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Maternity services 

Question 1a 

None of the options put forward are acceptable. 

 

Question 1b 

West Cumbrians’ Voice for Healthcare strongly opposes the options for maternity care put 

forward by the Success Regime. We believe they would lead to a reduction in safety and in 

equality of care for families in West Cumbria and would increase levels of financial hardship 

and stress in communities with already high levels of hardship. 

 

Option 1 

This could be acceptable except that it excludes the availability of full paediatric services at 

West Cumberland Hospital. This assumption is erroneous as innovative ways of providing 

paediatric services have not been exploited to their full extent. 

If implemented, Option 1 will remove any incentive to provide full paediatric services at West 

Cumberland Hospital in the future. 

We disagree with the impacts as described in the consultation document. There would be no 

need to transfer 100–200 women from Whitehaven to Carlisle if West Cumberland Hospital 

retained the Special Baby Care Unit as it is now operating. The risk of closure of the West 

Cumbria maternity unit at short notice due to lack of staff would not be greater than under the 

present arrangements and to date no closures have been necessary. These risks do not 

appear to have been quantified but we consider they may be only marginally greater for 

West Cumberland Hospital than for Carlisle. Maintaining the consultant-led service at West 

Cumberland Hospital would definitely mitigate the greater risks for the other options. 
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Option 2  Success Regime preferred option 

Option 2 is presented almost as a compromise between a consultant-led unit and a midwife-

led unit. However, the fact that obstetric consultants will be present for 12 hrs (8am–8pm) but 

would not be enabled to provide intrapartum care goes directly against their duty of care if an 

emergency arose during those hours. We also believe that it makes the job plan for the 

obstetrician less attractive, which will not help recruitment. 

The future possibility of doing planned low-risk caesarean sections at West Cumberland is a 

red herring as it would depend on the availability of an anaesthetist and the presence of 

paediatricians and general surgeons, services which would be removed by implementation 

of current proposals. 

The anticipation that 300–400 women would choose to use the stand-alone midwife-led unit 

is over-optimistic, nor would women in labour choose to spend an hour or longer in an 

ambulance over a dangerous road with unpredictable traffic flows. This gives them a near-

impossible decision to make. 

The Royal College of Obstetricians and Gynaecologists Maternity Engagement locality 

analysis (2015) showed that very few women would choose to deliver at a midwifery-led unit; 

1% in Copeland and 0% in Allerdale1. Reduced numbers of births would mean that Option 2 

would seamlessly turn into Option 3 in the near future. This unacceptably diminished service 

would appear to have been the long-term aim, having been the preferred option in the North 

Cumbria Whole Systems Health Review Report by Gibson, Freake and Edge in August 

20062. 

The provision of one dedicated ambulance is inadequate if more than one mother and baby 

need to be transferred at around the same time. If this resource is shared with children’s 

services it becomes even more inadequate. 

There is no indication of plans to mitigate the impact of an inadequate public transport 

system. There is no provision to support partners or families or carers, no mention of 

accommodating overnight stay at or near the Cumberland Infirmary and no consideration of 

assisted travel. This will, of course, also impact patients requiring other services, particularly 

services needed by the elderly. 

 

Option 3 

This is not acceptable for a population of 120,000 people who now have a maternity unit 

which provides safe, high quality care and excellent outcomes. No evidence has been 

produced to show that the safety of mother and baby is not compromised by longer journeys 

during labour. 

Studies in The Netherlands3 and Canada4 show that there are poorer outcomes for mothers 

and babies who travel longer journeys for childbirth, including higher risks of birth en route, 

higher rates of induction for logistical reasons in women without local care facilities and 

higher rates of maternal intervention under care by specialist. 
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A 2012 BMC article on women’s experience of transfer5 states: 

“Most women hoped for or expected a natural birth and did not expect to be transferred. 
Transfer was disappointing for many; sensitive and supportive care and preparation for 
the need for transfer helped women adjust to their changing circumstances. A small 
number of women, often in the context of prolonged labour, described transfer as a relief. 
For women transferred from freestanding units, the ambulance journey was a “limbo” 
period. Women wondered, worried or were fearful about what was to come and could be 
passive participants who felt like they were being “transported” rather than cared for. For 
many this was a direct contrast with the care they experienced in the midwifery unit. After 
transfer, most women appreciated the opportunity to talk about their experience to make 
sense of what happened and help them plan for future pregnancies, but did not 
necessarily seek this out if it was not offered.” 
 

More concerns on the safety of planning births in a free-standing midwifery unit were recently 

raised by Professor Brian Toft OBE6, Emeritus Professor of Patient Safety at Coventry 

University and patron of the Birth Trauma Association. In criticising advice in newly revised 

National Institute for Health and Care Excellence (NICE) guidelines on intrapartum care he 

said: 

“At present there is no robust evidence to justify NICE assuring low risk first time mothers 
that to give birth in a free standing midwifery unit is as safe as is a hospital. Indeed, there 
is evidence to suggest the contrary. Consequently, given the potential harm to which 
mothers and their babies would be exposed, if the assertion by NICE should prove to be 
wrong; the weight of evidence in favour of such a change in public policy ought to be 
irrefutable.” 

Apart from the safety issues as a result of longer travel times over a dangerous road there 

are moral, financial, psychological and social issues for people who would like to extend their 

families. 

The equality impact analysis shows that the pregnant women and their families who will most 

suffer from the proposed changes are those living in West Cumbria. This decrease of access 

to care flies in the face of the statutory duty of the Clinical Commissioning Group who are 

required to promote an increase of access to care, not a reduction. 

It is also clear from Jon Ward’s calculated travel and transfer times7 and the negative impact 

on outcome for mothers and babies because of increased travel/transfer time by Rebecca 

Hanson8 that a 24 hour a day, 365 days a year consultant-led maternity service is essential 

for the safety and wellbeing of families in West Cumbria. 

In another paper on closing obstetric care in Whitehaven9 Rebecca Hanson gave the 

following calculations: 

  



 

4 
 

 

5 year risk of discontinuing obstetric 
services: (values from this study) 

5 year risk of trying to continue with the 
risk of temporary closures due to paediatric 
consultants leaving 
(initial estimates) 

7 extra neonatal deaths 0.14 neonatal deaths 

80 extra babies needing SCBU care 2 extra babies needing SCBU care 

1,080 extra days of SCBU care needed 21 extra days of SCBU care needed 

75 babies born out of hospital by accident 1 baby born out of hospital by accident 

5,000+ births to mothers who are subject to 
serious stress due to obstetric support not 
available close to them 

300 births to mothers who are subject to 
serious stress due to obstetric support not 
available close to them 

 

The Success Regime have given no coherent explanation of how their options for maternity 

care would fit with their stated aims to: 

“bring more care closer to home” and to “save more lives, improve the clinical outcomes 

that patients get from their treatment, provide a first class experience of care”. 

It is obvious that all options reduce the choice mothers have in how and where they wish to 

give birth. Because of the long uncertain journey they will have to make, pregnant women 

who are near their delivery time will more likely than not present earlier. This will result in 

unnecessary travel, queuing at the antenatal ward and ‘bed-blocking’. Some women will be 

asked to go home because they are not in labour. This adds to unnecessary travelling, which 

again can have a detrimental effect on mother and baby. 

Very recent research by Prof Peter Fleming of Bristol University warned of the danger of 

babies under the age of three weeks travelling more than 30 minutes in a car seat. Mothers 

and babies discharged from the Cumberland Infirmary in Carlisle have no other option then 

surpassing this time limit when travelling home to West Cumbria.   

There is a need to provide demonstrable evidence that West Cumbrian mothers and babies 

would not be harmed by the removal of services to Carlisle. In addition, the changing 

economic and health environment in West Cumbria should be considered before final 

decisions are made. 

On the North Cumbria University Hospitals Trust maternity risk register a risk assessment on 

the transfer of women in labour and neonates from Penrith to Carlisle states that the current 

risk is 10 (severity=5, likelihood=2). The distance from Whitehaven to Carlisle is about three 

times that of Penrith to Carlisle and the journey from Penrith is mainly along motorway, not 

the sub-standard roads between West Cumbria and Carlisle. In addition the number of 

expected deliveries from West Cumbria is ten times those expected from Penrith. The 

likelihood would accordingly increase substantially and, even if this was by only one factor, 

the increase in risk to 15 would mean that this should be entered in the corporate risk 

register of the Trust. This information has not been made public. 
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It is disturbing that at the public meetings during this consultation all panel members have 

said that a 24 hour, 365 days a year consultant-led maternity unit at Whitehaven would be 

the best solution and that they would like to be able to provide it. Yet none of them has 

acknowledged that not providing this care will have a negative impact on the experience of 

giving birth, will increase the likelihood of adverse outcomes for mother and child and could 

ultimately cause serious life-long injury or death to a child or mother. 

Finally there is the financial impact. We believe that the costs of delivering maternity services 

as proposed will increase considerably because of the mitigating measures which will have 

to be taken, not to mention the increased chance of the NHS being sued because of 

avoidable adverse outcomes. Research data4 show that long journeys to a maternity unit are 

associated with an increased number of neonatal intensive care days, with obvious 

substantial cost implications. 

West Cumbrians’ Voice for Health Care urges the Success Regime to look again at their 

options for maternity care. We propose that a timeframe should be attached to an Option 0 

(zero) which will preserve the status quo for two to five years. In that period we believe other 

proposed changes – the striving towards a centre of healthcare excellence, the impact of the 

new medical faculty at the University of Central Lancashire Whitehaven campus, the building 

of a new nuclear power station and a resurgent West Cumbrian mining industry – will mean 

that a fully consultant-led obstetric unit will be viable and needed for many years. 
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Children’s services 

Question 2a 

None of the options put forward are acceptable. 

 

Question 2b 

West Cumbrians’ Voice for Healthcare does not find any of the Success Regime options 

acceptable as they currently stand. However, we suggest amendments to Option 1 which 

may help both staff and community reach a satisfactory compromise. 

Options 2 and 3 are both completely unacceptable as they seriously disadvantage the 

population of West Cumbria, as would Option 1 as it stands now. There are suggestions 

below for improvements to Option 1 which reduce these disadvantages. All three options 

currently given would risk causing serious distress to families separated by transfer of 

children and neonates to Carlisle in large numbers, and there are great safety concerns. This 

could ultimately make West Cumbria a less favourable area for families to settle in. 

 

Option 2 

The Shortland review1 of proposed changes to paediatric services in West Wales concluded 

that a stand-alone short-stay paediatric assessment was not a safe option. Without overnight 

beds, that would place the West Cumberland Hospital paediatric service in a similar 

category. Imison et al.2 also found “little evidence to support the safety and cost-

effectiveness of standalone paediatric assessment units” without inpatient beds and the 

supporting staffing arrangements. 

 

Option 3 

This would, according to the estimates given, involve 1,700 children needing to be 

transferred from Whitehaven to Carlisle annually. We have seen no evidence of how one 

dedicated ambulance vehicle could cope with the numbers of children, pregnant and newly 

delivered women, neonates and stroke patients who might need to use this vehicle. We are 

aware that children rightly cannot share ambulance transfers with other patients. This has 

already caused problems in Hywel Dda University Health Board3 since their reconfiguration 

of paediatric and obstetric services. 

Is there provision for expert staff to accompany children being transferred without reducing 

safe staffing at ward level? It is also important that estimates of transfers are not simply 

averaged over the year but factor in the large differences in potentially severe childhood 

illness according to the time of year. Respiratory problems in particular will peak in the winter 

months and raise ambulance demand. There is insufficient evidence here to enable the 

population to have confidence in any of these proposals. These disadvantages also apply to 

Option 1 if overnight beds are restricted to the less acutely ill. 
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Option 1 

We would be happy to accept some of the suggestions in Option 1, but only if the suggestion 

is withdrawn to only have inpatient beds for the less acutely ill children overnight at West 

Cumberland Hospital. This suggestion is totally unacceptable. We understand that many 

children only need short stays in hospital and that a short-stay paediatric unit on each site is 

a formalisation of what is effectively already in place. However, for those who require 

admission, the disadvantages for child and family of transferring ‘acutely ill’ children to 

Carlisle would be immense, and we do not feel this has been shown to be necessary or 

acceptable on safety grounds. We describe below and under Option 3 the travel and other 

negative impacts. All apply to each model in varying degrees. 

The most seriously ill children are already transferred to Newcastle where high levels of 

expertise are available and we propose this is maintained. Neither the Cumberland Infirmary 

nor West Cumberland Hospital have high dependency beds, so we see no advantage to 

transfer the less acutely or moderately ill between these two. Definitions would have been 

helpful here. 

We note that in the Clinical Senate Review4 (page 34) earlier this year it was recommended 

that all pathways for critically ill children attending West Cumberland Hospital need to be 

tested for each option. We have seen no evidence of this. We also wish to see the risks of 

temporary closures at West Cumberland Hospital assessed against the risks to all children, 

for each of the models. There have been no closures at West Cumberland Hospital in the 

last 12 months. At times, patients have been diverted from Carlisle to Whitehaven. 

 

Benefits/Disadvantages/Safety/Clinical Outcomes and public perception 

We fully understand the need for safe and appropriate staffing levels, as mentioned in Care 

Quality Commission reports last year and again very recently. However, we understand there 

is promising work being undertaken with the University of Central Lancashire regarding 

medical training at the Whitehaven campus involving developments with Newcastle, GPs 

and community services. Coupled with ongoing training of advanced paediatric nurse 

practitioners it seems there is already the basis for a new model of care which can allow 

retention of inpatient beds at Whitehaven while community services are further developed. 

This will allow the lower and middle tier of sick children to be nursed at either site as at 

present. Currently the community service model lacks sufficient detail and will require some 

time to develop to a workable one4 (page 30). These developments should be allowed time 

to be explored. 

We note also the Royal College of Paediatrics and Child Health report5 which showed the 

potential for GPs to be upskilled by inclusion in a comprehensive service, gaining confidence 

from access to a consultant paediatrician on-line. Scotland has experience of 

teleconferencing6.  

These new ways of working sound promising.  We also note from Health Education 

England’s 2013 report, Investing People for Health and Healthcare that consultant 

paediatrician numbers were predicted to rise by 70% between 2013 and 2020. 
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Amalgamation of beds and services between hospitals is often claimed to improve safety 

and clinical outcomes, although evidence to support this is, as yet, scanty (Imison et al.2, 

NHS Improvement7). Much of the work has either concerned consolidation of specialist 

services or been done in the USA and may not translate usefully. There is a need to 

understand what the public are concerned about and look for trade-offs in the proposals and 

what the community can accept8. In West Wales the findings were that, despite claims of 

improved safety under the new arrangements, users said they do not always feel as safe as 

under the previous system3 (page 7). 

Reconfiguration of services, including those for children, were looked at by Nicholl et al.9 who 

found a definite relationship between the distance to hospital and mortality. For every 10-km 

(just over 6 miles) increase in straight-line distance they found “around a 1% absolute 

increase in mortality”. The safety of transferring emergency paediatric and neonatal patients 

must be fully researched under any option provided and we do not yet see evidence of that. 

The dangers have been described with regard to maternity and neonates in Rebecca 

Hanson’s paper10. This provides ample well-researched evidence of the impact of travel on 

outcomes for women from West Cumbria and their babies. The need for clear evidence in 

advance of consultation is described in NHS literature on reconfiguration11. 

 

Potential impact 

The proposals under each option would have considerable financial, practical and emotional 

implications, with West Cumbrians the most adversely affected. The issue of equitable 

access (or lack of it) is noticeable in this context. The recent amalgamation of children’s 

services in the Hywel Dda Health Board area has produced a number of stories 

demonstrating this (see appendix). 

West Cumbrians’ Voice for Healthcare has been involved in work on the impact of transfers 

already occurring between Whitehaven and Carlisle. Some of the personal reports from 

these experiences also demonstrate the potential disadvantages and distress caused12 (see 

appendix).  Voice members look forward to working further on amelioration of the problems 

caused by changes already in place. 

We endorse the findings and recommendations of the Community Health Council in Hywel 

Dda over transfer of maternity and paediatric services – that service users should be involved 

before any changes are implemented. This is echoed in NHS documents11,13. If 

communications are unclear, this may adversely influence clinical decision-making3 (pages 

8/9). The Community Health Council in Hywel’s review of transfer/consolidation experiences 

also reported that, in hindsight, the Patient, Family and Staff Experience Group should have 

been set up far sooner than it was. 
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Deprivation 

West Cumbria has two of the wards in the most deprived 10% in the country for children 

living in poverty; one ward in Copeland and one in Allerdale14,15. Fuel poverty is higher than 

the national average; car ownership remains below average. Public transport between the 

hospital sites is currently poor and proposed changes will badly affect the families who can 

afford it the least. 

There must be visible modelling of how to mitigate these problems. This should include 

return of parents who may have travelled in the ambulance with a child or infant, and far 

greater user/public involvement in planning service change than to date. We have also seen 

travel time analysis that fails to recognise these aspects, and has been found wanting in 

terms of how it has been derived16,17. The effect of rural deprivation, although hard to 

quantify, is also an issue. 

 

Health and wellbeing 

West Cumbria has high levels of obesity and excess weight in children15, childhood asthma 

and diabetes. Surely we need to improve access to children’s services not distance them 

from those in highest need? There is evidence that deprived families may avoid attending 

appointments because of cost implications – further endangering child health15. There is also 

evidence that parents will bring children to the nearest hospital assuming they will receive 

help, even when there is no A&E. 

 

Standards and regulatory bodies 

We note that the Care Quality Commission18 requires the North Cumbria University Hospitals 

Trust to ensure that all the standards presented in the Royal College of Paediatrics and Child 

Health Facing the Future Together for Child Health5 are met (Care Quality Commission Nov 

2016 report) and we would like evidence of how these have been observed in drawing up the 

options. 

We would also draw attention to the first recommended action resulting from a working paper 

by the Academy of Medical Royal Colleges and the Nuffield Trust in 20156. This states a 

need to: 

“review current standards in the light of the issues in rural and remote but also smaller 

acute hospitals to ensure that they are fit for purpose”. 

They also ask that there is consideration of the: 

“extent to which inspectors are applying models derived from large hospitals to rural 

areas” and if so, how appropriate it is. 

Evidence was heard that “regulators and planners were interpreting guidance as rules”. 

This is a crucial matter for rural situations such as in Cumbria, as already acknowledged in 

the Better Births national review on maternity services19: 
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“They should not be restrained by what might be perceived to be gold standard service 

models – whilst these might provide best care in some places, they may not provide 

sufficient clinical benefits to justify the investment everywhere. For example, the NPEU 

(National Perinatal Epidemiology Unit) evidence review finds insufficient evidence to 

support a model of 24 hour resident consultant presence on the labour ward, which is 

only recommended for large urban units”. 

These recommendations should be given time to be developed. 

 

Public and patient engagement 

The documentation from the NHS itself on service change11 states that “service 

reconfiguration must be evidence-based”. At this moment the evidence is not visible and, 

without that, the four tests of reconfiguration described in the NHS Health and Social Care 

Act 2012 and reference 10 cannot be met. 

Application of “strengthened public engagement” has been ineffective despite the efforts of 

Healthwatch and the Success Regime’s engagement team, and neither consistency with 

patient choice nor clear evidence for change are yet visible. Indeed, many people are still 

unaware that a consultation is taking place and will be unlikely to contribute their views in 

time. 

 

Special Care Baby Unit 

Although having no separate questions and minimal mention in the consultation document, 

we wish to comment on the reference to Special Care Baby Units in the maternity options as 

they relate so closely to the provision of paediatric services.  Around 10% of babies each 

year will receive some level of intensive care according to the NHS England Standard 

Contract for Neonatal Critical Care 2013.  This number is rising.  

Special Care Baby Units are vital for both hospitals. It is essential that the paediatricians and 

anaesthetists who can care for the sick newborn child are available for babies born to 

mothers with known risk factors and to those who develop unexpected problems. These 

medical professionals should be within a reasonable travelling distance and outside the 8am 

to 10pm slot described for Short Stay Paediatric Assessment Units. 

The retention of inpatient beds for children at West Cumbria Hospital will enable a far more 

satisfactory solution for the Special Care Baby Unit, providing adequate paediatrician 

support. To train nurses on the unit in advanced resuscitation skills to allow neonates to be 

properly cared for would require some considerable time, although this might well be part of 

a future model. 

According to the paper by Rebecca Hanson10, if obstetric services and the Special Care 

Baby Unit are removed from West Cumberland Hospital, she estimated that there would be: 

 An extra 1.4 neonatal deaths per year 

 16 babies will need intensive care who would not otherwise have done 
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 Babies will spend a total of 216 extra days in the Special Care Baby Unit than if 

maternity services were retained 

 An extra 15 babies will be born out of hospital each year because mums could not 

get to hospital in time. 

Apart from the distress to families, and expense and inconvenience for families forced to 

spend a crucial family bonding time at a distance, this will also increase the financial burden 

to the NHS from any resulting extra illness, and with that, a potential litigation burden on the 

service.   

Families will have had unthinkable additional distress when neonates are moved to Carlisle 

for stabilisation and need to be transferred on to Newcastle for neonatal intensive care.  The 

risks of transferring neonates are also well known.  The Kings Fund report on reconfiguration 

in 2014 showed that this is associated with increased mortality and morbidity, especially in 

preterm babies. Babies born out of hospital are also at increased risk.  

There are well recognised potential mental health issues resulting from separation in these 

circumstances for children, siblings and parents, as described at the Cockermouth public 

meeting on 9 November 2016.   It was noted in the 2007 West Cumbria Maternity Survey20 

that the presence of a local Special Care Baby Unit also affected decisions on where to give 

birth.  

The comments above on risk analyses and evidence, including demand placed on a 

dedicated ambulance vehicle, apply here too. We would remind you of the guiding principles 

for the NHS concerning compassion and improving lives21 (page 5) and ask that maternity 

and paediatric options are revisited with these in mind – this is currently not evident. 

The public will be unlikely to support the preferred options as they stand. 
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Appendix: Patient stories 

Two examples of potential impact of removal of paediatric services in West Cumbria are 

given: 

“My son was admitted to children’s ward last week (Nov ’16) with infected eczema he had 

impetigo and hand foot and mouth. We were in hospital 5 days while my little man (17 

month) was on intravenous antibiotics. l don’t really know how to thank the staff and 

doctors enough. I am a single mam and had to leave my other daughter (3) at home with 

family. It would of been so much harder for us to be in Carlisle as it’s too far to travel.” 

 

“I gave birth at WCH to my son and it would have been a nightmare to go to Carlisle. My 

then husband didn’t drive so we relied on neighbours and I actually went in three times 

but was wrongly sent home second time. Anyway I write to you less about my maternity 

experience as we know we need it but about my needs for children ward that is 24hr. In 

June 2014 I made 4 trips in 12 days to A&E (I will spare details but this was reviewed as 

my son’s illness was not detected until trip 4 when I was refusing to leave without 

explanation). Anyway that day my very poorly son was moved to Fairfield ward and at 

9.30pm I was taken to one side to be told it was very likely my son had leukaemia. He did 

and is still having the treatment. WCH is a shared care facility for RVI in the case of high 

temperatures. If he has a temp over 38 twice in 12hr period or over 38.5 he must get to 

hospital as the protocol is IV antibiotics commence and that should happen within an hr. I 

have read more ALL patients die of sepsis than leukaemia itself as it attacks so fast. As 

does ALL. We have made at least 5 trips to WCH and they have looked after us well. The 

RVI support and if we had to, we would be transferred. My point is after my mammoth 

message, this service is crucial to my son. When I heard we are losing this service, I 

seriously started thinking about leaving Cumbria. I moved here 8yrs ago and I could and 

would move if it offered us a better standard of health care. Isaac is not the only ALL 

patient here in West Cumbria, do the success regime realise they will raise risks for our 

children? The new ward was designed with one room specifically for these children. I do 

not want to take my son to A&E and expose to more risks when the hospital has a ward 

designed to remove risk level and the team know us. That latter bit means everything to 

me and sure helps Isaac. Just in case I wanted to give you our story/reality with regards 

WCH.” 

 

The following is extracted from the Hywel Dda Community Health Council Report3 and is 

about transfers from Withybush Hospital, Haverfordwest to Glangwili Hospital, Carmarthen: 

One grandmother describes events surrounding her 5 month old grandson who had 

previously been admitted and then discharged and had developed further breathing 

problems. She rang Withybush Hospital: The reply by the lady on the phone was: 

“As it is 5:20am we needed to drive him to Carmarthen. I couldn’t believe what I’d heard, 

drive to Carmarthen 45 miles away with a 5 month old baby who had difficulty breathing. I 

immediately phoned for an ambulance which fortunately arrived 15 minutes later. The 

paramedics were brilliant and spent approximately 15 minutes treating him in the 

ambulance before making the 50 minute journey to Glangwili Hospital. The father, myself 
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and my husband followed anxiously in the car, but just after Pembroke Dock (approx. 10 

minutes after leaving home) the ambulance’s blue flashing light was turned on. 

Approximately 50 minutes later we arrived at the hospital.” 

Another person whose 11 month old daughter was experiencing breathing difficulties stated: 

“From the arrival of the ambulance to starting treatment was approximately 10 hours.” 

Interestingly, in two accounts there also appeared to be evidence to suggest that distance to 

travel may have influenced clinical decision-making. One case described a family being sent 

home from A&E in Withybush to prevent a longer subsequent journey to Glangwili (which led 

to readmission) and another indicated a slightly earlier postnatal discharge (when a midwife 

suggested the family stay another night) to avoid the father making a long return journey the 

next day. This may raise a question as to whether clinicians when reaching finely balanced 

clinical decisions may feel some pressure to reduce inconvenience or travelling for families. 

The following extract illustrates one parent’s experience: 

“In December 2014 I took my 1 year old into A&E in Withybush. She had x-rays which 

showed signs of chest infection. I was told that they couldn’t keep her in overnight and 

would have to go to Carmarthen, as this was a long way as I live in north Pembs the 

doctor said he could give me antibiotics and an asthma pump to take her home. She was 

no better in the morning so took her back to Withybush and saw a different doctor who 

said she needs to go to Carmarthen straight away. She had pneumonia and bronchitis. 

She had to have intravenous drugs and oxygen through the night at Carmarthen. My 

poor child had had a whole night of suffering at home when she should have been 

admitted straight away but the doctor was very hesitant as Carmarthen was quite far for 

me. I would have driven if I’d have been told how poorly she was.” 

Whatever the case, the travelling, costs and potential health impact for Pembrokeshire 

residents having to travel such long distances over long periods highlights the need for more 

support for parents and increased efforts to ensure only very specialist care is delivered 

outside the Hywel Dda Health Board area, with patients transferred back to receive care 

closer to home as soon as possible. One dad provided a compelling account of his 

experiences which showed the impact of regularly travelling long distances: 

“In the 3 months it took my son to come home I drove in excess of 8,000 miles. I took out 

an £8,000 loan to cover the financial burden of having to travel and then live out of 

hospitals during that time. I can honestly say I spent £4,000 to £5,000 on fuel, food and 

clean clothing for when we had to stay longer than expected in hospital family rooms for 

me and my partner. I even had to buy a new car as the one I had at the time of my son’s 

birth and the first 2 weeks of him being in Singleton hospital was not up to the task of 

doing all this mileage.” 

__________________________________________________________________________ 
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Inpatient beds in community hospitals 

Question 3a 

None of the options put forward are acceptable. 

 

Question 3b 

None of the options put forward are acceptable as all require the removal of beds at Alston, 

Wigton and Maryport without any local alternatives being offered. Changing bed numbers to 

achieve multiples of eight and a minimum of sixteen for robust staffing is acceptable. The 

reduction of bed numbers is also acceptable, provided this is based on demand rather than a 

UK population quota. 

The community hospitals were placed where they are for a very good reason: to act as the 

hub for local community healthcare, thereby relieving pressure on acute services. This they 

do by dealing with minor injuries, pre-care and after-care for acute operative services and 

end of life care. Local community hospitals in disadvantaged areas mean that friends and 

family can regularly visit their loved ones. Today in Alston, Wigton and Maryport these needs 

remain. 

To retain beds within the local communities, other than in community hospitals, consideration 

could be given to neighbourhood nursing and residential homes supplemented with on-call 

medical services. 

Some community beds are unnecessarily occupied for up to 28 days by patients awaiting the 

establishment of social care pathways. Until this is dealt with, bed numbers should not be 

cut. 

Aiming for national targets on bed numbers and bed costs is a worthy target for achieving 

best value for the public purse in areas where everything is close. Rurality, as we have in 

Cumbria, with scattered populations of inconvenient size, will always make hospital staffing 

and multiples of beds difficult and more expensive, especially when services demand so 

much travel for healthcare providers. 

‘One size fits all’ does not work in Cumbria because each area has specific issues. The 

deprivation, poor health and low life expectancy of the west contrasts with the more affluent 

east. Here (in the north and east), in an area not infrequently snowbound, the main concern 

is to feel safe during winter conditions. In practice, this means having access to nearby 

medical services when larger hospitals are unreachable. 

Too much emphasis is placed on quality care and outcomes, rather than individual patient 

experience. As Healthwatch feedback indicates, most patients are willing to sacrifice 

standards to be treated in their local community hospital with loved ones nearby. A distant 

hospital with the highest standards and best quality outcomes looks good on paper, but the 

majority of these people have been born and brought up in tightly knit, family-centric 

communities. No regulation can eradicate loneliness or very real feelings of isolation and 

vulnerability, three things which can kill, no matter how good the medical treatment. 

Providing end of life care in a distant hospital can very legitimately be seen as cruel. Patients 
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who accept being treated away from their locality have this option, but it must be an option, 

not an imposition. 

It is unacceptable for the consultation to cite staffing as the need for change. Potential staff 

will not be attracted to uncertain posts. Services should not be axed just because Human 

Resources are struggling. The League of Friends has attracted new staff for community 

hospitals with innovative ideas and by replacing “Save our Hospital” banners with “Recruiting 

Now” ones. Focussing attention on the quality-of-life advantages of the area (e.g. proximity 

to mountains and coast, lack of heavy traffic, virtually no industry, clean air etc.) may well 

attract quality personnel who aspire to gain far more out of life than their pay slip. 

 

Recommendations 

Rather than take a singular approach on bed numbers and specific bed closures in some 

hospitals, allow the Integrated Care Communities (ICCs) to develop acceptable, bespoke 

solutions. ICCs can take into account residential care homes, the rurality and transport 

issues, district nursing, social care and the desire of local people to feel safe and not 

isolated. Alston/Alston Moor, for example, in order to provide safety during the winter 

months, may accept emergency beds within a local residential care setting. Urgent 

consideration has to be given to keeping patients as close to their communities as possible 

and not allowing quality of care, or better outcomes, to unnecessarily override patients’ 

wishes to remain close to home. This issue is particularly important for end of life care. 

__________________________________________________________________________ 
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Emergency and acute care 

Question 4a 

None of the options put forward are acceptable. 

 

Question 4b 

Options 2 and 3 

These are totally unacceptable for West Cumbria, an industrial/urban/rural area with a 

population of 120,000. It contains the most difficult and complex nuclear clean-up project in 

the UK, some would argue worldwide, employing over 10,000 people and managing large 

quantities of hazardous materials, some in badly degraded old facilities. Although work is 

taking place to clean and decommission these facilities the project will take many decades, 

with full site restoration now predicted for 21201. As well as sections of the Sellafield supply 

chain the area houses the major laboratories and workshops of the National Nuclear 

Laboratory and the national headquarters of the Nuclear Decommissioning Authority. A new 

three-reactor nuclear power station is being planned alongside the Sellafield site and new 

coal mining facilities are planned for the St Bees area. The Port at Workington has a 

significant programme of investment and is poised to support the above projects and the new 

National Grid infrastructure project. 

The rural sections of West Cumbria form the Western Lake District tourist area which attracts 

25% of the more than 40 million who visit the Lake District each year. Copeland and 

Allerdale will attract around 40,000 visitors a day on high-peak days during July and August2. 

It is obvious from the above that West Cumbria needs a fully-fledged A&E department 24 

hours a day, 365 days a year, not just an urgent care centre or minor injury unit. The 

proposals would expose people to a substantially reduced access to emergency care, not 

only the local population, but the incoming workforce to the nuclear industry and major 

construction projects and tourists visiting the area. 

The consultation document predicts an increase in attendance to A&E so it does not make 

sense to reduce the availability and quality of emergency care. 

 

Option 1 

At first sight this, the Success Regime preferred option, might look attractive because it is 

innovative and so much better than the other two options. However the case for change 

(similar to the options for maternity and paediatric services) is solely based on staffing and 

finance and not on maintaining or improving an existing service. There are notable evidence 

gaps. Significant is the absence of evidence that service reconfiguration can deliver 

substantial savings. There is also an absence of evidence about safe staffing models and the 

interplay between staff numbers, skill mix and outcomes3. 



 

18 
 

On page 36 of the consultation document there is an admission that Option 1 might not be 

achievable and this opens an easy way for a ‘temporary adjustment’ to be turned into Option 

2 or 3. The consultation document should acknowledge that any model of new ways of 

working can be a definite and unquantified risk. Also, no good reason is given for reducing 

the beds in the intensive care unit. There is no explanation of what is meant by “the most 

seriously ill patients” and what criteria and what evidence are used. 

All three options will result in a reduction of services and a decrease of access to services for 

a population which in numbers is greater than the population served by the Cumberland 

Infirmary in Carlisle. The area suffers from an inadequate road and public transport 

infrastructure. The A595 is recognised as the most dangerous road in Cumbria4 with figures 

obtained by the Copeland MP from the House of Commons Library revealing that there were 

528 road accidents on the A595 in Cumbria between 2011 and 2015, seventeen of which 

were fatal5. 

 

Recommendation 

West Cumbrians’ Voice for Healthcare proposes that more effort is put into maintaining 

robust and meaningful emergency and acute services at West Cumberland Hospital. This 

means concentrating and using innovative ways of recruiting doctors who can provide acute 

medical, surgical and trauma emergency care. This needs to be backed up by the six 

intensive care unit beds currently at West Cumberland Hospital. 

West Cumberland hospital should be staffed with doctors trained in acute medicine and with 

appropriate support staff so that they can provide substantial acute medical, surgical and 

trauma emergency care. 

 

References 

1. www.sellafieldsites.com/publications/sellafieldplan/Sellafield_Plan.pdf 

2. Email from Cumbria Tourism to J Ward, 5 Apr 2016 

3. Insights from the clinical assurance of service reconfiguration in the NHS: the drivers 

of reconfiguration and the evidence that underpins it – a mixed-methods study (2015) 

Imison C et al. Health Services and Delivery Research No. 3.9 9 Mar 2015 

https://www.ncbi.nlm.nih.gov/books/NBK280125/ 

4. http://www.newsandstar.co.uk/news/A595-is-Cumbrias-most-dangerous-road-police-

figures-show-f813844b-678d-48d0-b5f6-ed3730d49d22-ds 

5. https://jamiereed.net/2016/11/29/jamie-reed-mp-government-must-get-a-grip-on-

unsafe-a595/ 

__________________________________________________________________________ 
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Hyper-acute stroke services 

Question 5a 

None of the options put forward are acceptable. 

 

Question 5b 

Option 1 is not acceptable because, as stated in the consultation document: 

“(it is) not care which could be described as best practice and many elements only 

operate for part of the week”. 

We can only give qualified support for Option 2 which proposes a hyper-acute stroke unit in 

Carlisle. While we agree that a hyper-acute stroke unit could provide the best treatment for 

patients, placing it in the far north of the health region, rather than in Whitehaven, raises 

issues of inequality of access as it would severely disadvantage the population living and 

working in West Cumbria. This contravenes NHS legislation and official guidance. We also 

consider that the statistics upon which proposals have been made are simplistic and flawed 

and our reasoning is detailed below. 

 

Discussion 

Early supported discharge is a commendable improvement to the service. In terms of equity 

of access this will be as necessary in the less accessible areas of the county, including West 

Cumbria, as it is Carlisle and we look forward to seeing the local plans to implement this. 

It is not clear how the plans under Option 2 would be adjusted as the technological advance 

of thrombectomy is introduced. We have been told that this treatment would not be provided 

in Cumbria at all, but would require transfer to Newcastle. It is clear from the potential 

benefits of this treatment that its availability in some places (but not, it is fairly certain, West 

Cumberland Hospital) will substantially increase the comparative disadvantage suffered by 

West Cumbrians. 

The consultation acknowledges that there will be West Cumbrian patients who are severely 

disadvantaged by Option 2. There are serious concerns with Option 2: 

1 The simplistic analysis conceals a gradation of disadvantage, and therefore fails to 

represent the larger numbers of people who will suffer some disadvantage. It is 

insufficient to look at a simple yes/no as to whether a potential candidate arrives at the 

hyper-acute stroke unit within the thrombolysis window. Patients who receive this drug 

treatment late in the window have poorer outcomes and have greater risk than those 

treated early in the window. This results from: 

 

a) the relatively constant loss of brain cells from the start of ischaemia up to the point 

that the clot is cleared. The longer the delay in starting treatment, the more brain cells 

are lost. 
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b) the risk of a secondary haemorrhagic stroke increases later in the window. So, any 

delay in treatment makes that treatment more risky. 

That means that the disadvantaged population of 30,000 should be increased to about 

109,000. 

 

2 The method of working out disadvantage does not follow the procedures laid down in 

guidance notes on the subject1. Note that formal guidance notes have a legal status. This 

further conceals the disproportionate impact on West Cumbria. The guidance notes 

state: 

“CCGs (Clinical Commissioning Groups) also have a duty to have regard to the 

need to reduce inequalities between patients in outcomes from services they 

commission. This involves …looking at how the outcome is distributed across 

society by area of deprivation and by different groups, rather than focusing on 

average outcomes for all people.” 

Averaging can be seen in the Equality Impact Analysis Addendum. As well as being 

specifically prohibited in the guidance notes, the arithmetic is, at best, questionable. This 

failing can be most easily seen in the table on page 7 of that addendum. It suggests the 

average patient will have an extra journey of 26.2 miles, taking an extra 44 minutes. This 

has been achieved by averaging the experiences of those who live north of Whitehaven 

in with all the others. 

The more appropriate calculation would include something along the following lines: 

Number of people for whom the extra journey time to the 
Cumberland Infirmary in Carlisle is 52 minutes or more 
(this approximates to Whitehaven and further south) 
 

54,737 

Total population who are closer to West Cumberland Hospital 
than the Cumberland Infirmary 
 

125,628 

54,737 as a percentage of 125,628 
 

44% 

Apply 44% to actual population of 260 patients 113 
patients 

 
The conclusion of this arithmetic is that in the zone of disadvantage there will be 113 

patients who will travel for an extra 52 minutes to reach treatment. Of these, 32% will 

have the extra added to a significant journey time to West Cumberland Hospital 

(significant = more than 10 minutes, up to 20 minutes or more). Hence this latter group 

will take more than an hour to reach a hyper-acute stroke unit from their home. The 

ambulance response time must be added to this – this could easily be an extra 30 or 40 

minutes. 

If only 10% of the 113 patients are suitable for thrombolysis, this is 11 patients for whom 

the window has been severely eroded by distance. If there are other delays, they may 

well arrive at the hyper-acute stroke unit too late to benefit from the treatment. 
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Those patients who do receive thrombolysis will get this treatment late in the window, so 

will receive less benefit and be exposed to more risk from the procedure. 

 

3 Stroke mimic patients will have the disadvantage of travelling to Carlisle with a condition 

that may be adequately treatable at Whitehaven. This will burden the resources at the 

Cumberland Infirmary, give the patient an unnecessary journey, and will leave the patient 

with the problem of getting home again – perhaps while still feeling unwell. 

 

4 Some examination of the location of the hyper-acute stroke unit in Carlisle is required. 

We understand that it has been decided that such a unit should be in the hospital that 

carries out the most complex work. The fact that this hospital is the Cumberland Infirmary 

is due to a historic eroding of the capabilities of the West Cumberland Hospital. The 

removal of acute stroke services of any kind is a further example of this erosion. 

 

The dilemma presented now in this consultation – that there really is no acceptable option for 

West Cumbria – is a result of a history of removal of medical capabilities from West 

Cumberland Hospital. The decisions on acute stroke care are a serious casualty of previous 

rounds of defective decision-making. 

 

Recommendations 

It is with extreme reluctance, given the relative disadvantage to which West Cumbrians will 

be exposed, that we must consider accepting that (a) a hyper-acute stroke unit is needed 

and that (b) it is inevitable that it will be placed in Carlisle. 

The only thing that will make such a move palatable would be an extensive programme of 

mitigation. The following are ideas that come to mind. One would hope that the Clinical 

Commissioning Group, North Cumbria University Hospitals Trust and Success Regime might 

come up with others. 

a. A ‘drip and ship’ model should be considered. It is understood that the advice of 

Professor Tony Rudd was that the hyper-acute stroke unit should be got up and 

running, then one could consider such a facility being established at Whitehaven. We 

understand that there are concerns as to whether this could be set up in Whitehaven 

to a level of efficiency that gives a useful service to the patient. However, if working 

well, ‘drip and ship’ could have real benefits for some patients. 

 

Therefore we think that the idea of ‘drip and ship’ should regularly be reassessed to 

see if it could be implemented. To be clear, once the hyper-acute stroke unit is 

running, this extra service should be given full consideration at regular intervals (say 

twice a year). 

 

b. Ambulance response times for strokes (and other urgent conditions) are a large part 

of the problem. If the hyper-acute stroke unit cannot be any closer, is there any way 
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of stationing ambulances a shorter distance away from the patient? The zone of 

maximum disadvantage is south of Egremont, an area which also has very poor 

ambulance response times. It is therefore essential that the ambulance service for 

this area is strengthened, for instance with an ambulance station in the area or with 

some redundancy built in to the ambulance fleet in the south of the region so that 

response times are faster. This would benefit many urgent care needs with similar 

problems to stroke. 

It is noted that the consultation is prepared to station an ambulance at the West 

Cumberland Hospital solely for maternity and paediatric use. If a resource that will 

get a low level of use is acceptable as mitigation for problems with maternity plans, it 

follows that some resource redundancy will be acceptable to mitigate other problems. 

c. With stroke, there is an opportunity to carry out some prevention. A lot of this misses 

the intended targets. However, it seems beholden on the Clinical Commissioning 

Group to promote an intelligently planned preventative programme that will reach 

some of these easily missed groups. Some of this would involve GPs and some 

should be based away from the surgery. 

 

d. There should be robust, workable plans to continue acute stroke treatment in West 

Cumbria in times of weather disruption to travel or reduction of capability at the 

Cumberland Infirmary. We suggest that there should be a temporary capability to run 

hyper-acute stroke operations at West Cumberland Hospital. This would involve 

moving some staff. It is understood that this would involve an emergency rota that 

would not be sustainable for any length of time. In addition, a stroke telemedicine link 

should be available if no movement of staff were possible. 

 

e. As thrombectomy becomes available in the North of England, the consulted plans 

should be revised so that West Cumbrians have some opportunity of benefitting from 

this new technology. 

 

f. As a final point of mitigation – no effort (or expense) should be spared in getting the 

Carlisle-based hyper-acute stroke running as efficiently as possible for arriving 

patients. It is understood that this is one object of such a unit. However, if there are 

decisions to be taken that affect this, and a justification for a cost is needed, that 

justification is the mitigation of long journey times for some patients. 

If all the mitigation that is discussed in2 above is put in place, we would accept a hyper-acute 

stroke at the Cumberland Infirmary in Carlisle to serve West Cumbrians. 

 

References 

1. https://www.england.nhs.uk/wp-content/uploads/2015/12/hlth-inqual-guid-comms-

dec15.pdf 
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Emergency surgery, trauma and orthopaedic services 

Question 6 

Background 

In 2013 a decision was made, without public consultation, to transfer all emergency complex 

trauma and orthopaedic surgery care to the Cumberland Infirmary in Carlisle. In 2014 

another decision was made to cease minor injury surgery, on-call services and emergency 

admissions to West Cumberland Hospital in Whitehaven. The changes were made because 

of “significant safety and quality concerns”. 

North Cumbria University Hospitals Trust management at that time decided that transferring 

services to Carlisle would take care of those concerns and were keen to show figures that 

this was the case. These figures do show an improvement but only over a very short period. 

For that reason any findings taken from them are without a strong foundation and are 

therefore a questionable basis for decision-making. 

Another option to put measures in place to make improvements at the West Cumberland 

Hospital was never considered. What we know for definite is that the coding has improved. 

Data from the National Hip Fracture Database suggests some parameters such as A&E to 

ward admission time and length of stay have actually worsened. The decision to transfer ALL 

trauma patients to Carlisle was made with minimal staff consultation and NO public or 

stakeholder consultation. 

This is an example of how NHS strategy should not be made and note should be taken by 

current decision-makers. It is widely accepted that the best decisions are made in 

partnership with staff, users and communities. The NHS England document Transforming 

Participation in Health and Care1 states: 

“NHS England will ensure that public, patient and carer voices are at the centre of our 

healthcare services, from planning to delivery. Every level of our commissioning system 

will be informed by insightful methods of listening to those who use and care about our 

services.” 

This input is invaluable to planners in developing local services. Wrong decisions may be 

made without this input but these often prove hard, or even impossible, to reverse. 

No surgical emergencies are treated at West Cumberland Hospital at present. All patients 

are being transferred to Cumberland Infirmary in Carlisle, either direct from West 

Cumberland Hospital or they are instructed to travel by private transport from home. 

We accept that centralising services like major trauma, certain major surgical emergencies 

and cardiac services benefits all patients in the West, North and East Cumbria health area. 

But there are still many services which should and could be provided at West Cumberland 

Hospital. This is not just a matter of recruitment and retention of staff as, after all, promises 

have been made that some services could return to West Cumberland Hospital – it is a 

matter of equal services and equal access to services for the significant proportion of the 

population of the health area who live and work in West Cumbria. 
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Not having access to these services also means an increase in financial and social hardship 

for patients, carers and families who will have to travel 40 miles or more where there are 

poor (in some areas non-existent) public transport services or along a sub-standard road 

system. 

A more recent survey of the experiences of patients transferred between West Cumberland 

Hospital and the Cumberland Infirmary in Carlisle shows areas where these can and must be 

improved. Although many praised the direct care received, responses demonstrated the 

physical, psychological and emotional impact of ambulance transfer and the problems 

associated with care at a distance from home, family and carers, and at a time which is 

already stressful for them all2. 

 

Success Regime proposals 

We are strongly of the opinion that the proposals outlined on page 43 of the consultation 

document are not robust enough to be acceptable. 

“Additional minor trauma surgery will take place on some days each week at West 

Cumberland Hospital” is too vague. This service should be available on a minimum of three 

days a week, for instance at least on Mondays, Wednesdays and Fridays, so no patients will 

need to travel. This can be combined with the additional fracture clinics. 

Unless there are daily surgical lists with time planned for ‘emergency’ procedures like 

abscesses and investigations for abdominal pain, access will be randomly and severely 

reduced for patients living in West Cumbria. 

The savings of £500,000 would be offset not only by the additional surgical lists, but also by 

the costs of increased ambulance or private journeys. A projected 1,092 patients would have 

their care in Carlisle rather than in Whitehaven3. 

 

Recommendation 

West Cumbrians’ Voice for Health Care propose that the Success Regime consider again a 

solution as worded in our document A Sustainable Model for Health Care in West Cumbria4: 

“West Cumberland Hospital should deliver 24 hour emergency care, with all but major 

trauma being supported locally. To this end we need consultant led emergency care and 

support from Medical, Surgical, Orthopaedic and Gynaecological care from at least 8am 

to 8pm every day.” 

We think it is possible to achieve that by using imaginative and new ways of workforce 

planning. 
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Question 7: Wider health and social care strategy and vision for 

the future 

The vision described in the consultation document is, like many corporate visions for the 

future, very attractive. The key is in the pathway to achieving the vision. We explain below 

what we like about your vision but also why we think some of the decisions being made will 

form barriers to: 

“… (creating) a centre of excellence for the kind of care that people in rural, remote and 

dispersed communities really need”. 

And of course we all want to live in an area: 

“… known as a place that changes for the better, with new ways of working and joined up 

services, a place that built relationships with other parts of the NHS that can deliver high 

quality services for our local communities”. 

There are many parts of the vision which we would applaud. We want to see the integration 

of care, not only between the arms of the NHS, but across the public health services, social 

services and care services. Only a holistic approach towards the massive problems faced by 

these sectors will achieve long terms gains, both in providing humane and improved services 

and in cost efficiencies. We described our own proposals for more integration in A 

Sustainable Model for Health Care in West Cumbria (see Ref 4, Question 6 in this response). 

We look forward to seeing progress towards achieving this shared ambition as well as the 

introduction of technology, innovative and effective policies for recruitment and retention of 

staff and the upskilling of current staff where appropriate. Stronger links with Newcastle are 

to be commended. However, implementation of integrated care needs time, needs to be 

nurtured and needs to have a chance to develop before decisions are made which may 

cause long term and irretrievable damage. 

https://www.england.nhs.uk/wp-content/uploads/2013/09/trans-part-hc-guid1.pdf
http://www.cumbriansvoiceforhealth.com/voice-documents
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But will the output from the Success Regime programme ultimately produce this vision?  We 
have deep concerns that the proposed ways forward look in large part like something 
designed for places near to, or part of, urban complexes with good transport systems leading 
to large hospitals and medical centres of expertise. We are very different! 

West Cumbria has large rural areas with issues of isolation, particularly among the elderly 
and poorly paid. But it also has towns with areas of significant deprivation and resultant 
health and social problems and contains a major industrial complex with acknowledged 
hazards. We do not believe that the industrial context of the area has been sufficiently taken 
into account in the proposed changes. 
 
The Cumbrian mountains and a sub-standard transport infrastructure create an 

urban/industrial/rural West Cumbrian coastal strip distanced from the rest of the country. It is 

crucial for reasons of safety and equality of access that essential services stay within 

reasonable travelling time and distance. The Clinical Commissioning Group has a 

responsibility to reduce, rather than increase, inequalities by moving services 40 miles to the 

north. 

The design process looks topsy-turvy. Surely it would be sensible to ask “what is needed?” 

and then strive to achieve that. Instead a decision has been made to decide what could be 

provided and then build on that. This approach carries a very high risk of producing a service 

that does not meet the needs of the community it serves. 

The degradation of the maternity services at Whitehaven to a free-standing midwifery-led 

unit will have a serious and more general effect in addition to the safety and emotional 

effects described in our response – it will have a domino effect on other essential services 

which will, we believe, inevitably lead to diminished services, almost to cottage hospital level, 

in West Cumbria. 

The removal of essential core services from the hospital at Whitehaven will also jeopardise 

and devalue the aspirations of the University of Central Lancashire’s Cumberland Medical 

Education Campus training programme for rural and remote healthcare. This programme 

would be a real bonus, not just for the health of the population of the area and other similar 

regions, but to the economic health of West Cumbria. 

In conclusion, we hope that your vision can be achieved, but that will not happen if essential 

services now accessible to the people of West Cumbria are moved out of reach. The fears 

expressed by the general public are not signs of paranoia, but are real fears for the future 

health, welfare and even lives of themselves and their families. Those fears, expressed at 

meeting after meeting right to the end of the consultation process, have not been allayed by 

the Success Regime. 

__________________________________________________________________________ 
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Question 8: Other views 

 

Risk analysis, statistics and trust 

We do not believe that this consultation has fulfilled two of the criteria of the Four Tests 

procedure introduced by the Secretary of State in 2010. These criteria are the clarity of the 

clinical evidence base underpinning the proposals and that proposals should take into 

account the need to develop and support patient choice. We cannot have an informed 

opinion on any proposed change if we do not understand the risks of the changes versus 

current risks. To do the risk analysis after decisions have been made carries risks in itself 

and could be claimed to be playing with people’s lives. 

On maternity, our questioning (and that of others) on risk assessment throughout the 

consultation period has led to more confusion than light. The maternity briefing on the 

consultation website stated that the University of Oxford National Perinatal Epidemiology 

Unit (NPEU) had advised that a risk assessment would not be possible. When contacted, the 

NPEU denied that they gave this advice and wrote to the North Cumbria Hospitals University 

Trust: 

“As the document is now in the public domain there is probably little that can be done 

about the document itself but I would be grateful if you could make it clear in any future 

communications that the discussions with the NPEU were informal and we did not advise 

you regarding one course of action or another. Nor did we represent ourselves as having 

specific expertise in this area, other than with respect to the safety of intrapartum care in 

midwifery-led settings vs obstetric units, i.e. questions addressed by Birthplace.” 

The North Cumbria University Hospitals Trust holds a maternity risk register. Their risk 

assessment for the transfer of women and neonates from Penrith to Cumberland Infirmary 

indicates a severity of 5 with a likelihood of 2, giving a quantified risk of 10. This assessment 

has not been made public and does not form any part of the consultation. It cannot therefore 

form part of stakeholder considerations. 

Issues like this do not help to gain stakeholder and public buy-in in an area where there are 

historic issues of trust between the community and the NHS because of the failure of the 

implementation of the Closer to Home plans and suspicions that past Hospital Trust 

managements have ‘asset stripped’ West Cumberland Hospital. 

We have already covered issues of transfer times in our maternity response but we wish 

here to stress that the travel analysis provided by the Success Regime was wholly 

inadequate and misleading and that we were forced to do our own calculations to submit as 

part of our responses during the consultation. 

We have been puzzled by the process in which the existing maternity service disappeared 

from the options. It seems wrong that there is not an option for no change. Again, this has 

not helped with issues of trust. 

 

  



 

28 
 

Equality of access 

The Success Regime and the Clinical Commissioning Group have never satisfactorily 

answered how any of the options in the consultation have been developed taking into 

account the need to reduce health inequalities of access and outcome. These obligations are 

specifically dealt with in legislation and in the formal NHS guidance notes which are given 

legal status in the appropriate NHS legislation. Since the whole consultation could easily be 

considered to be about access to medical services, this seems to be a serious failing. 

There is only one mention of access relative to services in the Success Regime minutes, 

applying to Specialised Commissioning. Access is mentioned in the consultation document, 

but there is little evidence that it was considered in the development of the consultation. 

Saying that something has been taken into consideration is very different from providing 

evidence that it has influenced thinking. That evidence is not there in any material generated 

by a Cumbrian organisation. 

By contrast, the clinical senate review by the North West Senate, Greater Manchester, 

Lancashire and South Cumbria Clinical Senate Review, 2016, p3,  mentions access in this 

context many times and it is clear that they took it into account. Similarly the Royal College of 

Obstetricians and Gynaecologists report of November 2014 February 2016 mentions access 

and in a context where it is clear that it has been considered.   

These observations are made in the context of the NHS guidance note stating that the 

Clinical Commissioning Group must be able to demonstrate that: 

“the duty was considered during the appropriate stages of work, from the beginning of the 

decision making process and throughout”. 

We consider the gathering of information and advice, and the formulating of options, as 

being part of the decision-making process. 

The Clinical Senate Review team in May 2016 were keen to see mental health issues 

"integrated within the Success Regime programme" and felt they should "inform all other 

clinical plans".  We are aware particularly of increased impacts on mental health resulting 

from separation of families at times of childbirth and on all the family when children in 

hospital are separated from family.  It is disappointing that mental health issues are not 

addressed in this consultation.  

 

Deprivation 

Rural deprivation seems to have been given little consideration. It should be noted that social 

deprivation is usually under-reported in rural areas. This will understate the scale of this 

problem, particularly in the south of the region. 

The consultation documents do not describe measures to support families or carers in need. 

There is no provision for overnight stay at Carlisle for immediate family or carers, nor any 

mention of how families could be supported if the costs and times of travel (sometimes many 

hours) by public transport would limit visiting. This has inherent dangers of social and family 

disruption with possible mental health consequences. This is true for partners and children 
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who need to visit a distant maternity unit, through to the elderly patient who may not receive 

any visitors because of these difficulties (see illustration in next section). 

 

Medical and management issues 

Compassionate care is not mentioned in the consultation document, nor can we find it in 

supporting material generated by the Success Regime. In the NHS compassionate care is 

often thought to be all about the interaction between the patient and medical staff. That is an 

incomplete view. The system of care needs to be compassionate. Moving sick people a long 

way from home is always going to score badly in this regard. Compassion is something 

which features prominently in the NHS Charter, but not in the consultation proposals. 

An illustration of non-compassionate care is the following hypothetical example. We know 
that this has similarities to actual cases:   

An elderly person is transferred from West Cumbria to Carlisle. The patient is very ill and the 

family strives to ensure that they and the elderly partner of the patient visit as often as 

possible. The hours of travel involved are wearing for all of them, but especially for the 

patient’s partner, who eventually is forced to miss an opportunity to visit. This coincides with 

the death of the patient later that day. Distance therefore robs them of their last time 

together. This is the cruel consequence of providing the health care of a community at a 

distant location. 

The guidelines of the Royal Colleges have been given more prominence than the flexibility of 

those guidelines would allow. 

It should be accepted that a small and remote district general hospital will always be obliged 

to have some resource redundancy. This would give capability to handle peak workloads. 

Patient experience should be better valued compared to mortality as an outcome measure. 

Increased transfer and travel of patients could cause an increased risk of cross 

contamination if one of the hospitals has acquired MRSA, norovirus or other infections. 

Reassurance is needed that adequate financing will be put in place to implement changes, 

mitigate the consequences of the changes and provide necessary resource redundancy. 

 

Recruitment 

Recruitment efforts could be more imaginative than they have been. We hope that 

partnerships can be brokered with public and private sectors to mutual advantage in 

recruiting medical staff and their partners to the area. The University of Central Lancashire 

medical campus and ‘growing our own’ provide opportunities to improve recruitment and 

increase skills in the Cumbrian health and care sector. 

Recruitment will be more successful if would-be applicants know they will work in a stable 

environment where employers have a real vision and are willing to empower their workforce 

to bring about that vision.  
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Consultation process 

The consultation has been difficult for both the Success Regime and stakeholders. There 

was a very slow start by HealthWatch who seemed under-resourced to deliver the outreach 

and community involvement we would have expected from such a major initiative. Along with 

under resourcing, the Cumbria Success Regime was given much harder time pressures than 

the other two Success Regimes in the country. 

We believe that the engagement and consultation process has been led more by the desire 

to deflect legal challenges than any attempt to take into account patient and community 

views. 

We would have expected an engagement period in which community and patient 

representatives and other stakeholders would play their part in developing options. There 

was no evidence of this and options were presented as a fait accompli at the beginning of 

the consultation. Co-design in partnership with patients, community and staff develops the 

best solutions and it is a pity that this opportunity has been missed, perhaps because the 

process has been too rushed. We would hope that in future the evolution of integrated 

medical care, social services and public health will be designed with, not for, their 

communities. 

More should have been done during the engagement and consultation period to reach out to 

difficult to reach groups, and sometimes even the more easily reached. At the stakeholder 

meeting at Cleator Moor on 7 December a member of the Copeland Citizens Advice Bureau 

said they had not been involved and had found out about that meeting at only very short 

notice from colleagues in Allerdale. 

There have been problems with the information package accompanying the consultation.  

Appendix L to the Pre-consultation business case, The Acute Hospitals Travel Impact 

Analysis was missing.  We complained that this was missing on 2nd October, pointing out 

that a travel time analysis is fundamental to a consultation about access to hospital services. 

It took more than 2 weeks for this key information to be included. The correction of the mis-

reported advice from the National Perinatal Epidemiology Unit has not been corrected in the 

maternity briefing note (as at 8 December), but the clarifying e-mail from NPEU was sent on 

17 November.  Leaving this uncorrected for so long is very bad practice, verging on 

misconduct.  

The strict addressing requirements for postal responses will surely result in many being lost 

in the postal system.  On the on-line responses; a ‘no option preferred’ box would have been 

useful as, late in the consultant period, some people reported on social media that they had 

begun to respond on-line but stopped, either because they thought that by not ticking one of 

the boxes the default would be that they chose the Success Regime preferred option, or that 

not ticking a box would invalidate their response. Voice tried through social media to correct 

these assumptions, checking the correct position with the Success Regime first,  but we do 

not know how many people jumped to this conclusion and how many were dissuaded from 

responding at all. 

 

 


