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What is the Wigton and Solway Plan for? 
The Wigton and Solway Plan describes the vision of a 
new way of working to support the people and community 
of Wigton. It describes the model to deliver that service, 
including financial modelling, benefits to patients, the 
community, and the health and social care service. In 
Wigton and Solway all service providers find it an ongoing 
challenge to recruit and retain staff, and services. 
However, there is a strong history of collaboration and 
interdependency between providers in Wigton and a 
strong community identity. The Wigton Community 
Alliance Group is taking that challenge forward. 
 
The North Cumbria health economy review, under the title of the Success Regime took place during 
2015/16. The review supported and endeavoured to develop plans, to deliver 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 their house, a care home or a nursing home. The review 
also highlighted the challenges in providing sustainable, high quality community inpatient 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. 

 
The proposals affected all community hospitals; however 
the preferred option in the Success Regime for Wigton 
was for the removal of the 19 in-patient health beds. In 
September 2016 the Wigton Community Alliance group 
was formed; initiated by the League of Friends but with a 
wider community and stakeholder membership. The 
group’s original aim was to fight to keep the beds open at 
Wigton and during the consultation process the Wigton 
and Solway Community Alliance group submitted an 
alternative plan to be considered which included a 
medical bed based model.  
 
Following the consultation process the Clinical 
Commissioning (CCG) Group continued to support the decision that the medical in-patient beds 
would close recognising the significant operational risks (especially around safe nursing and medical 
staffing) that doing nothing would pose. However the CCG acknowledged many of the ideas the 
Wigton and Solway Alliance had submitted in its alternative proposal, particularly a one integrated 
team approach and supported further development of the work. A commissioning mandate was 
developed to apply parameters to the work.  
 
Over a series of meetings, partners have worked together in a collaborative way within the context 
of developing an integrated team approach and a solution to medical bed losses in Wigton and 
Solway. These discussions have led to what was originally seen as reduction in services in Wigton 
and Solway being turned into solutions to meet the emerging needs of the community. The Wigton 
and Solway Plan provides an opportunity to tell a story as the community works together to make 
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Wigton and Solway an even better place to live.   
 
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 Wigton and Solway Plan identifies and supports the 
Integrated Care Communities strategy, 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 and reduce the reliance on hospitals. 
 
 
The Wigton and Solway Plan is supported by a number of key plans and strategies including: 
 

 The West, North and East Service Sustainability and Transformation Plan  

 Cumbria County Councils 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 and East Cumbria Integrated Care Communities Business Case. 

 
 

  



 
 

5 
 

About Wigton 
Wigton is a historic market town in Cumbria and lies just outside the Lake District in the borough of 
Allerdale. Wigton is at the centre of the Solway Plain, between the Caldbeck Fells and the Solway 
coast. It is served by Wigton railway station on the Cumbrian coast line and the A596 to Workington. 
The majority of the Wigton area is a rural and has been defined as the combined wards of Aspatria, 
Bolton, Burgh, Dalston, Holme, Marsh, Silloth, Solway, Wampool, Warnell, Waver, Wharrels and 
Wigton.  
 
Wigton and Solway has a varied terrain 
from the fells around Caldbeck to the coast, 
with the population spread across the area 
in towns and villages. The road network is 
poor, with country roads which in winter, 
when subject to ice, snow and flooding 
make travel around the area challenging 
and slow. The combined population of the 
thirteen wards is 34,686 of which there are 
28,383 adults (18+).  The majority of the 
population (59.5%) is of working age (16-64 
years) while 1 in 4 people (24.9%) are aged 
65+. There are 713 people in the Wigton 
area from black or ethnic minority groups 
accounting for 2.1% of the total population.  
 
The demographic profile is similar to the Allerdale district and county picture (refer to Table 1). 
There is, therefore, a significant older population residing in the Wigton area. 
 
Levels of deprivation in the Wigton area are mixed/varied.  The most deprived areas fall within the 
wards of Aspatria, Wigton and Silloth - all ranking in the 3rd decile nationally (1 = worst 10% in 
England). The least deprived areas fall within the wards of Burgh, Dalston and other parts of Wigton 
all ranking in the 7th decile  (10 = least deprived in England) . 
  
Wigton and Solway are significantly worse than the national average for a wide number of health 
indicators including Coronary Heart disease, Stroke and Hypertension. The GP population in the 
Wigton area is 32,289; combining six GP Practices of: Aspatria Medical Group; Caldbeck Surgery; 
Dalston Medical Group; Silloth Medical Group Practice; The Croft Surgery; Kirkbride and Wigton 
Medical Practice (Source: Quality Outcomes Framework, 2015-16). 
 
There is a strong history of collaboration and interdependency between providers in the area and a 
strong community identity and spirit. It is notable that the Solway region has one of the lowest 
referral rates to acute hospital care in Cumbria.  
 
Wigton and Solway form part of Solway and Keswick Integrated Care Community; however Wigton 
and Solway has its own unique set of issues requiring a more local solution to the challenges 
experienced.  
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Challenges and Gaps  
Source Tables and Figures can be found in Appendix 3: 
 
An Ageing Population  
There is a significant older population residing in the 
Wigton and Solway area .Generally the population of 
Allerdale district is projected to decrease by 2039. 
However the population of those aged 65+ years is 
expected to increase, in fact by 2039 they are 
projected to increase by 38.7% which suggests that 
the older population in Wigton will also increase 
(refer to Table 3).  
 
An aging population brings health and social care 
challenges for those people and their families and 
carers. It also increases the pressure on the health 
and care system. 
 
Health projections and services 
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 (see Table 7). 
 
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 (refer to Table 7). There are 
six GP Practices in the Wigton area; within those 
Practices there are 256 people on their Dementia 
GP Registers, accounting for 0.79% of all patients, 
which is similar to 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 Wigton area three out of 
four households are owned either out right or with a 
mortgage (76.1% compared to 69.0% in Allerdale; and 
70.7% in Cumbria).  There are fewer socially rented 
properties than the rest of the district and county (10.7% 
compared to 19.1% in Allerdale; and 14.3% in Cumbria). 
 
The greatest proportion properties in the Wigton area are 
detached: 43.0% compared to 26.7% in Allerdale; and 
25.5% in Cumbria; while there are fewer semi-detached 
properties, terraced properties and flats [Source: Census 
2011]. 
 
An increasing older population will increase the need for accessible, economical housing, and 
dementia friendly properties.  

 
One person households  
There are 4,174 people in the Wigton area who are living alone (refer to Table 5) accounting for one 
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in four people (28.4%). Just over half of those (51.1%) are aged 65+; which is higher than Allerdale 
47.0%, Cumbria 45.2% and England 40.9%. Elderly people living alone are at particular risk of 
loneliness and isolation leading to anxiety, depression and vulnerability to health issues. 
 
Increasing Demand on Social Care Services 
There are 565 service users in the Wigton area, a rate of 199.1 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). A resident may access more than one service. This is 
below the Allerdale and County average; however a projected increase in the elderly population 
means that demand on services will increase. 
 
In the Wigton area, the highest rates of take up of services are for home care (67.6 per 10,000 
which is the same as for Allerdale), residential care (46.9 per 10,000 compared to Allerdale 77.7) 
and Direct Payments (43.0 per 10,000 compared to Allerdale 44.5). In the Wigton area, the lowest 
take up of services are for carers budget and community meals, which is similar to the Allerdale 
district profile (refer to Tables 8 & 9). 
 
In order to determine ‘complex needs’ the following categories are considered:  

 those in receipt of supported living;  

 extra care housing; night care;  

 30+ hours of home care;  

 residential care; or 

 nursing care (refer to Table 10).  

In the Wigton area, there were a total of 281 services provided to people considered to have 
‘complex needs’. The highest numbers of people are in receipt of residential care (133) indicating 
that this is the highest area of demand for service provision.  
 

There are 3,996 people providing unpaid care in the Wigton area, accounting for around one in one 
(11.8% of all residents). This is similar to the Allerdale district (11.3%) and county average (11.5%) 
but is above the national average of 10.4% (refer to Table 6). Numbers of those providing care in 
the Allerdale district are projected to increase as the older population increases; by 2030, 
proportions of people aged 65+ providing unpaid care are projected to increase by 19.7% (refer to 
Table 7).  
  
Recruitment and Retention 
Similar to the regional and national picture there are significant issues with the recruitment and 
retention of staff across all sectors. This has led to: 

 A shortage of qualified nursing staff. This has led to a temporary unresolved closure of beds 
in the hospital. Beds have been closed for three years as a result of this.  

 Difficulties providing Home Care leading to service gaps in, end of life care/continuing care 
packages / generic domiciliary care/Hospice at Home.  

 
Health resource has been targeted at beds 
Health resource has been aimed at providing in-patient provision 
for a small proportion of the community rather than developing 
and enhancing home based services, as a result people are being 
cared for in hospital instead of at home, because there hasn’t 
been the resource in community services to provide the care at 
home. Unnecessary or prolonged hospital admission or stay is not 
in the best interest of the patient. 
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Current Hospital facilities are old and need significant work  
Wigton Hospital building is large, old and in need of continuous maintenance and is no longer 
thought to be suitable for housing in-patient beds. Whilst the ward is working well the 
accommodation is compromised, it needs work in order to bring it up to modern standards. We will 
no longer be delivering care in the beds there. However it is recognised that access to beds will be 
required for some service users.  
  
Service Gaps  
All partners are facing the same scope and scale of challenges 
in delivering care to the dispersed aging population of Wigton 
and Solway. In addition: 
 

 Services have been developed historically and in 
isolation and not designed to address the health and 
social care challenges of the area.  

 Buildings are no longer fit for purpose.  

 All partners have difficulty recruiting staff. 

 We know that partners working separately will 
increasingly find it difficult to sustain services in Solway. 

 There are existing strong working relationships between 
all of the teams working across the area that will make 
developing a new model much more likely to succeed. 
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Vision, Aims,and Proposals 
Our vision is: 
A vibrant, fully integrated exemplar of health and care provision delivering person centred care in 
people’s homes and communities. The future will see the coming together of one integrated team in 
Wigton and Solway with health, social care and other third sector providers working together to 
improve experiences and outcomes for the people they serve . 
 
Our aim is to: 

 Improve health and wellbeing of the population. 

 Find the solution to the challenges from within Wigton allocating resources in ways that 
promote health, wellbeing and independence. 

 Support the development of 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 Wigton and Solway, we will do this by: 

 Developing a high quality affordable, scalable model 
for rural communities by health and social care 
working in close partnership with the local community.  

 Working as partners across health and care, and 
communities, to provide a more seamless service and 
with better outcomes for residents by improving the 
way in which health, social care and the third sector 
work together. 

 Improve health and wellbeing for residents by bringing 
together information and advice about community 
services and activities into one place. 

 Find solutions to the challenges from within the Wigton and Solway area in meeting health 
and social care needs.  

 Taking a local response in developing integrated 
services within the Wigton and Solway area by using 
the staff resource available to serve the population.  

 Ensuring that we deliver more care and support in the 
home setting.  

 Reducing and avoiding hospital admissions and/or 
residential and nursing home admissions, where 
appropriate.  

 Providing the population of Wigton and Solway with 
high quality health care, providing more services and 
activity in the area with the aim of improving outcomes 
for people and delivering good value for the health 
system following the closure of the medical inpatient 
beds in Wigton Hospital. 
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Our Proposals 
The population of Solway is a dispersed population and that is a challenge for the delivery of 
healthcare. The current community nursing team’s work around the six GP practices across Solway 
and that facilitates close working with the practices that is vital. In order to deliver the broader scope 
of services and to larger numbers of patients over longer hours each day it will be necessary to 
review how we work and how best to integrate the additional workforce. This will need to take into 
consideration minimising travel times for care staff, ensuring all patients have access to a worker 
with appropriate skills in a timely way that the team operates as an integrated team with strong local 
relationships and relationships across Solway and also delivers good continuity of care with high 
levels of patient satisfaction and safety. 
 
The preferred option in the Success Regime consultation is for the removal of the 19 in-patient 
health beds in the community hospital. Whereas this was not the preferred option of the community, 
the community alliance group have worked with health and social care stakeholders to develop an 
alternative model This proposal sets out an alternative vision of a vibrant, fully integrated exemplar 
of health and care provision in a remote rural setting.  
                       
 It is built around the ‘triple aim’: 

 
 

A new model of place based integrated health and care provision for Solway 
 
Integrated Care Communities – Wigton and Solway and the bigger picture 

 
The concept of Integrated Care Communities (ICC) has been with us for some time. The design and 
development of Integrated Care Communities is important to the overall plan to improve services 
and manage our population’s health and wellbeing in a more proactive way. An ICC will see health 
and social care professionals, GPs, the voluntary sector and the community working as one team 
within one system to support and tailor the health and care needs of population it serves. It will focus 
on improving access to information about healthier lifestyles locally and helping people stay well, 
remain as independent as possible, manage health conditions and reduce the reliance on hospitals. 
The closure of beds in Wigton Hospital has given us the opportunity to work with the community and 
partners to develop tailor made community plans for  Wigton and Solway whilst addressing gaps in 
the provision of service identified as best practice in the ICC strategy. 
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There are four elements of the Integrated Care Community integrated team operating model: 
 

1. Integrated Care Community coordination hubs – the nerve centre. 

2. Rapid response - when calls come in. 

3. Enhanced integrated teams – providing care to people at home and in the community. 

4. Discharge to assess – caring for people at home as soon as they are medically fit. 

 
By working together we have a chance of creating a much better integrated model of care for 
patients and clients at lower cost and more sustainably. 
 
In Wigton and Solway our model is designed to meet the core elements of the Integrated Care 
Community operating model and will provide: 
 

 One fully integrated health and social care system – the Integrated Care Community. 

 Access to an integrated bed base. 

 A base in Wigton acting as a hub for community health and social care services which allows 
clinicians to escalate care needs when required in the community, and to de-escalate using 
the links to health and social care services when it is no longer needed. 

 

The Services 
 

1. Integrated Care Community coordination hub 

Support the provision of a coordination hub to coordinate the integrated health and social care team 
- facilitate communication within the ICC; hold intelligence for people ensuring resources are 
targeted to the right people at the right time. This ‘hub’ function is integral to the ICC working and 
will be supported by additional funding as we set up ICC’s across North Cumbria. The therapy team 
in Wigton Hospital already has a similar approach and would be possible to scale that up with the 
appropriate funding (as highlighted in the ICC Business Case).   
 
The hub would be responsible for coordinating response to patients with an urgent need, working 
with GP’s identifying patients who are becoming more frail so pre-emptive action and care planning 
can take place prior to crisis occurring. The hub will coordinate holistic preoperative assessments to 
ensure patients going for surgery have equipment and support in place to allow early post-operative 
discharge. The hub would know where patients were and if in hospital, would be responsible for 
proactive contact with the hospital to ensure supported safe discharge at the earliest possible point 
so shortening length of stay.  
 
The hub is an enabler for the care teams, the larger integrated health and social care team will 
enable the hub to be able to act on the information it holds. 
 
Benefits: 

 It will provide population intelligence, effective discharge, effective MDT and coordination 
and communication as a result patient care will be improved.  

 Improve staff experience by reducing hand offs and utilising time and patient contact more 
effectively. 
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2. Rapid response 

A community service that will provide intervention and assessment service for a patient in the 
community causing immediate concern that otherwise would require step up to acute care. Referrals 
could be made by GP’s, paramedics, or the community health team. It will function 12 hours a day 
over seven days per week. This will ensure that there is timely and appropriate care provided to 
patients who have a sudden change in their health such as acute illness, falls or exacerbation of 
long term conditions. The team will be able to respond to calls from people, GP’s, paramedics, other 
community team members and home carers. Quick action and intervention will prevent admissions 
to hospital and improve care for patients. 
 
Benefits: 

 Reduction in inappropriate admissions to acute 
care.  

 Reduction in ambulance transfers. 

 Improved outcomes for patients. 

 Reduction in GP home visits.  

 Broadens scope and value of nursing team – may 
assist in recruitment. 

 

3. Integrated Team 

The removal of the in-patient beds in the Wigton Hospital will create an opportunity to redeploy the 
skills of the workforce to enhance the capacity and capability of the community team. The north 
Cumbrian health and social care system is moving toward working as Integrated Care Communities. 
ICC’s will bring existing services in health, social care and the communities together and enable 
them to integrate to deliver care more effectively in the community. 
  
The current nursing workforce in Wigton Hospital would 
add significantly to the existing Community Nursing 
teams, we currently spend £750k on the hospital nurse 
staffing and around £700k on community nursing in 
Solway. The hospital beds currently serve both Solway 
and non-Solway residents. A transfer of nursing and 
other resource into the community teams would see the 
Solway residents benefitting from the additional 
capacity. The therapy team in the hospital would also be 
released to provide more care for Solway patients. The 
additional capacity in the Solway community team would 
allow the team to deliver additional functions and 
enhance their capacity over and above their current practice by:  

 Adding capacity to support patients with more complex care needs at home and so to avoid 
hospital admission increasing the number of people cared for at home. 

 Taking a proactive approach to shortening length of stay in hospital by seeking to help 
hospital discharges to occur earlier. 

 Increasing capacity to undertake complex care such as IV antibiotics and management of 
complex devices. 

 Providing more end of life care in patients’ homes.  

 Undertaking more proactive care planning in collaboration with GP’s, identifying patients in 
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need and acting before crisis occurs.  

Benefits: 

 It broadens scope and value of nursing 
team. 

 Improves patient care.  

 It ensures more patients receive more care 
at home at – reducing hospital admission 
and bed days used. 

 Reduces travel for Wigton residents. 

 Reduces cost in other parts of the system. 

 Improves patient experience and access. 

 

4. Discharge to assess 

This service would be managed through the coordination hub and be delivered by the integrated 
team. It would enable the pull through of patients in hospital to the community at an early stage; 
their discharge needs would be assessed and operationalised on returning home. 
 
Benefits:  

 Reduction in Acute bed days and Length of Stay. 

 Reduction in hospital acquired complications. 

 Improved patient experience. 

 Improved patient outcomes. 

 
Home Care, GDC and Continuing Health Care 
The dispersed population of Solway represents a challenge for commissioners and providers of 
homecare services. Individual packages of care can be spread over a wide geographical area, 
leading to extensive carer travel time and recruitment and retention difficulties for care providers.  
 
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 Solway 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. In line with the philosophy of providing 
continuity of care we need to be mindful that a change to a shift based system does not compromise 
the service user, home carer relationship. 
 
Benefits: 

 Patients be 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. 
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 Improved patient experience. 

 Reduce Acute bed days and admissions. 

 Reduce admissions to nursing and residential care. 

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

 
Access to Beds and Utilisation of buildings 
 
The original Wigton and Solway Plan proposed an integrated health and social care new build, 
however there is recognition that the capital required to do this is simply not available therefore our 
vision is centred on rationalising building resources within in the health and social care system.. 
 
The original plans proposed that we vacate 
the current hospital site; this would have 
offered the opportunity to avoid the 
considerable expense of upkeep, running 
costs and capital charges. However an 
initial estate feasibility study shows that 
because of the number of staff and 
services working in and out of the building 
there is no other suitable large enough 
building in Wigton. As a result our plans 
now include keeping the building but 
without the in-patient beds. 
This gives us the opportunity to consider 
how we best use the space available and 
may include the rationalisation of other health and social service locations into Wigton Hospital to 
more fully utilise the space, and developing the Hospital as a community resource hub. 
 
The distances between patients and the travel times across the Solway area are such that there will 
be some patients where it would not be practical, sensible or safe to look after them at home. Other 
factors such as the need to deliver very intensive care, requirement for frequent short treatments, 
inappropriate home environment, safeguarding issues and cognitive impairment also affect the 
decision as to where to provide care.  
 
The Health and Social care system are currently developing an additional ‘enhanced short term 
residential care’ model at Inglewood including therapeutic and rehabilitation in-reach provided by the 
Integrated Community Team. There is therefore an opportunity to utilise some of this resource to 
support some of the care currently offered in the community hospital beds and the positive 
outcomes that we require in a different setting. Analysis based on the number of patients who have 
historically occupied beds in Wigton Hospital and those Delayed Transfers of Care who would 
benefit from out of hospital care would suggest that six beds would be an appropriate number. 
 
Using the residential facility would reduce the travel times and increase efficiency and effectiveness 
for the community teams, would enable them to support patients with higher intensity need and to 
support patients who would otherwise not cope at home. The beds would be for treatment and 
rehabilitation with a clear aim of being a step on the way to a return home for onward care. The care 
would be delivered by community nurses and therapists who would have knowledge of the patient 
and be able to provide continuity of care from these beds to home in the community.  
The beds would be for short term care, 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. 
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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: 

 If a person needs a bed there is availability in 
Wigton and Solway. 

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

 Provides reassurance to communities. 

 Provides a base for delivering more day based 
clinical care in the community. 

                      
Therapies 
The patients in Inglewood would need to have access 
to physio and occupational therapies; there will need 
to be suitable facilities to deliver these aspects of care 
Out-patient physiotherapy is delivered from Wigton 
Hospital presently, some space will be converted in 
Inglewood care home for the delivery of out-patient physio and also some space in other facilities 
will be sought such as the care home in Aspatria allowing patients to access therapy nearer home.  
Co-location of the therapy services with the residential beds will allow integrated working and also 
the opportunity for multidisciplinary working around any patient using the beds including those who 
are resident long term. The team will also be able to undertake holistic frailty assessments for 
patients in the community identified as being in need of further help and support. A full estate 
feasibility study would need completed to ensure that the building was suitable for this purpose. 
 
Benefits:  

 Therapy team located in the town of Wigton giving greater access to residents. 

 Therapy team located with patients and residents – offering immediate access. 
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Feedback from the community & staff 
The first draft of this plan was developed by members of the Solway Alliance and then shared more 
widely with the community through an event in the town planned with the Alliance.  The event, 
summary plan and short video was widely circulated and promoted through the local media and 
community alliance members shared information on local social media sites.  Community members 
of the alliance urged local people to attend. 

The event was attended by over 50 local people who had the opportunity to look at the proposed 
health and care plans, provide feedback and speak to members of the Solway alliance.  A number 
of other local representatives also came along to provide information on support available in the 
area, including: The Community Falls Prevention Team, Public Health, Age UK West Cumbria, West 
Cumbria Carers and Allerdale Borough Council. 

We received 19 pieces of written feedback from members of the community – full details are 
included at Appendix 3.  Please find below a summary of the themes and how we plan to address 
this. 
 
Closure of in-patient beds 
 
There remains great concern relating to closure of 
community beds with local people unable to see 
how this would work given the pressure on beds in 
the system, the wide geographical spread of 
services and the time it would take to build 
sufficient services in the community. 
 
As a result of this, the Trust has agreed to develop 
comprehensive quality impact assessments on this 
change that will be monitored through governance 
routes and shared with the alliance for assurance.  
 
Use of Inglewood  
 
There was a theme in the feedback from the 
community and the staff about the use of 
Inglewood.  The main concern relates to the 
premises being fit for purpose.   There was 
concern that the rooms were too small and unable 
to accommodate the equipment required for 
rehabilitation and health needs. 
 
We recognise that the rooms in Inglewood do need assessed for the suitability of health patients 
and that is part of the estates implementation which is currently underway.  We are establishing a 
working group to explore this issue in more detail. 
 
Timescale/Transition  
 
Local people and staff wanted to understand the proposed timescales and details of how the 
transition would take place. 
 
Timescale was not covered within the proposals as this has not yet been confirmed.  When the 
plans have been approved, we will then be able to confirm a more detailed timescale.  Crucial to the 
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timescale is ensuring Inglewood is suitable and any works that need to take place. The transition 
from current bed base to 0 bed base will need to take place over a period of time in order that we 
can train staff and in order to ensure we have appropriate resources in place.    
 
Feedback from staff (in addition to the above) 
 
Although there have been some issues in communicating in a timely way with staff, we have 
received feedback from staff through a number of routes 
 

 Staff members at every alliance group meeting 

 Staff drop in sessions at the hospital 

 Visit from the CEO 

 Each staff member having an informal one to one 

 
Impact on individuals 
 
For staff working directly on the in-patient unit and in the kitchens, this directly impacts on their 
individual circumstances and this has been discussed with them informally on an individual basis.  
The uncertainty and timescale is very difficult for staff members who are feeling vulnerable as a 
result of these proposals. 
 
We do recognise that this is very difficult for our staff and are doing as much as we can to support 
them.  Staff have been offered support through informal one to ones and also drop in sessions have 
been arranged at the hospital.  Once we have a clearer timescale we will be able to develop plans 
for transition which will include a staff consultation document and HR support for all staff affected. 
 
Suggestions from staff 
 
Staff made a wealth of suggestions about alternative services that could be offered from Wigton.  
Some of these are bed based and not part of our plan going forward.  However there were 
suggestions about the introduction of blood transfusion and intravenous infusion services which are 
being explored. 
 
We will also explore how we can utilise the empty space that closing the beds would create.  This 
will include looking at the possibility of outpatient clinics being held at Wigton or making space 
available for community activities. 
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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 Wigton and Solway Alliance Group and is intended 
to compensate for the loss of in-patient beds at Wigton Hospital and improve the out of hospital 
model. It has always been the first preference of the Alliance group to retain beds in Wigton 
Hospital. However this proposal has been developed recognising that the decision to remove beds 
from Wigton Hospital 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 Wigton with the 
benefit of early investment as a result of closing the beds in Wigton Hospital. 
 
Further work is required to develop both the service design and the implementation 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 
vulnerable as a result of these changes. Staff will need to be supported through this change with a 
robust communication and HR strategy. Training requirements for registered and unregistered staff 
will need identified and addressed. 
 
Ambitions related to building rationalisation need 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. 
 
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 has had a change in focus to a wider environmental check which includes falls 
prevention, smoking cessation and home safety. 
 
The table below shows the Health and Wellbeing Initiatives planned for Cumbria to include Wigton 
and Solway. Note: this is correct at the time of writing. 

Initiative 
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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 

          

mailto:nfo@ageukwestcumbria.org.uk
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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 
 
Homecare services support adults with eligible needs in their own homes to support them to 
maintain and improve their independence as much as possible and to allow people to remain in their 
own homes. Types of support can include personal care, support with medication and support with 
meals. 
 
Homecare is provided in the Wigton area by HSG Group under Cumbria County Council’s Support 
at Home Framework.   
 
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.  
 
Day Opportunities 
 
Day opportunities provide adults with eligible needs with support and activities during the day. This 
can include employment support, support to access volunteering opportunities, befriending, arts, 
sports and lunch clubs. Day opportunities are sometimes delivered from a dedicated building or 
within the community. Cumbria Care provides day services for older adults at Inglewood in Wigton.  
 
Extra Care Housing 
 
The 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 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.  
 
 

Active Cumbria:  Physical Activity 

Care Pathway 
    

 
 

  
  

Community Initiatives           

Digital Wellbeing           

Healthy Living Pharmacy           
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Extra Care Housing 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. 
 
Carers 
 
The Council’s offer to Carers’ includes an assessment of their own needs either from Council staff or 
via a contract with Cumbria County Council. A Carer’s budget or services to support the carer in 
their caring role may then be arranged as part of support planning for the carer. Other support 
includes information and advice; breaks (sometimes called respite care); Carers’ emergency card; 
emotional support; home care; Assistive Technology and/or adaptations to the home; and support 
for young Carers.  
 
Dementia Action Alliance 
 
There is a Dementia Action Alliance (DAA) in Aspatria but not in Wigton. The DAA aims to bring 
about a society-wide response to dementia by encouraging and supporting the local community and 
organisations to take practical actions to enable people to live well with dementia and reduce the 
risk of costly crisis intervention. Presently there is a need for local people to commit to grow the 
Aspatria DAA to become a Solway Plain DAA, in order to deliver the benefits of a Dementia Friendly 
Community, although it is known that there is local interest as there is already a regular Wigton 
Dementia Café held at the Wigton Methodist Church. 
 
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 following link:    
 
http://cumbria.gov.uk/adultsocialcare/sharedlives/thinkingaboutsharedlives/thinkingabout.asp 
 
Residential & Nursing Care 
 
There are 124 nursing and residential care beds across the whole of Wigton and Solway. 
 

 
Name Place Number & type of beds 

Midtown House Caldbeck 16 residential 

Chichester House Silloth 18 residential 

Good Companions Silloth 28 residential 

Park Lodge Aspatria 16 residential 

Silloth Nursing Home Silloth 32 nursing  

Little Acre Silloth 14 Residential 

Total 124 

 

  

http://cumbria.gov.uk/adultsocialcare/sharedlives/thinkingaboutsharedlives/thinkingabout.asp
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Appendix 2 
Table 1: Demographic profile of Wigton/Solway 
 

 Wigton/Solway Allerdale District Council Cumbria 

Total population 34,686 96,660 497,996 

0-15 years 5,433 15,899 81,703 

16-64 years 20,632 58,273 301,075 

65+ years 8,621 22,488 115,218 

% 0-15 years 15.7% 16.4% 16.4% 

% 16-64 years 59.5% 60.3% 60.5% 

% 65+ years 24.6% 23.3% 23.1% 

Source: Mid-2015 Population Estimates, Office for National Statistics 
 
Table 2: Projected Population - All Ages; 2014-2019 & 2014-2039 
 

 

Population Numerical Change Proportional Change 

2014 2019 2039 2014-2019 
2014-
2039 2014-2019 

2014-
2039 

Allerdale 96,471 96,278 94,978 -193 -1,493 -0.2% -1.5% 

Barrow-in-
Furness 67,648 66,048 61,049 -1,600 -6,599 -2.4% -9.8% 

Carlisle 108,022 108,849 110,560 827 2,538 0.8% 2.3% 

Copeland 69,832 68,876 65,611 -956 -4,221 -1.4% -6.0% 

Eden 52,630 52,641 52,680 11 50 0.0% 0.1% 

South 
Lakeland 103,271 102,958 103,168 -313 -103 -0.3% -0.1% 

Cumbria 497,874 495,653 488,048 -2,221 -9,826 -0.4% -2.0% 

England 54,316,618 56,466,326 63,281,522 2,149,708 8,964,904 4.0% 16.5% 

             Source: 2014-Based SNPPs, Office for National Statistics 

  Table 3: Population Projections 65+ Year Olds 

 

Population Numerical Change Proportional Change 

2014 2019 2039 
2014-
2019 

2014-
2039 

2014-
2019 

2014-
2039 

England 9,537,708 10,430,674 15,183,439 892,966 5,645,731 9.4% 59.2% 

Cumbria 113,155 122,145 158,255 8,990 45,100 7.9% 39.9% 

Allerdale 22,068 23,796 30,600 1,728 8,532 7.8% 38.7% 

Barrow-in-
Furness 14,021 14,740 17,812 719 3,791 5.1% 27.0% 

Carlisle 21,743 23,680 32,222 1,937 10,479 8.9% 48.2% 

Copeland 14,697 15,782 20,380 1,085 5,683 7.4% 38.7% 

Eden 12,879 14,292 18,769 1,413 5,890 11.0% 45.7% 

South Lakeland 27,747 29,853 38,469 2,106 10,722 7.6% 38.6% 

Source: 2014-Based Sub-National Population Projections, Office for National Statistics 
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Table 4: Black & Minority Ethnic Groups; Source: Census 2011 
 

 White:  
English/Welsh/Scottish/ 

Northern Irish/British 

BME population BME population 
 aged 65+  

 Number % Number % Number % 

Wigton 33,705 97.9% 713 2.1% 92 1.2% 

Allerdale 94,085 97.6% 2,337 2.4% 273 1.4% 

Cumbria 482,124 96.5% 17,734 3.5% 1,557 1.5% 

England 42,279,236 79.8% 10,733,220 20.2% 723,270 8.4% 

 

Table 5: One person households Source: Census 2011 

 One person household One person household aged 65+ 

Number % Number % 

Wigton 4,174 28.4 2,131 51.1% 

Allerdale 13,169 31.1% 6,186 47.0% 

Cumbria 71,740 32.3% 32,398 45.2% 

England 6,666,493 30.2% 2,725,596 40.9% 

 

Table 6: Provision of unpaid care Source: Census 2011 

 Provides unpaid 
care: Total 

Provides 1 to 19 
hours unpaid care 

a week 

Provides 20 to 49 
hours unpaid care 

a week 

Provides 50 or 
more hours 

unpaid care a 
week 

Number % Number % Number % Number % 

Wigton 3,996 11.8% 2,594 64.9% 506 12.7% 896 22.4% 

Allerdale 10,756 11.3% 6,621 61.6% 1,434 13.3% 2,701 25.1% 

Cumbria 5,931 11.5% 4,188 70.6% 614 10.4% 1,129 19.0% 

England 5,409,433 10.4% 3,437251 63.5% 718,709 13.3% 1,253,473 23.2% 

Table 7: Health projections: number of residents with a health condition, Allerdale District, 2017 - 
2030 Source: Projecting Older Peoples Population Information (POPPI) determined by projected 
population only) 

  2017 2018 2020 2025 2030 
% change 
2017-2030 

Dementia (65+) 1,603 1,630 1,762 2,058 2,371 47.9% 

Limiting long-term illness 
(65+) 5,696 5,844 6,049 6,859 7,567 32.8% 

Mobility limited (65+) 4,215 4,291 4,546 5,126 5,772 36.9% 

Living in a care home 
(65+) 877 905 953 1,162 1,340 52.8% 

Providing unpaid care 
(65+) 3,196 3,252 3,314 3,541 3,827 19.7% 

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

Common mental disorder 
(18-64) 8,798 8,746 8,669 8,320 7,946 -9.7% 

Predicted to have a fall 
(65+) 6,151 6,257 6,565 7,240 8,061 31.1% 

Predicted to be admitted 
to hospital as a result of 
falls (65+) 481 497 521 610 666 38.5% 
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GP Practice Profiles – summary of health needs 
 
There are varying health needs across all practices in the Wigton area. There are greater 
proportions of patients on GP Registers with the following long-term conditions than national 
average (compared to England) for: 
 

Aspatria Medical Group  Coronary heart disease (5.2% compared to 3.2%) 

 Stroke (2.3% compared to 1.7%)   

 PAD - peripheral artery disease (1.5% compared 
to 0.6%) 

 Hypertension (15.7% compared to 13.8%) 

 Obesity in adults (13.9% compared to 9.5%) 

 Diabetes (8.4% compared to 6.5%) 

 COPD - chronic obstructive pulmonary disease 
(2.9% compared to 1.9%) 

Caldbeck Surgery  Cancer (3.5% compared to 2.4%) 

 Coronary heart disease (5.0% compared to 3.2%) 

 Stroke (2.9% compared to 1.7%)   

 Heart failure (1.3% compared to 0.8%) 

 Hypertension (17.0% compared to 13.8%) 

 Chronic kidney disease (5.9% compared to 4.1%) 

 Rheumatoid arthritis (1.3% compared to 0.7%) 

Dalston Medical Group  Cancer (3.5% compared to 2.4%) 

 Coronary heart disease (4.7% compared to 3.2%) 

 PAD (1.1% compared to 0.6%) 

 Hypertension (19.3% compared to 13.8%) 

 Obesity in adults (12.4% compared to 9.5%) 

 Chronic kidney disease (6.4% compared to 4.1%) 

 Rheumatoid arthritis (1.3% compared to 0.7%) 

Silloth Medical Group Practice  Coronary heart disease (7.0% compared to 3.2%) 

 Stroke (2.7% compared to 1.7%)   

 PAD (1.8% compared to 0.6%) 

 Hypertension (23.0% compared to 13.8%) 

 Obesity in adults (12.1% compared to 9.5%) 

 Chronic kidney disease (7.7% compared to 4.1%) 

 Diabetes (8.6% compared to 6.5%) 

 Depression (11.1% compared to 8.3%) 

 Rheumatoid arthritis (1.4% compared to 0.7%) 

 COPD (3.2% compared to 1.9%) 

The Croft Surgery (Kirkbride)  Coronary heart disease (4.7% compared to 3.2%) 

 Hypertension (17.0% compared to 13.8%) 

 Asthma (7.4% compared to 5.9%) 

Wigton Medical Practice:  
 
 

 Coronary heart disease (5% compared to 3.2%) 

 Stroke (2.3% compared to 1.7%)   

 PAD (1.0% compared to 0.6%) 

 Obesity in adults (11.9% compared to 9.5%) 

 Diabetes (7.5% compared to 6.5%) 

 Depression (12.3% compared to 8.3%) 

Source: National General Practice Profiles, Public Health Outcomes Framework  
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Table 8: Number and rate (per 10,000 of the 18+ population) of services 
commissioned via Adult Social Care, residing in the Wigton area (Source Cumbria 
Adult Social Care users workbook, October 2015 – September 2016  
*service users may have received more than one service 

 
 
 
 
 
 
 
 
 
     

  

 
 
Table 9: Rate (per 10,000 18+ population) of services commissioned by ASC Locality (Source: 
Cumbria Adult Social Care users workbook, October 2015 – September 2016) 

Table 10: Number of services commissioned to ASC service users (aged 18+) 
considered to have “complex needs”. 
 

ASC 
District 

Supported 
Living 

Extra 
Care 
Housing 

Night 
Service 

Home Care 
30+ hours 

Residential Nursing Total 

Allerdale 54 2 77 138 559 116 946 

Carlisle 159 64 64 285 436 199 1207 

Copeland 36 26 22 107 318 49 558 

Eden 40 39 31 89 208 53 460 

Furness 72 44 19 172 364 242 913 

South 
Lakeland 68 36 49 107 389 163 812 

Wigton  24 8 23 56 133 37 281 

Source: Cumbria Adult Social Care users workbook, October 2015 – September 2016 
 
Further Information: ICC Profiles: 

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

Residential Care 133 46.9 

Nursing Care  37 13.0 

Home Care 192 67.6 

Day Services 96 33.8 

Carers Budget 5 1.8 

Direct Payments 122 43.0 

ISF Payments 30 10.6 

Community meals 6 2.1 

Respite 37 13.0 

Assistive Technology 55 19.4 

Reablement  82 28.9 

TOTAL Service Users  *565 199.1 

 Allerdale Carlisle Copeland Eden Furness South 
Lakes 

Total 

Residential Care 77.7 50.4 55.9 42.9 50.1 57.7 59.6 

Nursing Care 16.1 23.0 8.6 10.9 33.3 24.2 22.1 

Home Care 67.6 103.6 77.6 89.0 130.4 92.8 95.3 

Day Services 35.9 38.9 36.6 19.2 40.5 27.3 34.2 

Carers Budget 1.7 3.0 1.6 7.6 1.5 4.6 3.1 

Direct Payments 44.5 37.7 22.5 38.9 45.4 47.1 40.4 

ISF Payments 19.0 21.8 15.3 22.0 18.7 8.0 17.6 

Community Meals 1.3 1.4 0.9 0.4 4.3 2.7 1.9 

Respite 17.2 16.6 12.8 14.2 12.4 13.6 15.0 

Assistive Technology 28.5 9.0 30.4 23.5 42.0 50.2 30.2 

Reablement 62.6 56.8 54.7 49.0 57.8 66.4 59.0 

All service users 257.9 256.7 219.3 228.7 303.9 284.3 261.4 
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 https://www.cumbriaobservatory.org.uk/health-social-care/health-social-care-further-information/  

https://www.cumbriaobservatory.org.uk/health-social-care/health-social-care-further-information/


Wigton Plan 2017-2020 

 

 

 

Appendix 3 
Wigton and Solway plan survey themes: 

 19 bits of feedback received including paper and online responses. 

Top themes: 
 
Bed closure: 

 The closing of the beds at Wigton hospital is not favoured. 

 Clarity needed on the number of beds that will be available at Inglewood residential home: 

o Comments included: fewer beds in a large area. 

 Comments were made regarding being unaware there was a consultation held by the 

Success Regime. 

 No suitable and sustainable replacement in place when the bed closure occurs. 

Current hospital site: 

 Keeping Wigton Hospital and ‘wasting money’ on an old building. 

Hospital staff: 

 It takes time to recruit and upskill the community to provide complex care in people's homes.   

Location: 

 There are longstanding issues in the Solway area of inadequate numbers of suitable care 

agencies.   

 The distance between the towns in the area has meant that there can be great difficulty in 

obtaining appropriate care packages for some people.   

Individual patient cases: 

 Care in home is not suitable for all patients. 

 Hospital admission is required in some cases. 

Survey responders want more information on the following: 

 On ICC’s. 

 Costings for the ICC. 

 Recruitment of staff. 

 Inglewood residential home and beds. 

 Timescale. 

Suggestions from survey responders: 

 ‘One size’ does not fit all in terms of an Integrated Care Community. 

 Greater openness on the plans - what will happen to this feedback. 

 There is a huge gap in how social care works and NHS staff are viewed. Home care staff are 

very much seen as the poor relations and the importance of their roles is not recognised. 

There should be a crossover in training between health and social care staff so that one can 

appreciate the role of the other. 

 Develop a new health and care site in Wigton. 
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Feedback received from Dr Honeyman, a local GP in the area: 
“Although the plans advise comment by the end of December 2017, I have been moved to 
email  today following several conversations with friends, relatives, former colleagues and some 
retired health professionals during the festive period.  I myself retired last year after 33 years as a 
GP in Wigton. 
 
That the NHS is under unprecedented pressure is without doubt.  Over the New Year weekend 
there have been further reports in the press and on social media of long waits in Emergency 
Departments and massive demand on ambulance services.  The public is advised through the 
media to think about how they should access the NHS and "choose well" (ie: a service appropriate 
for their needs). All of this is a sign of the massive demand on healthcare and a service struggling to 
meet the demand. There therefore needs to be significant and sustainable change.   
 
The need for campaigns advising people to "choose well" is a reflection of there being many 
different ways that the public can access healthcare nowadays.  In years gone by, access was 
usually only via a GP whose gate keeper role was pivotal in steering the patient to the correct 
service.  Now multiple points of entry mean people can end up inappropriately in different parts of 
the NHS.  The increasing use of 999 ambulances, sometimes inappropriately all contributes to A/E 
bottlenecks and delay.  Too often the advice can be to call 999, whether that be from a carer, care 
agency, out of hours GP provider or the 111 service.  However i think this is a reflection of what can 
be loosely termed primary or community care being under great pressure, inadequately staffed, 
resourced and massively under skilled.  
 
The Wigton & Solway plan removes inpatient care from Wigton Hospital and promises increased 
nursing and social care in people's homes.  No timescale is mentioned in documents that I have 
seen, however i suspect that bed closure is fairly imminent.  I have concerns that there will be no 
suitable and sustainable replacement in place when this closure occurs.  It takes time to recruit and 
upskill the community to provide complex care in people's homes.  There are longstanding issues in 
the Solway area of inadequate numbers of suitable care agencies.  The distances between the 
towns have meant that there can be very great difficulty in obtaining care packages for some 
people.  Unless that is addressed, then more care at home will be challenging and well-nigh 
impossible.  
 
Unless carers and health professionals have the time, knowledge, resource, competencies and 
skills to provide high quality care in people's homes then the bed closures and Solway plan will be 
another change without benefit to the community and one which the public will see as a 
considerable loss.  Acquiring that knowledge, competency and skills takes considerable time, 
significant resource, equipment and planning.  Carers and health professionals need to be confident 
they have both the time and those skills.  That will not happen within a few months, it may take 
many years.  I would therefore urge the CCG to be mindful of that and plan accordingly before hasty 
and irrevocable changes are made putting patients at risk.   
 
It also needs said that even when those skills have been acquired and community staff are highly 
competent sometimes (often) care cannot be provided in peoples own homes.  There are times 
when people need to be in hospital (for care, procedures and investigation) and this needs 
recognised and planned for.  While I do accept that some people do spend too long in hospital (and 
can suffer consequent harm), not everything can be done or indeed should be done at home.  That 
point is often lost in the debate about care at home and must not be ignored when making change.” 
Dr John Honeyman 


