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Contributors  
 

The Maryport Plan has been co-produced with involvement from a range of local stakeholders including:  
 

 Dr Dan Berkley - Maryport Health Services 

 Dr Brian Money - Resident 

 Maurice Tate - Maryport League of Friends 

 Sharon and Bill Barnes - Save our Beds (SOBS) 

 Prof John Howarth, Vanessa Connor, Marti Irving – Cumbria Partnership NHS FT 

 Kate Whitmarsh, Ann-Marie Steel - Ewanrigg Local Trust  

 Jen Lambert, Sue Hooper, Rev Ken Wright, Eve Richards – Victoria Cottage Hospital, Maryport 

 Anne Greggains, Celia Underwood – Patient Participation Group 

 Linda Radcliffe – Maryport Town Council 

 Liz Hargreaves, Jo Atkinson – Cumbria County Council 
 
 

 

What is the Maryport Plan for?  
 
The Maryport Plan proposes a new way of delivering health and care provision to support the people of 
Maryport; it describes the model to deliver that service, benefits to patients, the community and the health 
and social care service.  
 
The North Cumbria health economy review, under the title of the Success Regime, took place during 
2015/16.  
 
The review supported the delivery of national strategy based on the principle that care is provided, 
wherever possible, in the patient’s home or as close to their home as possible. Home can mean a person’s 
house, or a care home or a nursing home.  
 
The review highlighted the challenges in providing sustainable, high quality community in-patient provision 
in the north of Cumbria. The reasons for this were varied and complex; they relate in particular to: 
 

 safe staffing levels and impact upon quality and safety 

 fitness for purpose of the community in-patient estate   

 the ongoing efficiency challenge of delivering services within financial means 
 

Community in-patient proposals were developed 
following feedback from a number of stakeholder 
meetings and community events which sought to 
understand the views of the public about the future 
provision of community in-patient services. 
 
The ‘Community Hospital Success Regime’ proposals 
were shortlisted and assessed against CCG appraisal 
criteria to determine the Pre Consultation Business Case 
proposal, with the preferred proposal to consolidate 104 
beds onto 6 sites in multiples of 16 or 24 beds.  
 
This proposal was shared at a public consultation event 
with a final decision presented to the public on 8 March 
2017. The proposals affected all community hospitals 

however the proposal for Maryport was the removal of 13 in-patient health beds.  
 
During the consultation process Maryport Alliance submitted alternative proposals to be considered: 
 

1. Retain 8 overnight medical beds with a focus on rehabilitation 
2. Develop an 8 bed day model, a one integrated team approach, for ambulatory care and frailty 

assessments alongside an improved model of delivering public health and support for long term 
conditions. 
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Following the public consultation, CCG continued to support the decision that the medical in-patient beds 
would close. However, CCG acknowledged Maryport Alliance’s alternative proposals and supported the 
request to further develop ‘Option 2’ – the 8 day bed, integrated team approach. A commissioning mandate 
was developed to apply parameters to the work.  
 
Health and Social Care in conjunction with local partnerships have been developing the concept of 
Integrated Care Communities for some time. The focus of the work to date has included supporting those 
people with complex health and social care needs through robust multi-disciplinary planning.  
 
In addition, relationships with local community services within the voluntary, private and public sector 
provision have been developed.  
 
The Maryport Plan identifies and complements the Integrated Care Communities Business Case, focusing 
on improving access to information about healthier lifestyles locally, helping people to stay well and remain 
as independent as possible, supporting people to manage health conditions,  reduce the reliance on 
hospitals and deliver a more integrated and efficient service. 
 
The Maryport Plan supports a number of key plans and strategies including:  
 

 The West, North & East Sustainability and Transformation Plan 

 Cumbria County Council’s Commissioning Strategy for Care and Support, delivered by Adult Social 
Care 2016-2020 

 Cumbria’s Health and Wellbeing Strategy 2016-2019 

 Cumbria Partnership Foundation Trust Strategic Plan 2014 - 2019  

 West North & East Cumbria Integrated Care Communities Business Case 
 

About Maryport 
 

Maryport is a coastal town in the Allerdale district, 6 
miles north of Workington, 30 miles south west of 
Carlisle.  
 
During the 19th century the town was a thriving 
industrial hub with shipyards, coal yards and coke 
production. The town was devastated by the opening 
of the deep water dock in Workington in 1926 and 
employment levels have struggled to recover ever 
since. However the strong work ethic remains and the 
passion and determination shown by the ‘Maryport 
Marchers’ in 1936 is very much still evident today, as 
demonstrated by the response to proposed cuts in 
health services by the Success Regime where the 
‘Save Our Beds’ campaign resulted in thousands of 
signatures, hundreds of letters, hundreds of marchers and thousands of ribbons around the town. Their 
determined campaign led to health chiefs asking campaigners to meet them for frank and open detailed 
discussions about concerns and needs for the community of Maryport.  
 
The Maryport area is rural with a mix of relatively densely populated wards and sparse, isolated 
communities, The town is defined as the combined wards of Ellen, Flimby, Ewanrigg, Netherhall, and 
Ellenborough.  It has areas of significant social and economic deprivation - Ellenborough and Ewanrigg fall 
within 10% most deprived nationally. Ewanrigg falls within bottom 10% nationally for levels of child poverty 
and has youth unemployment rates more than 5 times national average.  
 
These factors undoubtedly contribute to some of the huge inequalities between Maryport and more affluent 
towns nearby. Maryport is significantly worse than the national average for a wide number of health 
indicators including life expectancy and emergency admissions for Coronary Heart disease, Stroke, Minor 
Injuries and respiratory conditions. Maryport is served by the GP Practice Maryport Health Services which 
has a practice population of 13,797. 
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Challenges and Gaps  

Source Tables & Figures can be found in Appendix 3: 

 

An Ageing Population  
 
There is a significant older population residing in the Maryport area (22.2) much higher than the national 
average. (Table 1)  
 
Across the Allerdale district, while the overall population is projected to decrease by 2039, the population of 
those aged 65+ years is expected to increase by 38.7%. 
 
An ageing population exacerbates the pressures on the health and care system: 
 

 Health projections 
As the older population is projected to increase across the district so are the health needs.  Numbers of 
older people with limiting long-term illness, limited mobility, and those who “fall” are all predicted to 
increase. (Table 2) 
 

 Dementia   
The numbers of older people living with dementia in Allerdale are expected to increase by 47.9% by 2030; 
from an estimated 1,603 people in 2017 to 2,371 people in 2030.   
 
Within Maryport Health Services there are currently 154 people on its Dementia GP Register, accounting 
for 1.1% of all patients, which is already above the England average of 0.76%. 
 

 Housing 
The condition of a person’s home is a key influence on their health and wellbeing. In the Maryport area 6 
out of 10 households are owned either out right or with a mortgage (63.9% compared to 69.0% in Allerdale; 
and 70.7% in Cumbria).  
 
There are greater levels of socially rented properties than the rest of the district and county (26.5% 
compared to 19.1% in Allerdale; and 14.3% in Cumbria); and slightly fewer private rented properties (8.1% 
compared to 9.8% in Allerdale; and 12.8% in Cumbria).  
 
The greatest proportion of property in the Maryport area is terraced properties: 39.7% compared to 31.6% 
in Allerdale; and 30.5% in Cumbria. 
  
There are fewer detached properties compared to the rest of the district and county: 17.8% compared to 
26.7% in Allerdale; and 25.5% in Cumbria.  [Source: Census 2011].  
 
An increasing older population will increase the need for accessible, economical housing, and dementia 
friendly properties. 

 

 Risk of Loneliness and isolation 
Although this is a significant concern across all age groups it is prevalent in the older population 
exacerbated by other issues. These include the fact that 2,064 people in the Maryport area are living alone 
accounting for almost 1 in 3 people (31.0%); almost half of those (45.3%) are aged 65+ compared to 
Allerdale 47.0%, Cumbria 45.2% and England 40.9%.  
 
Almost half of people who use social care services in 
Cumbria report that they did not have as much social 
contact as they would like - for carers this increases to 
almost 60%.  
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Fragmented services  
 
Although there are a wide range of high quality services available in the Maryport area provided by 
statutory bodies and the third sector, there is a lack of integration and communication leading to people not 
always accessing the right support.  
 

 Recruitment & Retention 
Similar to the regional and national picture there are significant issues with the recruitment and retention of 
staff across all sectors including GP’s, Nurses, Social Workers and Home Care practitioners, although the 
hospital has been successful in recruiting recently due to the development of the vision identified in this 
plan. 
 

High level of demand for Social Care (Tables 3, 4 & 5) 
 
There are 386 Adult Social Care service users in the Maryport area, a rate of 
312.6 people per 10,000 population (18+ years); this compares to an average 
Allerdale ASC District rate of 257.9 (1,855 people) and the county average rate of 
261.4 (10,826 people).  
 
In the Maryport area: 

 The highest rates of take up of services are for residential care (115.0 per 
10,000 compared to Allerdale 77.7), home care (70.4 per 10,000 
compared to Allerdale 67.6), and Direct Payments (63.2 per 10,000 
compared to Allerdale 44.5).  

 

 The lowest take up of services are for Carers budget and community 
meals, which is similar to the Allerdale district profile.  

 

 There were a total of 230 services provided to people considered to have ‘complex needs’. The 
highest numbers of people are in receipt of residential care (142) indicating that this is the highest 
area of demand for service provision. 

 
Public Health Outcomes and long term conditions 
 
Maryport Health Services have significantly greater proportions of patients with long-term conditions than 
national averages. (Table 6) and some of the worst public health outcomes in the country including: 
 

 Smoking  
A person smoking is an issue for all of Cumbria and has been identified by Public Health Leads to be the 
most significant current health concern for the area.  

 
A mother smoking at time of delivery in Cumbria is significantly 
higher than the national average; smoking related deaths across 
Allerdale are significantly higher than the national average. 
 
In Maryport an average of 11.3% of 15 year olds smoke compared to 
8.7 nationally. An estimated 33.8% of people in Ewanrigg smoke, 
which makes it the 4th worse ward in Cumbria.  

 
 Obesity (Table 7 & Figure 1) 

In Maryport 27% of adults are classified as obese compared to 24% nationally; 28% of reception children in 
Allerdale are overweight 22.5% nationally and 44% of Year 6 Children are overweight compared to 33% 
nationally.  
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Access to Mental Health services 
 
National awareness of Mental Health issues has increased but is a significant concern locally. It is well 
documented that social inequalities are associated with increased risk of many common mental disorders. 
Cumbria has a significantly higher rate of suicide than England, 45% higher attendance rate at A&E for a 
psychiatric disorder and a 30% higher rate of excess death in those under 75 with serious mental illness. In 
Maryport hospital stays for self-harm are 37% higher than the England average. 
   

Lack of locally based healthcare 
 
There is large scale movement of people for healthcare which is particularly problematic for a community 
with poor public transport links and low car ownership - 46% of households in Ewanrigg do not have a car.  
 
It is likely that the elderly population make up a significant proportion of the 29,572 journeys out of the town 
that took place in 2014/15. 

 
Step up / step down beds  
 
The community and Maryport Alliance raised significant concerns that once the in-patient beds close there 
will be no overnight provision available locally for anyone requiring short term non acute overnight medical 
care. The primary concern is for End of Life and Palliative Care particularly as limited public transport and 
access to a car means that family members would struggle to visit a patient in Cockermouth or elsewhere.   

 

End of Life / Palliative Care 
 
Public and service engagement highlighted a need to improve end of life services for all people in the area 
while maintaining a focus on the smaller number of people likely to need the type of palliative care currently 
being delivered in the Community Hospital.  Data shows that in the previous year 49% of deaths happened 
at home or in a care / nursing home while 36% of deaths occurred in the acute hospital (Figure 2.) Support 
and advice available for patients with dementia is a particular concern. 
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Vision, Aims and Proposals: 
 
Our vision is: 
A vibrant, fully integrated exemplar of health and care provision delivering person-centered care in people’s 
homes and communities.  Maryport Victoria Cottage Hospital will become a hub of health, wellbeing and 
social care activities. It is built around the ‘triple aim’: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Our aim is to: 

 improve the health and wellbeing of the population 

 find the solution to the challenges from within Maryport allocating resources in ways that promote 
health, wellbeing and independence 

 Develop and support a place-based integrated health and social care service model 

 be an innovative new partnership between health and care providers, the community and wider third 
sector and educational partners  
 

In Maryport we will do this by:  

 Developing the Integrated Care Community Model  

 Delivering more Healthcare closer to home 

 Delivering more proactive rather than reactive services risk stratification 

 Improve access to support and advice regarding long term conditions 

 Improve Public Health awareness, information and advice 

 Increase community health and care teams to deliver more care at home 24/7 

 Enhance community based palliative care with rapid access to local beds when necessary 

 Provide opportunities for education, social interaction, befriending and signposting 

 Reduce and avoid where appropriate hospital admissions and/or residential and nursing home 
admissions.  

 We will support the local community by providing work for local people, reducing costly journeys 
outside of Maryport and enhancing community services that guarantee sustainability for the future.  
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Our Proposals: 
 

Maryport Hospital – the Hub of local healthcare: 
 

The existing hospital facilities are to be retained; they already provide a range of out-patient services. 
We want to expand these services so that the hospital becomes a vibrant hub serving the health and care 
needs of the local population. 

 
Benefits:  

 More services delivered closer to home. 

 The community will see the hospital as a resource. 

 The Hub will be a core element of the community, a centre for health and social care and a base for 
integrated care and assessment where health and social care professionals are located. 

 
 
 
 

 
 
 
 
 
 
 
 
 

 
 

 The Day Room 
In order to support the challenge of improving Public Health 

Outcomes and managing long term conditions we will repurpose the 

current day room in the hospital to provide a dedicated base for teams 

and specialist services to deliver rehabilitation, reablement advice and 

support in group sessions, such as falls clinic; mindfulness; pulmonary 

rehab; intensive rehabilitation; bereavement support; flu clinics and 

baby clinics.  

Benefits:  

 Improvement in patient outcomes. 

 Improved population health. 

 Increased productivity. 

 Reduction in falls and ultimately acute admissions. 
 

 Space for staff 
We will provide dedicated hot desks that will offer flexible office space for Therapists, Nurses, and Social 
Workers, Reablement workers, Third Sector and any other staff. 
 
Benefits:  

 Supports the development of the ICC. 

 Improves relationships. 

 Encourages a more collaborative MDT approach. 

 Reduces system wide office overheads. 
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 Integrated Community Team 
We want to tackle the challenge of Fragmented Services by developing the Integrated Community 
Team. In our new model the community hospital team will be redeployed into the community to support and 
provide care to patients both within the new ambulatory care services based from the hospital and within 
the patient’s home complementary to the system wide developments of Integrated Care Communities.  
 
Enhanced services delivered within the patient’s home will include: 
 

 Rapid response  

 Care planning and frailty assessment 

 Long term condition management 

 End of life care  

 Proactive discharge from hospital 

 Support to patients during episodes of poor health to keep them at home 
 
Benefits:  

 Improves patient experience and access. 

 Broadens scope and value of nursing team. 

 Improves patient care, more patients will receive more care at home. 

 Reduces hospital admissions and bed days used.  

 Reduces travel for Maryport residents. 

 Reduces cost in other parts of the system. 
 

 Co-ordination Hub 
To support the development of the ICC, the Co-ordination Hub 
will have an office base in the hospital building.  
The Co-ordination Hub will be the heartbeat of the ICC.  
 
Benefits:  

 Staff based in one location will support the ICC agenda. 

 Enabling Population Intelligence. 

 Effective discharges. 

 Effective MDT coordination and communication.  

 An on-site clinician to support the ICC team would be available as a backup in crisis situation. 

 

 Supporting  Health and Social needs 
We want to support our Ageing Population by providing proactive locally based services that help to 
identify and support health and social needs at an early stage with the aim of reducing reliance on statutory 
services:   
 

 Frailty assessments  
Frailty clinics delivered in the Community Hospital Setting in collaboration with the community team will 
offer an opportunity to undertake a holistic assessment of patients identified through the EFI tool in primary 
care. This service will mean that a significant cohort of patients will be assessed and supported. Where 
appropriate anticipatory care plans will be developed, referrals to other services made and advice and 
information given. Assessments would include medical health check; mobility check; environmental; social 
and mental health. It would operate in conjunction with the third sector Community Café enabling effective 
signposting and support. 
 
Benefits:  

 This service will improve patient’s health and wellbeing and ultimately avoid ill-health and crisis 
admissions. 

 Potentially reduce prescription costs. 

 Reduce GP appointments. 

 Improved access to third sector support. 
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 POPS service (proactive care of older 
people undergoing elective surgery) 

(Pre-operative assessments for all age groups may 
be conducted in liaison with the acute hospital.) 
 
Supporting patients aged 65+ years, to improve 
their medical health before and after surgery by 
delivering a pre-operative assessment service, 
following their care while in hospital and supporting 
consultants and ward staff to manage discharge 
effectively and safely.  

 
Benefits:  

 Will provide optimal management of medical conditions prior to surgery. 

 Will help to predict post-operative complications and help to mitigate development of those 
complications during the pre-operative period. 

 

 Ambulatory care 
We want to tackle the challenge of a Lack of locally based healthcare by providing a range of ambulatory 
care services delivered from the hospital with capacity for 8 patients. Plans and pathways are being 
developed along with Consultants and Managers in North Cumbria University Hospitals Trust with the aim 
of piloting a range of services including supportive services for patients receiving treatment for cancer. 
Plans are also being developed to provide ‘Point of Care’ testing equipment in collaboration with North 
Cumbria University Hospitals Trust which will enable swifter diagnosis and prevent admissions to the acute 
hospital. The type of services to be delivered: 
 

 Step up crisis admission prevention service 
An ambulatory facility, that would provide a medical intervention and assessment service for a patient in the 
community causing immediate concern that otherwise would require step up to the acute. Referrals could 
be made by GP’s, paramedics, or community health team. This involves close partnership working with GP 
practice with additional clinical support to enable complex care and management of patients with more 
complex clinical need.  

 
Benefits:  

 Reduction in inappropriate admissions to the acute. 

 Reduction in ambulance transfers. 

 Improved outcomes for patients, reduction in GP home visits, reduction in pathology costs including 
transport. 

 

 Blood transfusions, IV antibiotics 
and Iron infusions: 
 

Benefits:  

 Reduction in out-patient activity in 
the acute setting. 

 Reduction in patient transport, 
reduction in District nurse activity – 
often with significant travel times 
and regular visits. 

 Reduced risk of infection. 

 Admission avoidance. 

 Improvement in patient outcomes. 
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 Post –operative care 
We also plan to provide post-operative care for patients attending the minor surgery, enabling a wider 
range of procedures to take place and improve the patient experience. 
 
Benefits:  

 Reduction in acute day surgery activity. 

 Reduction in patient transfers.  

 Improved patient outcomes.  
 

 Out-patient services 
A much wider range of locally based healthcare will be 
provided by the enhancement of our Out-patient support 
service. This would include Telehealth links with consultants 
and specialist services / nurses. These clinics would be 
supported by a Nurse or health practitioner for reviews and 
consultations utilising telehealth or other communication 
links.   
 
Benefits:  

 Reduction in patient transfers.  

 Reduction in acute activity. 

 Reduced risk of infection. 

 Improvement in patient outcomes. 

 Increased productivity for consultants / specialist service. 
 

 Clinical Research 
A dedicated research nurse would support clinical research in collaboration with CPFT, NUCH and the GP 
practice, initially one day per week. It is anticipated that this will increase and be self-funding attracting 
investment and professionals to the area supporting with the Recruitment and Retention challenges.  
 
Dr Ross Anderson (Research Engagement Lead) says this post: 
 
 “Would be well placed (physically and organisationally-wise) to deliver established NIHR [National Institute 
for Health Research] projects based around patients in primary and secondary care / CPFT, in the heart of 
their community. Looking further ahead, there’s potential for developing and delivering research projects 
based around new initiatives being introduced in the ICC which could provide a stronger evidence base for 
locally commissioned care.” 
 

 Palliative and End of Life care 
We will continue to develop our plans for supporting the wider community with End of Life and Palliative 
Care including supporting a Dementia Action Alliance. An informal group of residents and professionals has 
been set up with the specific purpose of improving palliative and end of life care in Maryport. The group is 
taking practical steps to raise awareness and encourage anticipatory care planning. The group links into the 
North Wide End of Life Strategy Group enabling the coproduction of projects and resources.  
 
We also propose that there will be access to step up / step down beds locally for very end of life patients 
who cannot be cared for in their own home and 
where transfer to an acute or out of town setting 
is not appropriate.  
 
In addition to end of life patients, there are also 
some patients where home would not be a safe 
or practical place to offer care, such as where 
they have a need for frequent support, 
continuous supervision or reassurance, where 
home circumstances are unsuitable or where there is a need to address a safeguarding concern. 
   
Care in these circumstances could be provided from existing residential or nursing beds. Additional nursing 
and therapy support could be delivered by the community team.  
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The beds would need to be for short term use, free at the point of use for patients and the aim would not be 
for patients to become long term residents in care. 
 
If long term residential care were needed then the patients would transfer at the appropriate point and 
funding would transfer from health at that point.  
In addition the larger community nurse team will be able to take on more complex care including the 
delivery of IV drugs, infusions and transfusions on an outpatient basis.  
 
Benefits:  

 Provides reassurance to communities.  

 If a person needs a bed there is availability in Maryport.  

 The beds would continue to be free at the point of use for health patients.  

 Palliative patients would be able to die in their own community. 

 Reduction in acute admissions. 

 Improved outcomes for patients. 

 Improved patient experience. 

 
 Provision of Care and Support  

It is proposed that home care provision could in part be provided on a shift based system where carers 
would be employed and deployed to provide care as needed rather than to specific clients. This shift based 
system provides opportunities for integration with the health care teams, with the potential to address any 
remaining homecare staffing shortfalls by deploying the Health Care Assistants and training up other non-
nursing workforce currently working in the hospital to deliver home care.  
 
This would provide Maryport with a fully staffed, highly skilled and integrated workforce, able to 
accommodate more complex and challenging cases.  
 
Previous experience tells us that where care is provided by workers with higher levels of skill and where 
they are integrated into multidisciplinary teams, there will be a benefit to patients as the carers will continue 
to re-able the patient and over time that reduces their total care needs.  
 
Benefits: 

 Patients helped to remain independent and will reduce the number of long term intensive home 
care packages which will allow the team to help more patients and be responsive to new needs in 
the community.  

 Improved patient outcomes. 

 Improved patient experience.  

 Reduced Acute bed days and admissions. 

 Reduced admissions to nursing and residential care. 

 Maintains and retains skills of current care staff and opportunity to redeploy HCA and non- qualified 
hospital staff. 

 

 Community Hub 
We propose to develop a Community Hub within the hospital and / or the GP practice that will provide a 
central focal point for the delivery of education, advice, support and information helping to address Public 
Health concerns and support people with long term conditions as well as providing early help and 
intervention. This may include: 

 

 Community-led Cafe 
A community-led café would be managed by the third sector delivering, catering services, signposting, 
support and guidance and act as an enabling space for delivering public health messages such as: 
 therapeutic services 
 community support  
 social prescribing service in collaboration with primary care 
 

 Community Kitchen 
Community-led catering service would support the community cafe alongside other initiatives such as: 
 Meals on Wheels 
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 Education and training programmes 
 Food Banks (providing hot healthy meals via a voucher) 
 Alternative Takeaway Service, providing healthy cost effective ready-made meals 
 

 Community Garden 
Community-led initiative providing a therapeutic space within the hospital grounds in collaboration with 
others such as Men in Sheds, allotment projects and the community-led bereavement support service.  
 

 Consultation Rooms 
One-to-one rooms would be available to interested parties to provide advice and guidance. Organisations 
who have expressed an interest include West Cumbria Carers, Age UK, and The Department for Work and 
Pensions 
 

 Hug a Mug 
Voluntary-led support, befriending and signposting service currently based in the GP surgery but would 
benefit from being run in collaboration with the Community Café model. Volunteers are all trained in 
providing Mental Health First Aid and Suicide Awareness. 
 
Benefits:  

 Improved population health.  

 Emotional support. 

 Early identification of mental health issues. 

 Appropriate signposting, improved access to services. 

 Increase in claimed benefits. 

 Reduction in GP workload. 

 
Next Steps  
 
A wide range of information and data has been accessed from a range of sources to inform both the gap 
analysis and service model proposed. The proposal provides a high level outline of a service model. This 
model has been developed with the Maryport Alliance Group and is intended to compensate for the loss of 
in-patient beds at Maryport Hospital. It has always been the first preference of the Alliance group to retain 
beds in Maryport Hospital, However this proposal has been developed recognising that the decision to 
remove the beds has been made. 
 
This proposal directly links to the Integrated Care Community Business Case. 
 
Agreement to proceed with the service model would provide an ideal opportunity to develop the out of 
hospital strategy described in the Integrated Care Community Business case in Maryport with the benefit of 
early investment as a result of closing the beds in Maryport Hospital. 
 
Further work is required to develop both the service design and delivery plans.  
 
It is important to consider the impact of such change on staff, for some this will be seen as an exciting 
opportunity for career development however there may be some staff who are feeling threatened and 
vulnerable as a result of these changes. Staff will need supported through this change with a robust 
communication and HR strategy. Training requirements for registered and unregistered staff will need to be 
identified and addressed. Ambitions relating to building rationalisation need to be explored further (this is 
currently being analysed), however the timing of bed closures and service development is not reliant on this 
being fully complete. 
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Appendix 1: Complementary services 

 
Local Links 
There is a Local Links in Allerdale which is a single place where local people can go to find out information 
about council services. This is based at the Wigton Local Links, Community Office Wigton. More detail on 
individual service provision may be obtained from the online Cumbria Support Directory, the Council 
sponsored local directory of services. 
 
Cockermouth & Maryport Palliative Care Group 
A workgroup that has been developed in partnership with members of the community, the local GP practice, 
Community Health and Care teams, Public Health and CPFT’s Specialist Palliative Care team. The aim of 
the group is to develop a ‘compassionate community’ that improves the end of life experience through 
information, raising awareness guidance and support with a particular focus on improving the end of life 
experience for people with dementia. 
 
Dementia Action Alliance 
Dementia Action Alliances (DAA) in the North West is developing across the region at local levels, with 
some very established and others just getting started.  The Maryport DAA is newly formed and is focusing 
on raising awareness of dementia in the local community, reaching out to the community via public 
awareness sessions and aims to promote understandings of the effects dementia can have on a person's 
life. 
 
Bereavement Support Group 
Locally developed support group currently meeting in the Community entre.  
 
Hug a Mug  
Practice based Volunteer led service providing a confidential drop in listening and signposting service.  
  
Hospice at Home 
Third sector organisation set up: “To deliver high quality palliative and end of life care in West Cumbria, by 
providing services traditionally found in a Hospice building to people in their own homes and local 
communities” 
 
Ewanrigg Local Trust 
A voluntary organisation made up of people who live and work in Ewanrigg with responsibility for the £1m Big 
Local investment and are working with the community to put it to good use. 
 

Place-Based Prevention Service 
A new district focused Place Based Prevention (PBS) service started in Allerdale on 1 June 2017 available 
to anyone over the age of 18. Age UK West Cumbria is being funded by the County Council to employ a 
number of dedicated PBPS case workers who will be working with people using a holistic approach focused 
on the ‘Compass’ assessment and reassessment process.   
 
A network of PBPS case workers and volunteers will be able to help people to return home and settle in 
following a stay in hospital; work with people to assess their current health and wellbeing by identifying and 
facilitating ways in which improvements can be made using the compass way of working and supporting 
digital system (an eHub where organisations can post information about activities, factsheets and other 
information resources); and support people to make social connections and reduce loneliness.  
 
A telephone point for access to the PBPS is available for people living in Allerdale on 01946 66669 (or 
email: Info@ageukwestcumbria.org.uk ) 

 

Cumbria Fire and Rescue ‘Safe and Well’ programme 
Home fire safety visits were replaced in April 2017 for those aged 65+ by the Safe and Well scheme. 
This scheme has had a change in focus to a wider environmental check which includes falls prevention, 
smoking cessation and home safety. 
 

http://www.localtrust.org.uk/big-local/
http://www.localtrust.org.uk/big-local/
mailto:Info@ageukwestcumbria.org.uk
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Health and Wellbeing Initiatives 
The table below shows the health and wellbeing initiatives planned for Cumbria which will include the 
Maryport area. (Note: This was correct at the time of writing). 
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Health and Wellbeing 
Coaches 

          

Place-Based Prevention           

Diabetes Prevention 
Programme 

          

NHS Health Checks           

Stop Smoking Service           

Tier 2 Community Weight 
Management Programme 

          

Health at Work           

0-19 Health Child Programme 
(including Health Visitors and 

Strengthening Families 
Services) 

          

Cumbria Fire and Rescue 
‘Safe and Well’ programme 

          

Active Cumbria:  Physical 
Activity Care Pathway 

          

Community Initiatives           

Digital Wellbeing           

Healthy Living Pharmacy           

 
Reablement 
The reablement service delivers a short term intervention to people in their own homes to enable them to 
help rebuild their skills, abilities and confidence, for example after illness, injury or loss of a personal 
network. The reablement service is being developed with a view to increasing service provision and 
streamlining processes with health partners and community services so these are better targeted to local 
populations. 
 
Home Care Service 
The Home Care service in Maryport supports people having ongoing care and support needs to continue 
living independently in their own home by purchasing home care from the local ‘zone’ framework provider, 
Bellcare Domiciliary Care Services, between 0700 and 2300 hours.  
 
Home care can be provided via a Direct Payment or Individual Service Fund. 
 

Assistive Technology and Telecare 
Assistive technology is a key service to supporting people to remain living independently in their own home, 
and giving peace of mind to a person’s carer(s) and family. 
 
Assistive technology is the name given to a wide range of technology which helps people to be as 
independent as possible. Telecare is a flexible, telephone-based, alarm system which can be linked to a 
series of alarms or sensors in key parts of your home offering an immediate early warning if something is 
wrong. For example, sensors are available to detect falls; temperature extremes; flood; or a door opening.  
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In Maryport, Telecare equipment is available from Cumbria County Council through the contract with 
Wellbeing.  Telecare is also available privately from the Carelines Group (who provide a mobile response 
service), Age UK and VNC Lifeline.  
 
Extra Care Housing 
Extra Care Housing and Supported Living Strategy 2016-2025 acknowledges the important contribution that 
housing with care and support is making to enable people to keep living independently in the community, 
despite having a higher level of need than can be offered in their own home, and offers an alternative 
choice to residential care. People living in Extra Care Housing have their own front door and the right to live 
in the property, possibly with a spouse or partner; plus access to communal facilities and a care team on 
site.  
 
Local provision of Extra Care Housing is available at Fairview Court in Wigton which is managed by Home 
Housing. Care and support to tenants is delivered by Mears Care on a 24/7 basis. 
 
Extra Care Housing (ECH) development is going to be commissioned differently over the next 8 years, 
providing opportunities to upgrade existing sheltered housing stock, to enhance current extra care housing, 
and for more flexibility in identifying sites for new builds. A demand analysis around the need for Extra Care 
Housing is currently taking place at a district level.  Cumbria County Council is working with Allerdale BC to 
identify appropriate locations for potential ECH development in Allerdale including Maryport. 
 
Walsingham Support Ltd, provide Supported Living for people living with Autism at Wedgewood Road in 
Maryport, and Supported Living at Wood Street Maryport for people living with a Learning Disability.  
 
West House, provide Supported Living for people living with a Learning Disability at Wood Street 
Maryport.   
 
Home Group is currently developing a Supported Living scheme at Centenary Close Maryport for people 
who are Ex-Services/Veterans. 
 
Shared Lives 
Cumbria is developing the Shared Lives service, which provides flexible support for adults over 18 years of 
age within people’s own homes under the supervision and support of a Shared Lives scheme. Information 
is available at the 
followinglink:http://cumbria.gov.uk/adultsocialcare/sharedlives/thinkingaboutsharedlives/thinkingabout.asp 
Carers 
A carer is anyone of any age who cares, unpaid, for a friend or family member who due to illness, disability, 
a mental health problem or an addiction cannot cope without their support. All Carers in the UK are entitled 
to an Assessment of their own needs; separate to the needs of those that they care for. 
 

If you are a carer you can seek help from West Cumbria Carers, where you can be given individual support 
from a trained Carers Support Worker. The Carers Support Worker will help to carry out a Carers 
Assessment of support needed.  
 
The Carers Assessment aims to identify areas where greater support can be given, whether that is in the 
form of: 

Types of carer support available 

Carer’s Assessment 
Carer’s budget 
Occupational Therapist  
Social Worker involvement 
Respite sitting  
Giving and providing a break from 
the caring role  
Respite  
Carer’s emergency card 
 

Help with carer’s health needs 
(both emotional and physical)  
Home care  
Assistive Technology and/or and 
adaptations to the home 
Information and advice on all 
aspects of Caring  
Benefits Advice  
Support in times of crisis 
Counselling 

Friendly listening ear  
Volunteer drivers for essential 
appointments  
One to one support for carers  
Social events - Trips and courses, 
group meetings  
Quality time for the Carer 

http://cumbria.gov.uk/adultsocialcare/sharedlives/thinkingaboutsharedlives/thinkingabout.asp
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Provider Name Name Service Type 

Bellcare Bellcare Independent Homecare 

Castlerock Castlerock Independent Homecare 

Miss Joanna Hindmoor Miss Joanna Hindmoor Independent Homecare 

Jah Jireh Maryport Jah Jireh Maryport Independent Homecare 

Mears Mears Independent Homecare 

Walsingham Support Walsingham Support Supported Living 

Maryport Group Practice Maryport Group Practice GP Practice 

Oasis Dental Care (Central) 
Limited 

Oasis Dental Care Central - 
Maryport 

Dentist 

Curzon Street Dental Practice Curzon Street Dental Practice Dentist 

MDCC Limited Maryport Dental Care Centre Dentist 

Age UK West Cumbria 
Solway Court Day Centre (Age 
UK) 

Independent Day Services, building based 

Age UK West Cumbria 
The Settlement Day Centre (Age 
UK) 

Independent Day Services, building based 

Copeland Occupational and 
Social Centre 

Allerdale COSC Daycare Independent Day Services, building based 

Barnardo’s West Allerdale - Maryport Children’s Centre 

Barnardo’s West Allerdale - Flimby Children’s Centre 

Provider Name Name Service Type Beds 

Community Integrated Care Allanby House Independent Sector LD residential 6 

Community Integrated Care Gatesgarth Independent Sector LD residential 5 

Community Integrated Care Seaview House Independent Sector LD residential 4 

Granville Court Care Home 
Limited 

Granville Court Care 
Home Limited 

Independent Sector Older Adults 
residential 

12 

Miss Joanna Hindmoor Jah Jireh Maryport 
Independent Sector Older Adults 
residential 

20 

Living For Life (Cumbria) Limited Ava House Independent Sector LD residential 4 

Cumbria County Council Parkside 
Local Authority Older Adults 
residential 

31 

Tamaris Healthcare (England) 
Limited 

Riverside Court Care 
Home 

Independent Sector Older Adults 
Nursing 

60 

Solway House Limited Solway House 
Independent Sector Older Adults 
residential 

18 

Dales Care Homes Limited The Dales 
Independent Sector Older Adults 
residential 

40 

West House Midtown Farm Independent Sector LD residential 4 

West House West House  Independent Sector LD residential 7 

Cumbria Partnership NHS 
Foundation Trust 

Victoria Cottage Hospital Community Hospital 13 
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Appendix 2: Challenges & Gaps Data Tables & Figures  
 
Table 1: Demographic Profile of Maryport 
 

% Age Maryport Allerdale District Cumbria 

% 0-15 years 17.5% 16.4% 16.4% 

% 16-64 years 60.3% 60.3% 60.5% 

% 65+ years 22.2% 23.3% 23.1% 

Source: Mid-2015 Population Estimates, Office for National Statistics 
 
Table 2: Health projections: number of residents with a health condition, Allerdale District, 2017 – 2030 
 

Health 2017 2020 2025 2030 

% 
change 
2017-
2030 

Dementia (65+) 1,603 1,762 2,058 2,371 47.9% 

Limiting long-term illness (65+) 5,696 6,049 6,859 7,567 32.8% 

Mobility limited (65+) 4,215 4,546 5,126 5,772 36.9% 

Living in a care home (65+) 877 953 1,162 1,340 52.8% 

Providing unpaid care (65+) 3,196 3,314 3,541 3,827 19.7% 

Learning disability (18+) 1,805 1,809 1,797 1,801 -0.2% 

Common mental disorder (18-64) 8,798 8,669 8,320 7,946 -9.7% 

Predicted to have a fall (65+) 6,151 6,565 7,240 8,061 31.1% 

Predicted to be admitted to hospital as a result of falls (65+) 481 521 610 666 38.5% 

Longstanding health condition caused by stroke 521 578 642 700 34.5% 

Long standing health condition caused by heart attack 1,107 1,213 1,330 1,448 30.8% 

Source: Projecting Older Peoples Population Information (POPPI) determined by projected population only) 
 
Table 3: Number and rate (per 10,000 of the 18+ population) of services commissioned via Adult Social Care, 
residing in the Maryport area 
 

Service  Number Rate (per 10,000, 18+) 

Residential Care 142 115.0 

Nursing Care 28 22.7 

Home Care 87 70.4 

Day Services 40 32.4 

Carers Budget - 2.4 

Direct Payments 78 63.2 

ISF Payments 32 25.9 

Community meals 0 0.0 

Respite 22 17.8 

Assistive Technology 43 34.8 

Reablement 72 58.3 

Total Service Users **386 312.6 

Source: Cumbria Adult Social Care users workbook, October 2015 – September 2016 ** service users may have 
received more than one service 
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Table 4: Rate (per 10,000 18+ population) of services commissioned by ASC locality 
 

Service Allerdale Carlisle Copeland Eden Cumbria Maryport 

Residential Care 77.7 50.4 55.9 42.9 59.6 115.0 

Nursing Care 16.1 23.0 8.6 10.9 22.1 22.7 

Home Care 67.6 103.6 77.6 89.0 95.3 70.4 

Day Services 35.9 38.9 36.6 19.2 34.2 32.4 

Carers Budget 1.7 3.0 1.6 7.6 3.1 2.4 

Direct Payments 44.5 37.7 22.5 38.9 40.4 63.2 

ISF Payments 19.0 21.8 15.3 22.0 17.6 25.9 

Community Meals 1.3 1.4 0.9 0.4 1.9 0.0 

Respite 17.2 16.6 12.8 14.2 15.0 17.8 

Assistive Technology 28.5 9.0 30.4 23.5 30.2 34.8 

Reablement 62.6 56.8 54.7 49.0 59.0 58.3 

All service users 257.9 256.7 219.3 228.7 261.4 312.6 

Source: Cumbria Adult Social Care users workbook, October 2015 – September 2016 
 
Table 5: Number of services commissioned to ASC service users (aged 18+) in Maryport considered to have 
“complex needs” 
 

ASC District 
Supported 
Living 

Extra Care 
Housing 

Night 
Service 

Home Care 
30+ hours 

Residential Nursing Total 

Maryport 12 0 20 28 142 28 230 

Source: Cumbria Adult Social Care users workbook, October 2015 – September 2016  
 
Table 6: GP Practices: Long term conditions 
 

Long-term conditions 

Patients with a long-standing health condition (63.8% 
compared to 53.2%) 
Cancer (3.2% compared to 2.4%) 
Coronary heart disease (4.8% compared to 3.2%) 
Stroke (2.4% compared to 1.7%)   
PAD - peripheral artery disease (0.9% compared to 0.6%) 
Heart failure (1.2% compared to 0.8%) 
Hypertension (17.1% compared to 13.8%) 
Obesity in adults (15.5% compared to 9.5%) 
Estimated smoking prevalence (23.1% compared to 
18.1%) 

Chronic kidney disease (4.9% compared to 4.1%) 
Diabetes (9.8% compared to 6.5%) 
Dementia (1.1% compared to 0.8%) 
Depression in adults (10.5% compared to 8.3%) 
Rheumatoid arthritis (1.1% compared to 0.7%) 
Long-term back problem (19.4% compared to 9.6%) 
COPD - chronic obstructive pulmonary disease (3.4% 
compared to 1.9%) 
Asthma (7.8% compared to 5.9%) 
Epilepsy (1.2% compared to 0.8%) 
Hypothyroidism (4.0% compared to 3.3%) 

Source: National General Practice Profiles, Public Health Outcomes Framework 
 
Table 7: Obesity statistics 
 

Wards (2015 Obese adults (%) 

Ellen 26.7 

Ellenborough 27.4 

Ewanrigg 28.6 

Flimby 28.6 

Netherhall; 26.7 
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Figure 1: Children’s obesity indicators  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 2: Place of 
death Maryport 
residents Nov 2015 – 

Nov 2016 
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