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1.
Introduction

This report contains the conclusions and recommendations of the Cumbria Health and Well-being Scrutiny Committee on the public consultation carried out by NHS Cumbria on Improvements to Mental Health Services, between June and September 2008.

The Committee requests a response from NHS Cumbria.

The Committee wishes to place on record its thanks to all the clinician and managers from NHS Cumbria and the Cumbria Partnership NHS Foundation Trust, all representatives from voluntary and third sector organisations, and all services users and carers, who met Committee Members and  provided written and verbal evidence for the scrutiny.
2.
How the Scrutiny was Carried Out
The Committee appointed a Task Group of councillors to carry out the detailed scrutiny. The Task Group was selected to provide geographical coverage across Cumbria, and comprised both County and District Councillors.

The Task Group has met on 5 occasions as set out in Appendix 1.
This included meetings with clinicians and managers in the NHS and Adult Social Care, users and carers, voluntary bodies, and other stakeholders. An outline of evidence given to the Committee is set out in Appendix 2.

In addition, 

1. A member of the Committee attended a planning event on bed numbers organised by the Partnership Trust in November 2007.

2. A member of the Cumbria LINk sat with the Task Group at its meetings and provided advice.

3. Members have looked at, and discussed, national policies including the current national consultation on a national dementia strategy.

4. Members of the Committee attended some of the public meetings during the consultation.

5. The Committee publicised its role through leaflets at all the public meetings, inviting any person who so wished to contact the Committee. 

3.
Conclusions and Recommendations
The numbered paragraphs below are the Committee’s recommendations.
3.1
General
The Committee supports the direction of travel set out in the consultation document. It does however have some reservations about how the changes will be put into effect, and the recommendations below are set out with a view to these concerns being addressed.

1. Given that the Psychiatric Intensive Care Unit (PICU) development is being implemented urgently, and has implications for step down care provision, and that it is being implemented before the overall mental health strategy has been revised, NHS Cumbria needs to demonstrate that it can afford to go ahead with this change without jeopardising necessary investment in the rest of the mental health strategy.
2. There is need for stronger, and more meaningful, contractual relationships between commissioners and third sector service providers, with a stronger focus on quality assurance. This may mean a small number of bigger contracts in order to ensure that contracts are of a sufficient size to allow for quality assurance and support to be provided in a cost effective manner. Pooling of funds should help to achieve this, but may not be sufficient in itself.
3. This stronger contractual relationship should include provision for access by scrutiny to third sector providers.

4. There is scope for more third sector provision but it needs to be appropriately focused. Third sector services need to be mapped, and contracts designed so that gaps and overlaps in services are avoided. 

5. NHS Cumbria should take soundings on, and make public, how it intends to engage with users, carers and stakeholders in developing its mental health strategy.

6. The Committee welcomes the emerging focus on prevention and cure which has featured in its discussions with clinicians. The Committee looks forward to seeing the mental health strategy, which NHS Cumbria has said it will be developing,  and hopes that it will incorporate:

· A strong focus on preventive measures in the mental health strategy, including early intervention and appropriate assessment. (As referred to on the findings on the Kings Fund report “Paying the Price” – see Appendix 3)

· More training of clinicians in all categories in joint working and assessment of needs

· Mapping of needs and development of community services to avoid gaps

· Development of more comprehensive and integrated care, (particularly in the community) for people with complex needs including people with combined mental and physical health needs (This priority was particularly highlighted by service users)
· Development of measures to put patients in control

7. The Committee commends the role played by the Cumbria Mental Health Group in bringing together user and carer views. The Group is developing across Cumbria the useful role that it has played for some years in South Cumbria. The Committee envisages a continuing role for the Group beyond the consultation and would encourage NHS Cumbria to continue with the support it is providing for this Group and to engage with the Group in both pre-consultation and implementation of changes. A full response should be given to the comments on the consultation from the Cumbria Mental Health Group ( see Appendix 4) and copied to this Committee.
8. Based on the assumptions behind the Trust’s bed number calculations and the current 87% bed occupancy, the projected bed numbers are tight and as the Trust’s bed capacity is dependent on other changes taking place, there is a real risk of bed numbers being insufficient. NHS Cumbria should therefore build sufficient flexibility into its planning to cover for the possibility that the planned bed numbers turn out not to be sufficient.  We look forward to seeing in NHS Cumbria’s response to our recommendation some detail on how this would be done.
9. An adequate level of personal support should be provided for existing service users, and where appropriate their advocates, to help them understand and cope with the planning and implementation of changes affecting them, in order to minimise their stress which could impact on their mental health. This entails support from the start, and help where relevant to patients’ advocates.
10. In talking to respondents, the Committee has been made aware about current  shortcomings which need to be addressed, and has been given examples of gaps, shortages, and care not being sufficiently integrated. The Committee recommends that these are addressed with at least as high a priority as developing a new strategy. 

3.2
Psychiatric Intensive Care Unit (PICU)

The Committee supports the proposal that the small number of service users needing short periods of intensive therapy should receive this service within the County’s single acute care pathway, with the intensive care unit being placed alongside other acute mental health facilities in Carlisle, provided that the following points are addressed:
11. Because of Cumbria’s dispersed and relatively small population, the proposed PICU size is inevitably small, at 10 places. This makes it more vulnerable to fluctuations in demand than a larger unit and means that there may be times when there is a need for more than 10 occupants at any one time. The Trust should be able to cater within Cumbria for all but very exceptional fluctuations (possibly by including an extra room that could be brought into use at times of high demand) The PCT commissioning arrangements should allow for this contingency. The Committee would welcome in NHS Cumbria’s response details of how periods of high demand will be provided for.
12. Step down facilities and support need to be urgently in place in sufficient numbers and volume, including facilities in South Cumbria for South Cumbria patients, in order to ensure that people can return to their community as soon as they are ready.
13. NHS Cumbria should, following consultation with users and carers and the Cumbria Mental Health Group, provide details of how it proposes to provide support for continuing contact between patients in the PICU and the their relatives and friends as well as staff working in a patient’s area of residence, particularly in South and West Cumbria. 
14. Given that there is urgency to implement the expansion of the PICU in Carlisle, the above points need to be addressed urgently.
3.3
Inpatient Services for People with Acute Functional Mental Illness

The Committee agrees with the principle of more care being provided in the community through the provision of 24/7 crisis resolution and home treatment and less in a hospital setting, and agrees with the proposals for both North and South Cumbria, provided:

15.  The Committee’s recommendation on bed numbers in recommendation 8 applies particularly to acute beds for people with acute functional illness.
16. There must be sufficient support in the community to allow the in-patient bed reductions to proceed, and this support needs to be available before the reductions take place.

3.4
In-patient Services for People with Severe Organic Mental Illness

The Committee supports the principle of providing care in units that are co-located with other mental health services rather than in more local but isolated units, and agrees with the specific proposals for North and South Cumbria, provided:

17.  The Committee’s recommendations on bed numbers in recommendation 8 apply strongly to people with severe organic mental illness, particularly as this is a category where numbers of patients are expected to grow, and the adequacy of the proposed bed numbers is dependent on reductions in delayed discharge. In this context, close working with social care is vital.
18. The reduction in beds should not proceed until there is sufficient provision in the community, including more early intervention and integrated support for older people with mental health problems – often associated with physical health problems – and their carers. 
19. Even though the PCT does not plan to provide continuing care beds directly, it is responsible for funding NHS continuing care, and should therefore engage in both physical and financial planning for these needs and commission an appropriate level of such services.
3.5
Recovery and rehabilitation

The Committee agrees 
· with the principle of providing more recovery and rehabilitation services in the community in conjunction with the third sector; 

· that the small number of remaining NHS hospital based services should be combined and the number of community placements increased;

· with the use of the third sector to provide a range of daytime activities; provided: 
20. In connection with the above bullet points (whose wording comes from the consultation document), NHS Cumbria needs to ensure, not just more provision for recovery and rehabilitation but an adequate level of recovery and rehabilitation service provision. Likewise, the reference to “daytime activities” provided by the third sector is too limiting – the nature, timing and duration of support provided should reflect patients’ needs.

3.6
Pooling of Funds

The Committee supports the pooling of funds, provided:
21.  People who may become subject to charging are identified and helped to ensure that they continue to access the care that they need, particularly for those who are financially on the borderline.
3.7
The Consultation Process
The Committee recognises that there has been a widespread consultation process involving staff, service users and carers, other stakeholders and general public.

The Committee welcomes the role that NHS Cumbria has played in providing financial support for the Cumbria Mental Health Group. This Group has been a good vehicle for bringing together views from service users and carers. It has itself arranged a series of meetings of users and carers around the county, and has produced a well-considered set of comments in response to the consultation.

The Committee believes that more could have been done to target “hard to reach” groups, although front line staff had acted as advocates for their needs. The Task Group heard directly from service users who felt stressed by the changes being planned and felt that more should be done to help them through their concerns.

Likewise the Committee felt that, although representative bodies had been consulted, more could have been done to target minority groups.
The Committee was concerned that the figures on the calculation of bed numbers were only made public towards the end of the consultation period, despite the fact that the planned reduction in bed numbers was one of the main issues of concern raised throughout the consultation. Providing this information at the start of the consultation could have avoided anxiety and led to a more constructive dialogue on bed numbers during the consultation.

The Committee’s main concern about the consultation process has been on its scope. It has been difficult for consultees to engage with a consultation on a set of specific changes which cannot be made in isolation from the wider mental health strategy, particularly as it affects the development of community services and new models of care. Consultees have rightly queried the affordability of the changes as they have not been able to see the whole picture. For that reason, the recommendations set out below about implementation and monitoring are of particular significance.

22.  For future consultations, NHS Cumbria should make clear its assumptions about the “wider picture” so that consultees can form reasoned judgements about the matters being consulted on.

3.8
Implementation and Monitoring
23. Because of the dependence of some of the changes on improvements to services which are outside the consultation, NHS Cumbria should set up an implementation system which provides for appropriate checks in advance of the key changes.

24. Arrangements should be made to brief scrutiny at regular intervals and in advance of key changes, so that scrutiny and the public can be assured that changes will not take place until the appropriate alternative services have been set up.
Appendix 1

Meetings of the Task Group

	Date
	Purpose of Meeting
	Witnesses



	14 May 2008, County Offices, Kendal
	1. Briefing on the consultation proposals;

2. Visit to Rowanwood, Carlisle.

3. To agree arrangements fro the scrutiny.
	P Clarke, Deputy Director for Communications and Engagement;
V Watson, Senor Commissioner, Cumbria PCT ;
N Maguire, Director of market Development, Cumbria PCT;
M Smillie, Director of Development, Cumbria Partnership Trust;
J O’Hare, Director of Mental Health, Cumbria Partnership Trust.

	11 June 2008, Carleton Clinic, Carlisle
	1. Briefing on the consultation proposals;

2. Visit to Rowanwood, Carlisle.

3. To agree arrangements fro the scrutiny.
	Dr C Hallewell, Medical Director, Cumbria Partnership Trust;
Dr A Duncan, Clinical Director, Cumbria Partnership Trust;
J O’Hare, Mental Health Director, Cumbria Partnership Trust;
P Clarke;
J Fraser, Cumbria PCT;
D Lemare, Cumbria Adult Social Care.


	13 August 2008, Coronation Hall, Ulverston
	Witness Session
	P. Clarke;
A Roach, Cumbria Partnership Trust;
L Goyder, Cumbria Partnership Trust;
T Page, Cumbria Partnership Trust;
M Smillie, Cumbria Partnership Trust;
Witness A, User/ Carer, Workington;
Witness B, User/ Carer South Cumbria;
Witness C, User/ Carer South Cumbria;
Jim Bradley, Cumbria Mental Health ;Group;
Ollie Flotcroft, Development Worker, Cumbria Mental Health Group;
Jenny Launder, Age Concern, South Lakeland;
Hugh Tomlinson, Age Concern, South Lakeland;
Vivien Nichol, Age Concern, NW Cumbria.


	11 September 2008, Penrith Rugby Club
	1. Completion of witness discussions;

2. Feedback Session from Cumbria PCT, covering the detail of the consultation, key points being made by consultees, bed number calculations, and plans for strategy development.
3. Preliminary discussion on conclusions
	C. Graham, Chief Executive, Croftlands Trust.

P. Clarke;

V. Watson;
Dr C. Hallewell;

A. Roach.

	18 September 2008, County Offices, Kendal
	Preparation of scrutiny report
	


Appendix 2
Summary of Evidence Considered by the Committee
	NHS Witnesses, 14 May 2008
	Details of the need for change

	NHS Witnesses, 11 June 2008
	Detail of the proposals;
Visit to Rowanwood.

	NHS Witnesses, 13 August 2008
	Views of South Cumbria clinicians – PICU in Carlisle would be better than current provision, but post discharge provision is inadequate.

	Age Concern South Lakeland (with support from Alzheimers)
	Written comments – concerns about community support, including problems with early intervention, integrated support, and certain services such as nursing home care for old people with mental health problems.
Verbal comments on 13 August 2008.

	MIND in  Furness
	What their organisation can provide

	Cumbria Mental Health Group
	1. Verbal comments, 13 August.
2. Draft comments with PCT response

3. Final comments on the proposals – general support but need more information from the NHS.

4. Comments on bed numbers

	Witness A
	Prefers new (community based) model of service.

	Witness B
	Need for good community support

	Witness C
	Stressed importance of family contacts during times of crisis

	Croftlands Trust
	Need for a stronger contractual relationship with the third sector. Need to develop pathways of care for the “new paradigm” of patients who are not looking for the traditional services.

	NHS Witnesses 11 September 2008
	More information about the proposals

	Allerdale Borough Council
	Comments on the consultation

	NHS – written material
	1. Consultation Document.

2. Details of public and other engagement

3. Bed number calculations
4. Minutes of public meetings

	Letters
	1. Dr Ian Hill, Consultant in Forensic Medicine

2. Carlisle Law Centre

3. Member of the public

	Other documents
	1. National Dementia Strategy – consultation
2. “Paying the Price” – Kings Fund paper on the cost of mental health services.


Appendix 3
Extract from “Paying the Price” - a report by the Kings Fund on financing mental health services to 2026. (2008)
Summary of key findings

The number of people in England who experience a mental health problem within the

diagnostic groups studied is projected to increase by 14.2 per cent from 8.65 million in

2007 to 9.88 million in 2026 – a rise of more than 1.2 million people. On the whole,
this increase in numbers simply reflects the expected increase in population by 15.1 per
cent from 50.98 million currently to 58.68 million people in 2026.

Prevalence rates for all mental disorders within all age groups are likely to remain

broadly stable. The proportion of people with a mental disorder will fall very slightly

from 17.0 per cent to 16.8 per cent of the total population.

Although not the largest group of people with a mental disorder, those with dementia

will see the largest increase in numbers, as a result of an increasingly ageing

population, in particular people aged 75 and over. The service costs associated with

dementia are far higher than all other conditions put together. They currently make up

66 per cent of all mental health service costs; by 2026 it is estimated that they will

make up 73 per cent of all mental health service costs (at 2007 prices).

Current service costs, estimated to be £22.50 billion, are projected to increase by 45

per cent to £32.6 billion in 2026 (at 2007 prices). This is primarily due to an estimated

increase in service costs for people with dementia of £9.0 billion. Costs will increase by

111 per cent to £47.5 billion if the real pay and price effect (a 2 per cent annual increase

in health prices over and above GDP deflator) is taken into account – again, primarily

due to the impact of dementia.

Many people with mental disorders are either not in contact with services or are in

contact but are not receiving any treatment. It is estimated, for example, that 35 per

cent of those with depression and 51 per cent of those with anxiety disorders are not in

contact with services, and many conduct disorders and eating disorders among

children and adolescents are undiagnosed and untreated. This means there is a

significant potential to treat more people with these mental disorders if diagnostic

services are accessible, treatment is available, and the individuals concerned are

willing to accept it. Net savings are likely to occur if treatment is given to those currently

not receiving treatment as reductions in lost employment costs should outweigh

treatment costs. However, it is important to recognise that while the costs of care fall to

primary care trusts (PCTs), the benefits largely accrue elsewhere, in terms of increased

employment and tax revenue, and reduced benefits payments.

The cost of lost employment, currently estimated to be £26.1 billion, is projected to

increase by 7.7 per cent to £28.1 billion by 2026 (at 2007 prices). Although a relatively

small increase (it is not affected by the rise in numbers of people with dementia, who

may almost all be assumed to be beyond retirement age), this confirms the major

adverse economic impact of poor mental health, which currently outstrips the direct

NHS and social care service costs of supporting people with mental disorders.

A number of service interventions might lead potentially to reductions in costs. For

depression and anxiety disorders, increasing the number of people who are currently in

treatment and who receive evidence-based interventions would increase service costs

but could result in savings in total costs if treatment is effective and results in increased employment. Increasing the number of people receiving medication provides a much greater economic gain than psychological therapies, which may produce similar benefits compared to medication but are far more expensive.
With regard to schizophrenia and bipolar disorder and related conditions, savings

(mainly in reduced inpatient costs) could be realised by expanding the use of crisis

intervention and early intervention services. Early detection and intervention services

for psychosis can lead to a reduced need for services at a later stage and therefore cost

savings.

All the evidence-based interventions examined had the potential to reduce costs and

should be pursued, so that scarce resources can be directed to best effect. However, in

no cases would any savings from such interventions – which might be counted in

millions of pounds – make a significant impact on the overall level of mental health

costs, which can be counted in billions of pounds. The one exception would be

reducing the prevalence of dementia in those aged under 85.

Recommendations include:

– a commitment from future governments to ensure that funding meets expected

increased costs

– a sustained effort to support people with mental health needs of working age who

are not in employment to return to work

– the expansion of evidence-based interventions in primary care settings for people

with depression and anxiety disorders, crisis services in the community and early

intervention services for psychosis

– the establishment of better systems of early detection and treatment of dementia

– more research into the cost-effectiveness of a range of interventions, including

mental health promotion and prevention initiatives.
Appendix 4
CUMBRIA MENTAL HEALTH GROUP

FORMAL RESPONSE TO 2008 PCT CONSULTATION ON 

IMPROVING ADULT MENTAL HEALTH SERVICES IN CUMBRIA

1. INTRODUCTION

1.1. The Cumbria Mental Health Group (CMHG), and associated service users and carers, have been active from the start in the development and consideration of the proposals in the document under consultation.  We have already furnished an interim statement of comment and sought to clarify key points in a question and answer exchange.   The PCT’s response reviews  the themes we raised and the PCT recognises the need for further discussion.   CMHG looks forward to working with others to set up that discussion.  The meeting will need careful structure to cover the links between the constraints on an implementation programme, monitoring and auditing, and the timing of essential early inputs from strategy development and funding for various players.

1.2. The Cumbria Mental Health Group formal response inevitably refers to issues that the PCT has already responded to.  The CMHG questions and PCT responses are attached to this document as an appendix. 
1.3. It is important to note the consequences of the proposals in the consultation document have an impact on Social Care Services as well as Health Care services.  A number of points the CMHG raises require responses from the Cumbria County Council Directorate of Social Care as well as the PCT.

. 

2. GENERAL COMMENT

2.1. We support the broad underlying aim of optimizing service quality and delivery on a model which provides for appropriate care in the community as the norm and inpatient hospital care as only for those whose needs are high and complex. 

2.2. We understand the need to gather some in-patient services on the same site  (referred to as campuses ), and the related measures to improve community services, including the combining of secondary care services in a Locality Mental Health Service, and a strengthened primary care capability.

2.3.  However, the success of this approach depends critically on:

· The Mental Health National Service Framework Standard 5 not being compromised. 

Standard five is as follows:

Each service user who is assessed as requiring a period of care away from their home should have:

 timely access to an appropriate hospital bed or alternative bed or place, which is:

- in the least restrictive environment consistent with the need to protect them and the public.

- as close to home as possible

· the related services in the community being adequate to meet the increased burden to be put on them.

2.4. At each of the consultation meetings and all discussions the CMHG has been involved in there has been a common theme that service users and carers are extra ordinarily concerned that Standard 5 is not being met and will continue not to be meet with the proposals.    And that there are issues with the current extent and delivery of community services.

2.5. The PCT recognises this in it’s response to our questions.   

2.6. We believe that the PCT in its formal response to the consultation should:

· Accept that the timing of the changes of bed numbers needs to  follow improvements to community services   and that there will always be a number ( to be estimated and presented ) of people who will need long term significant support  and that that should be provided in a range of ways as part of the continuity of NHS care.

· There is a need for an independent monitoring and auditing process.

· There needs to a process for reviewing and acting on issues in the delivery of service by all providers.

OUR INDIVIDUAL CONCLUSIONS

3. PSYCHIATRIC INTENSIVE CARE

3.1. We accept on balance the need for a single PICU of 10 beds where the full range of required specialism’s can be concentrated. 

3.2. We believe that the PCT response to the consultation should include the following:

· Calculation of bed numbers showing assumptions and risks especially at times of high demand rather than average situations.

· Require the construction of say 2 spare bedrooms or as a minimum demonstrate that extra bedrooms could be added to building.

· Require the confirmation that given the small size of the PICU it will have appropriate facilities for the full range of patients likely to be referred to it.

· A statement that the patient should be in the unit for the shortest time possible but as long as is necessary.

· Analysis of  the current situation with the implementation of the approved business case for the construction of the PICU at Carlton Clinic which we understand is under budgeted and that at present there could be compromise on building arrangements.

· A clear statement in the contract to Cumbria Partnership NHS Foundation Trust (CPFT) that the standards of operation will exceed those set out in the “National Standards for PICU and Low Secure Environments”  for both building and operation including staffing specialisms

3.3. We also accept the proposed location of the unit at Carlisle. However, this location has substantial disadvantages for South Cumbria and West Cumbria patients in terms of distance from their home environment and local care services. It is therefore essential that special steps are taken to ensure continuity of overall care and to provide appropriate assistance towards travel arrangements of visiting relatives and friends. 

3.4. The PCT response should:

·  Require the CPFT to demonstrate that there are effective arrangements for their local staff to keep contact with patients in the PICU and that there are appropriate step down arrangements.

· Confirm the requirement for the CPFT to set up appropriate care planning and  arrangements for patients and carers to keep in contact while the service user is in the unit.

We are pleased to report that service users and carers are being involved in the discussions the CPFT is arranging to review the type of support needed.

We also note  that support while patients are a long way from home,  will also apply to use of other acute units including those for dementia,  out of area treatment, and use of secure services.

4. Acute Functional Illness Inpatient Care

4.1. We request that the PCT response to the consultation includes:

· a long term commitment to maintaining inpatient units at Barrow, Kendal and Whitehaven.

· statement on the detail of  improvements to in-patient facilities and the process of possible relocation of the units in Kendal and Whitehaven. 

· a commitment  that further changes in bed provision is not implemented until:

· supporting (demographically based) data for the peak needs of beds and related assumptions  have been presented and agreed with the community. 

· that the Crisis Resolution and Home Treatment Services are fully operational across the county to the standards set by the CPFT itself and the national policy implementation guide,  include all people meeting the risk criteria  ( to be reviewed ). 

· there is an appropriate independent monitoring system in place:

·  to demonstrate transparently that access to inpatient services is not denied  due to pressure on beds.

·  that there is not unreasonable pressure on community services or carers   

· possible measures of risk here include readmission rates and incidence of suicide and self harm.

· a commitment to  CMHT resources for continuing after care.  In some cases this will need to be long term provision.

· the building arrangements for the in-patient facilities demonstate flexibility for changing numbers of beds, if that is required in the future.

4.2. It is noted that at present patients are being required to travel across the county for accommodation which would be expected to be available more locally.   There is also inequity in the provision of other “alternative beds or place” in different parts of the county.  The Policy implementation guide for Crisis Resolution and home treatment requires “access to respite facilities preferably in non hospital surroundings.  The community residential care should be in small, family style accommodation that emphasis ‘ normal living’ and has an ‘open door policy’.

4.3. The PCT response should:
· Include a commitment to early provision of “beds in the community”  for use in times of crisis and for respite for both service user and carer.  
5. Related Community Services

5.1. It is in any event essential that changes in bed provision should not proceed until the full range of required community services is up and running. 

5.2. The PCT response should:

· Give a clearer statement of what is proposed   and include the issue of respite.
5.3. Some times this respite for the carer may come from support for the service user in the shared home, while the carer is away

.

5.4. It is also essential that the services at Primary care level should provide long term support for continuing recovery from serious illness, with appropriate care planning arrangements for those discharged from secondary care. 

5.5. In this connection we are disturbed by the unduly negative presentation of acute functional illness on page 5 of the document. There needs to be a balancing statement recognising that the problems identified warrant therapeutic approaches focused on the concept of recovery as indicated above.

6. Organic Illness

6.1. The expected growth in the need for dementia services is recognised by all concerned. It puts a premium on early diagnosis and assessment, and related care provision. However, the particular service changes contemplated appear precipitate and inadequately thought through. We are concerned in particular about the replacement of 20 beds at Gill Rise with 15 at Barrow, and the transfer of the beds at the Lakeland Unit in Workington to the role of community accommodation.. This  increases the  reliance on private nursing home beds and community care. While the principle of using community care so far as practicable is accepted, and that nursing homes have an important role to play in long term care, despite early intervention there will always be a small number of patients who are very ill in the long term and need special accommodation.

6.2. We believe that the PCT response should:

· Commit to no changes to the bed arrangements until:

· there is a paper accepted by the community setting out  the   sufficient numbers of NHS beds for the seriously ill  both for assessment and long term care when necessary, and that nursing home provision and community services will be adequate for other needs.

· there is an acceptance that this may require more beds, as a whole, than set out at present. And significantly strengthened community services in place.

6.3. It is therefore essential that changes in dementia services be halted pending presentation and analysis of data on overall bed requirements, and a review of measures in prospect to strengthen community services.

7. Rehabilitation and Recovery
7.1. Here again we think that changes should not be rushed, in particular the closure/changes in 2008/9 of the facility of 102 Dalton Lane and Syra House and other NHS accommodation in South Cumbria. . There will remain a need for long term beds for some patients, and the provision for them should be spread across the county. In any event it is essential that care and sensitivity be shown in providing suitable alternative care for those displaced by the changes contemplated. 

7.2. The CMHG agrees that a range of accommodation can be better provided by 3rd sector organisations,  provided that the contractual arrangement set out appropriate long term full cost recovery funding. 

7.3. The PCT response should:

· Commit to no forced changes for service users and that the process of change will provide proper support and advocacy involving service users and their carers.

· Set out a  timetable for change to be extended to take account of this.

· Commit to  a full review of the existing accommodation in the community and ensure that a geographically balanced service is developed.

· Set out the planning arrangements for future contracts in this area.

8. Out of County Care
8.1. We support the general approach of minimizing need for use of out of County services, 

8.2. The PCT response should:

· Commit to those involve being given properly supported choices with the help of advocates.

· Choice in some cases may be transfer to the community in the location of out of area care if that is preferred.

· Make it  clear that  where it is agreed that the only practical support  for specialists services is  out of area,  they should  be excellent and not make do and mend.

9. Dual Diagnosis
The document does not address the implications of diagnoses involving both mental illness and conditions such as substance misuse, learning disabilities and dementia. 

· We think that there should be a supplementary statement on these. 

10. Advocacy Services
The document is generally silent on these, but they are of particular importance to service users and carers at a time of change. 

· The PCT response should make a clear commitment to future advocacy support. 

11. Pooling of Budgets 

We accept the principle of pooling budgets where there is joint NHS/Social Care provision of services, and we note the intention to consult on arrangements before setting up pooled funding. However, we put down the marker now that we would want to be satisfied that these arrangements did not lead by the  practice of financial assessment to a transfer of costs from public funds to service users and carers. 

The PCT and Social Care response to set out clearly the implications to individuals and what initiatives will be able to be developed which are outside the framework of “fair access to care”   

“Fair access to care” is the process by which only those services  which meet critical and substantial need will be provided  and then through a process of financial assessment.   The “in control total”  initiative for Social Care continues to be built on a similar process.  

12. Financing of Proposals 

12.1. We are struck by the lack of comprehensive financial information in the document. 

12.2. During the consultation meetings the Director of Marker Development did commit to making budgeting information available.

12.3. In it response to the consultation process the PCT should set out the budgeting implications of the changes provided by a statement of the whole commissioning budget structure before and after the changes.
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