
QUESTIONS AND ANSWERS, CALDERDALE & KIRKLEES JOINT HEALTH 
AND OVERVIEW SCRUTINY COMMITTEE MEETING, 16 NOVEMBER 2021 

At the 16 November 2021 Calderdale and Kirklees Joint Health and Overview Scrutiny 
Committee meeting, Calderdale and Huddersfield NHS Foundation Trust’s 
Transformation and Reconfiguration team did not present either the CHFT Full 
Business Case on the new Huddersfield Royal Infirmary walk-in A&E; or the Outline 
Business Case Reconfiguration of CHFT Services and Estate Developments of both 
Huddersfield Royal Infirmary and Calderdale Royal Hospital. 


Both were on the agenda for Scrutiny, but instead, the hospitals trust only produced 
slide presentations summarising the Business Cases.


The Councillors told the hospitals trust that they needed detailed information about the 
following issues, in order to write their report and recommendations on the proposed 
hospitals reconfiguration to the Independent Reconfiguration Panel and Secretary of 
State. 


Here is a report on the questions and answers at the 16th November 2021 Scrutiny 
Committee, with some additional comments from me. (For clarity, comments are in 
coloured text boxes.)


1. Value engineering - ie cost-cutting changes to design, in order to stay 
within budget 

Q: Cllr Colin Hutchinson asked what guarantee there was that construction costs inflation 
wouldn't lead to value engineering - cost-cutting changes to the design the HRI’s new 
walk-in A&E, in order to stay within budget, which would damage the long term 
operation of the HRI A&E. 


A: Stuart Baron, CHFT Associate Director of Finance - The design is compliant with 
Health Building technical memorandums.  


A: Mark Davies, CHFT Consultant in Emergency Medicine and a Clinical Lead for 
Transformation and Reconfiguration -  Re value engineering, some changes he'd 
vetoed and others he’d agreed. Eg changes to ceiling light shapes don’t have any 
impact, but changes to rooms do have significant impact. He was comfortable that 
none of the proposed ‘value engineering’ changes will have significant impact on the 
clinical function of the A&E.


Q: Cllr Colin Hutchinson - Referred to the Case for Change Slide 4 in the Summary of the 
Strategic Case section of the Draft Outline Business Case by the Director of 

https://www.calderdale.gov.uk/nweb/COUNCIL.minutes_pkg.view_doc?p_ID=81802&p_Type=A
https://www.calderdale.gov.uk/nweb/COUNCIL.minutes_pkg.view_doc?p_ID=81802&p_Type=A


Transformation and Partnerships,  Calderdale and Huddersfield NHS Foundation Trust. 
He recalled that in the initial design of Calderdale Royal Hospital, there was a lot of 
clinical input that got swept away as the design process continued.  Demands to 
reduce the cost of the build led to smaller rooms, loss of soft space (eg storage rooms, 
rooms for confidential discussions with patients, relatives etc),  office space on wards,  
and space around beds. He said,   


“The intention on slide 4 is to address those issues in new build. How can we be sure 
history isn’t going to repeat itself and that clinical input to design is maintained 
throughout design process?”


A: Mark Davies said it was down to the clinical leads on this project to make sure that the 
facility is fit for clinical purpose for patients.





2. The cost of backlog maintenance on Huddersfield Royal Infirmary, in 
addition to the costs of the new local walk-in Huddersfield Royal 
Infirmary A&E 

Q: Cllr Smaje  - The 2019 Strategic Outline Case estate plan says that it does not address 
continued Huddersfield Royal Infirmary backlog maintenance problems. What is there 

COMMENT  

Construction costs inflation doesn’t seem to be the only financial pressure that could 
lead to ’value engineering’.


Capital funding for the revised reconfiguration plan for Calderdale Royal Hospital and 
HRI is limited to £196.6m (Strategic Outline Case 2019, Case for Change 4.8.1: “The 
capital cost of the scheme must not exceed £196.6m.”)


If my arithmetic is correct, this appears to be £14m less than the amount Monitor 
requested from the Treasury for the original reconfiguration plan, that was rejected in 
2017 by CKJHSC, the Independent Reconfiguration Panel and the Secretary of State. 
(The total amount requested was £490m, which included £179m to get rid of CHFT’s 
deficit, apparently leaving total capital funding of £211m for the reconfiguration.) 


If, this is the case, what has been cut from the revised design plans in the 2019 
Strategic Outline Case, to take account of the £14m reduction in capital funding? 



about this in the Full Business Case and Outline Business Case and what is there 
about this in the cost model?


A: Stuart Baron - The Strategic Outline Case identified £85m Huddersfield Royal Infirmary 
backlog maintenance. The capital investment into Huddersfield Royal Infirmary A&E 
won’t address full backlog maintenance. But there will be significant investment into 
future backlog maintenance and they are addressing the Huddersfield Royal Infirmary 
cladding problems as part of the Huddersfield Royal Infirmary A&E investment.


Q: Cllr Colin Hutchinson - Is this programme of work [on backlog maintenance] included 
in the Full Business Case or is it something we could scrutinise now?


A: Stuart Baron - The Full Business Case is purely around investment into Huddersfield 
Royal Infirmary A&E. Through its annual planning process, CHFT commits capital every 
year to address backlog maintenance.


Q: Cllr Smaje - Can we see that information in detail about the estate? 


A: Stuart Baron - Happy to share that outside meeting - what’s been spent on the estate 
and what’s planned going forward.


The historic info I’ll provide isn’t in the business case because it’s historic. And there’s 
an annual capital programme planned which includes cladding,  which is part of the 
Outline Business Case. The Full Business Case is purely around the Huddersfield Royal 
Infirmary A&E. 


Q: Cllr Smaje - So the rest of the capital spend is in Outline Business Case? So can we 
see that information?


A: Stuart Baron - Correct, I’m happy to provide the whole capital spend going forward.




Continued… 




Comment 

a) There are references in the 2019 Strategic Outline Case (p63) to 50% impairment of 
the value of Huddersfield Royal Infirmary, due to reduced use of the building from 
Financial Year 2026, following reconfiguration of both hospitals. 


How much of Huddersfield Royal Infirmary will actually be used from 2026 and 
what is going to happen to the unused bits? 

b) At the Calderdale and Kirklees Joint Health Scrutiny Committee meeting on 19th 
March 2021, Stuart Baron, Associate Director of Finance at Calderdale and 
Huddersfield NHS Foundation Trust (ex-PWC), said that NHS England/Improvement’s 
guidance is that investment below £15m can go straight to a Full Business Case. 
There is £30m overall for Huddersfield Royal Infirmary but they have pulled forward 
the Huddersfield Royal Infirmary investment in A&E and it’s around £10m. The residual 
Huddersfield Royal Infirmary investment would be picked up in the Calderdale Royal 
Hospital Outline Business Case. Financial modelling for the Outline Business Case 
would be carried out over summer for CHFT Board approval in August 2021.


c) My question: Is the £30m overall for Huddersfield Royal Infirmary included in the 
overall £196.6m public Dividend Capital for the whole reconfiguration of both 
hospitals? 


If so that is a change from the 2019 Strategic Outline Case, which said that 
Huddersfield Royal Infirmary capital investment was £20m. That would mean CRH 
now only gets £166.6m instead of the previously specified £176.6m. That would also 
have a bearing on my Comment in 1, above, about an apparent overall £14m 
reduction in the capital funding for the overall reconfiguration, version 2, compared to 
the original plan. 




3. The future model of care at Huddersfield Royal Infirmary and how the 
Huddersfield Royal Infirmary A&E Full Business Case addresses 
points complying with regulations about more efficient work as a 
result of A&E reconfiguration 

Q: Cllr Smaje - request for detail from the Huddersfield Royal Infirmary A&E about 
compliance with standards,  


A: Mark Davies (Emergency Department Consultant and one of the CHFT Transformation/
Reconfiguration Clinical Leads) - The current Huddersfield Royal Infirmary A&E isn’t 
compliant with standards of Royal College of Paediatric Health & for management of 
children in urgent care settings because  it doesn’t have a visually separate paediatric 
area. The new building will. Current building doesn’t meet standards for people in 
mental health distress, the new building will. Ditto contamination standards. Can give 
full report on what the new Huddersfield Royal Infirmary A&E does re statutory 
compliance and why it does it.


Q: Cllr Colin Hutchinson - Will Huddersfield Royal Infirmary A&E fit in with ambulatory 
care? And will beds for inpatient care at Huddersfield Royal Infirmary be used only for 
patients transferred from Calderdale Royal Hospital in a step down process? Or will 
they also be used for patients from Huddersfield Royal Infirmary A&E?


A: Mark Davies - from 1st question looks as if we’re getting into discussion of model of 
care. But the Full Business Case is about building the new Huddersfield Royal Infirmary 
ED. That’s going to be built for 2023 before we’ve fully reconfigured and transformed 
our services by building a new facility at Calderdale Royal Hospital as well. So the new 
Huddersfield Royal Infirmary A&E will effectively take on the work of the current ED but 
in a building that’s fit for purpose. 


When CHFT reconfigures services completely, as planned in the operating model, part 
of the new A&E at Huddersfield Royal Infirmary will be repurposed to provide an 
element of observational beds, like a Clinical Decision Unit-type facility, for patients 
presenting to Huddersfield Royal Infirmary A&E who need a bit of a longer period of 
observation, but not necessarily acute inpatient care. Because from 2025 all patients 
needing acute inpatient care will be going over to Calderdale, because that’s where all 
CHFT acute inpatient services will be provided.


4. What confidence is there that the model will lead to sustainable 
staffing at CHFT? 



Q: Cllr Colin Hutchinson - What confidence can we have that this model that’s being 
developed will lead to a sustainable A&E staffing situation across Calderdale and 
Kirklees? Because this was one of the main drivers of the reconfiguration.


A: Mark Davies: The original reconfiguration model proposed by CHFT was for one ED 
across Calderdale and Kirklees. We’ve been asked to maintain A&E at Huddersfield 
Royal Infirmary, so that does dilute to a degree the improvements in staffing that we 
proposed originally. But concentrating acute and emergency services at Calderdale,  
while providing emergency support at Huddersfield Royal Infirmary, will allow us to 
increase our emergency medical staff at Calderdale while maintaining safe emergency 
staffing at Huddersfield Royal Infirmary for the minority of emergency Kirklees patients 
that present there. That will make it a far more attractive place for emergency staff to 
work than at a split site because they’ll join one big team not 2 small teams, while 
providing support to Huddersfield Royal Infirmary site.


A: Anna Basford - We can provide evidence in a written form of the benefits claimed in the 
Full Business Case.


5. Detailed workforce modelling and use of reduced and alternative 
workforce models 

Q: Cllr Colin Hutchinson - Detailed workforce modelling has presumably been carried out 
in the Outline Business Case. We need to see that modelling. Does it recognise the 
strong link between fully trained nursing staff and length of stay of patients and patient 
safety? There is a very strong evidence base for that link. And particularly given the 
impact on patient observation/monitoring of the large number of single side rooms in 
new wards, compared to Nightingale wards. Has that been taken into account in 
workforce modelling?


A: Mark Davies - Yes… 


Q: Cllr Hutchinson - 2019 Strategic Outline Case p 70 mentions use of ‘reduced and 
alternative workforce models’. Doesn’t go into any detail. What’s the current thinking 
on reduced and alternative workforce models? Where can we see the description of 
those models?


A: Mark Davies - Relates to consolidation of acute services onto one site. The overall 
emergency medicine forces will be reduced relative to what it is now. It will change in 
that there won’t be a need for as many registrars because of the use of Advanced Care 
Practitioners & Physicians Associates. There won’t be a need for separate critical care 
consultants on call for each site. It’s economies of scale because we’ll be on one site 
not two. 




Q: Cllr Hutchinson - It’d be good to see the workforce modelling so we can see it’s going 
to provide a sustainable solution for the foreseeable future, given problems of 
recruitment and retention.


A: Mark Davies - I’m sure we can provide more detail in a written response after this 
meeting.


 
6. Claim that reconfiguration will improve workforce productivity 

including theatre utilisation 

Q Cllr Hutchinson - The Strategic Outline Case says reconfiguration will improve 
workforce productivity including theatre utilisation. Can we have some info about this?


A: Mark Davies - Doing some work at moment on this with surgical colleagues about what 
surgery will be undertaken in which theatres, particularly what is complex surgery. And 
moving away from 4 hour lists morning and afternoon, to lists that meet needs of 
patients. Will be working on this over next 5 years. Aiming to transform way surgery 
works. Will come back and explain in more detail later.


7. Time frame for increase of ICU Beds 

Q: Cllr Smaje - Q about 18 ICU beds going to 22 if necessary. What’s time frame for that 
increase? And what’s difference between ICU and High Dependency Unit?


A: Mark Davies. Current ICU capacity across both sites is 13. So increase of 5. With 
space for further expansion of 4 more if needed. Flexibility of new build will allow for 
that.


Re HDU, it’s about nursing capacity and support required there. Generally delivered in 
ICU but colleagues wanting to develop HDU for own specialities on their own wards 
with enhanced nurse model eg on respiratory wards. That further effectively increases 
ICU capacity.


 Comment  

Info on Emergency Care Advanced Clinical Practitioners here.

https://rcem.ac.uk/emergency-care-advanced-clinical-practitioners/


7. How the reconfiguration would address health inequalities that have 
become very clear during the pandemic 

A: Anna Basford - Worked with Social Value Portal at how construction can target job 
creation amongst deprived communities and people with protected characteristics eg 
people with learning disabilities etc.  Liaised with Councils about how they target social 
value in their contracting. Will monitor how that pans out in terms of construction 
companies’ job creation etc. 


Q: Cllr Smaje - Can we have detail about how Full Business Case address points about 
social value work?


A: Anna Basford  - Yes can have Full Business Case info about social value work.


Continued… 

Comment:  

18 ICU beds for Calderdale and Kirklees with a combined population of 639.9K is 
2.81/100k population, if my arithmetic is correct.  


But according to a 26.5.21 HSJ article , the Faculty of Intensive Care Medicine says 
NHS critical care capacity should increase from 7 beds/100k population to 10 or 11 
beds/ 100k population. 


However a Kings Fund webpage says Critical Care is a wider category than Intensive 
Care, as Critical Care covers 4 levels, of which only Level 3 covers Intensive Care 
Units. 


So it’s hard to tell from the information about ICU bed numbers in the reconfigured CRH, 
whether overall critical care capacity is in line with recommended capacity based on 
the Calderdale and Kirklees population size.


https://www.hsj.co.uk/quality-and-performance/nhs-england-in-talks-over-permanent-boost-to-critical-care-capacity/7030154.article


8. The financial impact on the Trust of the full reconfiguration 

Q: Cllr Smaje - Financial sustainability - Full Business Case slide mentions impact on 
income & expenditure and providing overall financial improvement. But - and this goes 
to next agenda item, the Outline Business Case - Scrutiny needs to understand the 
financial impact on the Trust of the full reconfiguration.


A: Anna Basford - the purpose of the business case is to show that the proposed 
investment benefits and supports financial sustainability in the longer term. This will be 
key to the review NHSE is currently undertaking to see if they approve those business 
cases. There is a process of due diligence to be able to demonstrate the financial 
viability of those models.


Cllr Smaje: Those financial aspects are also part of the Scrutiny process that we need to 
take into consideration when we’re considering impacts on services and so on.


COMMENT 

There was no mention of how the reconfiguration will worsen health inequalities 
by making people travel further for hospital care and to visit inpatient family and 
friends. 


We had discussed this in a February 2019 meeting with CHFT executives, who 
acknowledged the reality of the problem.


We also included this in our response to the 2016 public consultation on the original 
reconfiguration plan. We pointed out that there was no health inequalities 
assessment, despite the fact that the Royal College of Emergency Medicine’s 
position statement on Emergency Department closure and reconfiguration says that 
relocating services has a disproportionate effect on poorer and more vulnerable 
people.


We asked the Clinical Commissioning Group about this at the time and were given an 
unsatisfactory answer (Appendix 1 question 2 ).


https://calderdaleandkirklees999callforthenhs.wordpress.com/2019/02/09/campaigners-meeting-with-hospitals-trust-bosses-confirms-dire-situation-of-acute-services/
https://calderdaleandkirklees999callforthenhs.wordpress.com/2016/06/21/ck999-has-sent-in-hospital-community-services-consultation-survey-response/
https://calderdaleandkirklees999callforthenhs.files.wordpress.com/2016/06/appendix-1-ck999-consultation-response.pdf


9. Whether the Outline Business Case includes or will include health 
needs information based on the 2021 census data, when it’s 
available? Have Calderdale and Kirklees health needs changed at all 
since the 2019 Strategic Outline Case, which was based on health 
needs information using 2011 census data? 

A: Anna Basford - Councils are now looking at updating Joint Strategic Needs 
Assessments  and CHFT are participating in meetings about that and we will refresh if 
material changes arise from that. During prep of OBC have also fed in info about health 
inequalities that emerged during the pandemic, into recovery plans as emerge from 
pandemic.


10. What about impact on CCG and community services? What 
modelling of capacity to support reconfiguration based on investment 
in community services for growing and ageing Calderdale and 
Kirklees population is in Outline Business Case? 

Q: Cllr Smaje - Community care was a key concern of Independent Reconfiguration 
Panel and it’s essential that JHOSC can see the capacity assumptions in the 
Outline Business Case because at the moment I cannot say that community 
services issues raised by the Independent Reconfiguration Panel have been 
addressed. 


Q: Cllr Hutchinson -I’m assuming that will be shared with us.


Q: Cllr Smaje - What about the impact on CCGs and community services? In the 2019 
Strategic Outline Case there was info about reduction of non-elective bed days by 
30% over 5 years. How is that modelled in the Outline Business Case, is that still 
achievable and what is the modelling that forms part of the business cases from both 
CCGs and community services?


A: Anna Basford - Re the Strategic Outline Case reference to a 30% reduction in non-
elective bed days, this was based on work in 2018 to identify the best practice 
opportunity if CHFT was top of class. This was an aspiration not a commitment. And in 
the Outline Business Case there is no plan for reduction in bed numbers across the 2 
hospitals. We are maintaining bed numbers and that was a key recommendation from 
the Independent Reconfiguration Panel. Since 2018 there has been significant 
investment into community services and the CCG brought forward a report to this 
committee detailing the positive impact of these investments. We are not taking action 
to reduce hospital base capacity. 




Q: Cllr Smaje - Still want to know what CCG and community services modelling has 
informed the Outline Business Case. If we can’t see the Outline Business Case, can 
we see that information that’s gone into the Outline Business Case?


A: CHFT - The Outline Business Case doesn’t include a quantified modelling around an 
assumed reduction of non-elective admissions on the back of those community 
investments.


Q: Cllr Smaje: But does the Outline Business Case have info about capacity to 
support reconfiguration based on investment in community services?


Comment  


a) This 2018 ‘work’ was the Clinical Commissioning Group - commissioned McKinsey 
Capacity Modelling report.  We drew the Scrutiny Committee’s attention to this in 
various deputations - particularly the report’s lack of an accurate evidence base 
and its ‘aspirational’ nature - including at the following meetings: 

• 15.2.19 Joint Health Scrutiny Committee meeting. 
• 18 October 2019  
• 19 March 2021  
• 4 August 2021  

b) Re the CCG report to the committee ‘detailing the positive impact of community 
service  investments’ - this is a reference to the 4th August 2021 Joint Health 
Scrutiny Committee meeting. The Minutes of that meeting record that Councillors 
were underwhelmed by the report - their comments included:  
“A concern that the Committee had been requesting for some time information to 
demonstrate community capacity and the report submitted to the Committee did 
not instil confidence that the CCGs had effectively addressed this matter. 
“A concern that although the CCGs were able to detail the financial spending by 
service, they were not able to show the benefit that had occurred from that 
investment. 
“A reference to the McKinsey report that stated that demographic changes would 
require 43 more hospital beds across the Trust, if nothing was done. 
“A concern that the Committee has not received any information that showed 
progress against the metrics used in the Strategic Outline Case capacity 
modelling….” 

https://www.calderdaleccg.nhs.uk/download/right-care-right-time-right-place-programme-modelling-report-and-annexes/
https://www.calderdaleccg.nhs.uk/download/right-care-right-time-right-place-programme-modelling-report-and-annexes/
https://calderdaleandkirklees999callforthenhs.wordpress.com/2019/07/09/nhs-organisations-didnt-answer-most-questions-from-councillors-mp-and-public-at-hospital-cuts-scrutiny-meeting-in-february/
https://calderdaleandkirklees999callforthenhs.files.wordpress.com/2020/09/2-ck999-deputations_18-oct-2019_final.doc
https://calderdaleandkirklees999callforthenhs.files.wordpress.com/2021/03/ck999-deputations_plus_3-page-foi-response-info.pdf
https://calderdaleandkirklees999callforthenhs.files.wordpress.com/2022/09/ck999-deputation_ckjhsc-4-aug-2021.pdf


A: Anna Basford - Scope of Outline Business Case doesn’t have capacity modelling in 
relation to community services. The detail of development of community services is 
being dealt with separately and it’s not a key chapter within the outline. Key Outline 
Business Case modelling focus around bed capacity is around maintaining bed 
capacity and we have refreshed assumptions about activity in non-elective admission 
taking into account a 3 year trend in activity.


Q: Smaje When I asked if others had had input into the Outline Business Case the answer 
was yes, which is why I asked those questions.


Q: Cllr C H: A report coming to Calderdale Adult Health Scrutiny Committee on Thursday 
includes population figures and over the last 3 years there’s been a 5% increase in 
population served by this panel, which isn’t reflected in the figures provided in the 
slides. There’s also been very large changes in age distribution in those populations 
that I’d hope is reflected in the Outline Business Case and taken into account. 
Surprised if there hasn’t been a review of the capacity modelling within it, because 
we’re not in a static situation so keeping the bed numbers the same as they are 
doesn’t necessarily mean they’re fit for the coming 10-20 years, in the light of 
demographic changes. It does say in the Strategic Outline Case that detailed review 
and modelling of bed requirements on each site will be undertaken during development 
of Outline Business Case. I presume that has taken place. So,  what does this 
modelling tell us? And are the assumptions on p 34 of Strategic Outline Case still 
valid?  I am a bit dismayed if you’re saying no capacity modelling’s been done as 
part of the Strategic Outline Case when it was assured within the Strategic 
Outline Case that that would take place. 

A: Anna Basford - We have undertaken further work to revisit the planning assumptions 
used in the Strategic Outline Case and using 2020 data we have validated that those 
assumptions remain valid to use at this point in time. Although obviously with the 
pandemic, CHFT was not in its normal delivery model.


Q: Cllr A Munro: re Care Closer To Home and capacity. You say significant investment into 
Care Closer To Home has increased capacity as patients can be cared for more 
appropriately, but population numbers have increased as predicted and doctors’ 
services locally are broken, 111 is broken, there are so many people accessing 
services the systems can’t cope. So I feel that for Care Closer 2 Home to work and be 
efficient there needs to be more investment in primary care services and an appropriate

system of care, because of capacity issues. Have you tabled in for future additional 
investment in primary care?


A: Neil Smurthwaite - Chief Operating Officer, Calderdale Clinical Commissioning Group - 
Government has ongoing annual investment into general practice, think that’s referred 
to in both place-based community reports about funding levels that are going into 

https://www.cht.nhs.uk/fileadmin/site_setup/contentUploads/About_us/Publications/BoardPapers/BOD_2017/FINAL_SOC_18_April_2019.pdf


additional roles on an annual basis. That is a commitment until 2023 and I think in 
Calderdale over the life of that investment that’s an extra £6.5m in general practice. 
You’re right there’s a lot of services that are in significant strain but this is due to 
workforce and can be addressed by alternative workforce.  This will be shown in 
Calderdale scrutiny on Thursday.


Continued… 



COMMENT 

There are widespread reports that GPs are saying the Primary Care Network DES 
contract-funded Additional Roles Replacement Scheme doesn’t work. 


This seems to be confirmed by a recent Manchester University study, Skill-mix change 
and outcomes in primary care: Longitudinal analysis of general practices in England 
2015–2019, published in the September 2022 volume of Social Science & Medicine. 
https://www.sciencedirect.com/science/article/pii/S0277953622005305 


The study grouped professionals into four categories: GPs, Nurses, Health 
Professionals, and Healthcare Associate Professionals. It found the effect of changes in 
skill-mix on primary care outcomes in England was that:

•The introduction of new professionals has negative effects on patient satisfaction.

•Skill-mix changes increase capacity but also health system costs, reducing quality.

•Positive effects for few specific activities, such as drug prescribing.

•GPs and new roles contribute independently to outcomes, with little complementarity 
- suggesting that the additional staff were not freeing up GP or nurse time to do other 
work or making practices more efficient.


According to the study leader, ‘The introduction of several of these new roles requires 
substantial supervision from GPs and complex changes to how work is organised that 
may ultimately reduce efficiency.’


The study concluded that its findings suggest caution over the implementation of 
policies encouraging more employment of different professionals in primary care.


It found that between 2015 and 2019 employment in General Practice increased for all 
four categories of professionals but the smallest increase was for nurses and the largest 
was for ‘healthcare professionals’, a group that included clinical pharmacists, 
physiotherapists, physician associates, paramedics, podiatrists, counsellors, and 
occupational therapists.


Having more GPs and nurses led to positive changes to practice activity and outcomes. 
But there were larger drops in patient satisfaction in practices that had taken on more 
healthcare professionals.


A GP posting on Facebook pointed out that the Additional Roles Replacement Scheme 
is “just nicking paramedics, pharmacists and physios from elsewhere in the NHS.” 

It takes people from the other parts of the health system where they are needed. If every 
Primary Care Network in the country is taking at least one paramedic and one community 
pharmacist what does that do to ambulance services and community pharmacies?

https://www.sciencedirect.com/science/article/pii/S0277953622005305


A: Neil Smurthwaite (continued) - Re Community itself, Urgent Community Response 
which has been shadowed in Kirklees for a year and comes into Calderdale in 
December starts to recognise the importance of investing in community services to 
reduce admissions.  So there is material investment and we see community as an 
ongoing priority in both areas.


Q Cllr Munro - Received a report before this meeting that Care Closer To Home isn’t just 
about additional staff, but using resources to do things differently. But you have to 
have a level of staffing to make things work. So none of this will work without staff and 
investment in primary care.


Q: Cllr Megan Swift - We’ve not done very much to improve community care at all since I 
got involved as a Cllr, despite all the talk. Something’s got to change and I think it’s 
care in community that needs to change first, because otherwise how can we assist 
people to go home from hospital? 


A: Neil Smurthwaite - Discharge to assess list is quite high and probably reflects the 
situation in the social care market, not community health services. We work with social 
care organisations in both areas to maximise their ability to take patients both for home 
care and in care homes. Huge amount of work going on there. Some of community 
questions might be best held for Calderdale scrutiny meeting where we go into a lot of 
detail around health services that are reducing length of hospital stay. 


11. Question about reassessing ambulance waiting times 

A: Mark Davies - Yorkshire Ambulance Service has identified a need for additional 
ambulances to transfer patients from HRI to CRH. Clinical Commissioning Groups say 
it’s affordable. It will need about 2 staffed ambulances/day. After reconfiguration, 1-3 
patients/day would be transferred to hospitals that are not in CHFT footprint. 


He was sure Yorkshire Ambulance Service would be prepared to share the outcomes of 
this analysis with the Scrutiny Committee.  


Re delays to handover at hospitals - that links to staffing and workforce changes.  
When all acute, paediatric assessment and frailty services are on one site, they can 
process admissions of more patients. And can also increase use of Physicians 
Associates and Advanced Care Practitioners under supervision of senior staff at one 
site, because they won’t be dependent on junior doctors and other trainees in short 
supply. This should reduce ambulance handover times.


 

Cllr Hutchinson - V useful, would like to see that sort of detail asap. 


https://www.kirkleesccg.nhs.uk/resources/kirklees-urgent-community-response-service/
https://calderdalelowervalley.com/2021/11/22/urgent-community-response-vcse-workshop/


Cllr Smaje -Look forward to seeing Yorkshire Ambulance Service analysis and flexibility 
modelling that Anna Basford referred to.


12. Q About what info is in Outline Business Case about loss of flexibility re 
using elective beds for acute activity in time of need, resulting from split 
into hot/cold sites. How will CHFT deal with this when under winter 
pressure? 

A: Anna Basford  - We looked at the course of a year at CHFT and opening and closing 
beds at both sites in response to demand. Modelled at peak number, sought to future- 
proof against highest need. Also included crisis management response derived from 
experience of pandemic, but haven’t modelled on basis of pandemic crisis eg opening 
up 20 more critical beds.


A: Mark Davies - Design of new wards at CRH is key to flexibility. They are designed as 
generic wards not specialist wards, so all are multi-functional and therefore flexible.  
But if we come to another pandemic, will still be able to carry on elective care on 
Huddersfield Royal Infirmary site.



