 
what staff they need to deliver the Calderdale Sustainability and Transformation Plan – 
now apparently renamed as the Calderdale “place based system”. 
 

• Is this what Pinnacle Performance Development Ltd is supposed to come up with? 
 
Please see attached extract “Calderdale Workforce Strategy Development – 
Requirements” from the procurement documentation which sets out the requirement in 
full. 

 
I trust that this information answers your questions.   
 
Yours sincerely 
 
Neil Smurthwaite 
Chief Finance Officer/Deputy Chief Officer 


