TEA Implementation Panel meeting

1.00pm – 3.00pm Thursday 8 September 2005

Red Room, 2nd Floor, Department of Health, Wellington House, 

135 – 155 Waterloo Road, London, SE1 8UG.

Attendees:

Bob MacDonald

Department of Health

Ian McPherson

NIMHE West Midlands

Jonathan Isaac

British Society for Mental Health and Deafness

Peter Hindley

British Society for Mental Health and Deafness

Mandy Barker

National Deaf Services, London

Brendan Montiero

Mayflower Hospitals

Sally Cook 


National Centre for Mental Health and Deafness, Manchester

Chris Underwood

RNID (or Chris Leek or John Arnold)

Steve Powell


SIGN

Roger Hewitt


UK Council on Deafness

Herbert Klein

TEA Implementation Officer

Lloyd Wint


TEA Implementation Officer

NHS Representatives and User Representatives to be agreed

AGENDA

1. Apologies for absence

2. Composition of Panel

3. Progress Report from TEA Implementation Officers and work plan for the next 3 months

4. Progress Report on the London Deaf Healthy Living Service

5. Initial findings from BSMHD research into Commissioning Arrangements

6. National initiatives requiring funding from retained funds

7. Date and venue of next two meetings

8. Any other business

Agenda Item 2                                                                    Composition of Panel

The following people have been put forward as possible members of the panel: 

NHS Representatives

Alison Armstrong, Director London Wide Commissioning Projects

Matthew James, General Manager (Equality and Change Programme) Northumberland, Tyne and Wear Strategic Health Authority 

User Representatives

Pauline Latcham

Tony McCarthy, is leading Sign Advocacy Project on prisons

Liz Wyatt, Parent of Deaf Child and was involved with DH Children's initiative

Jo Baister Nicholls

 Agenda Item 4                                            London Deaf Healthy Living Service

Business Plan

As you will know, the basic concept for the DHLS was agreed last year.  To recap briefly, the service will provide p/t access to; a BSL using doctor and nurse; 2 p/t Deaf health advocates; a range of Deaf lead health promotion activities, plus providing assistance to London’s health services to increase deaf access.

A number of discussions have taken place with the PCT funding lead about what they are prepared to fund.  Examples of this have been; the balance between service delivery and service improvement work; the provision of a limited or full medical service and the outline for the health access assessment.  The business plan will then be agreed between funders, specialist mh services and the deaf voluntary sector organisations that formed the steering group.

There is a large section of spend on start-up costs such as training and paid work placements for clinical staff, refurbishment and the health access assessment.  A draft is currently with the specialist MH leads for the 5 London regions and their comments are due back shortly.  Once these are incorporated, that draft will then be circulated for comments to members of the former steering group.

It is expected that the draft business plan will be ready for circulation in September.  It may make sense to wait until the 3 sections below, premises, commissioner and provider, are resolved as these can then be added and save steering group members an additional reading at a later date.  Whilst the draft contains a lot of detail on how the DHLS will function, particularly in respect of working with other health services, this will save time in the future as many of the operational issues have already been worked out in partnership with different parts of the health service.  For further details, the appendix is an updated list of business plan issues that was circulated to the steering group in May.

Identifying Premises

We’ve had a few false starts with premises.  A promising site as part of a new NHS Walk In Centre at Victoria train station fell through when the Walk In Centre had to rent a different site.  We are currently in discussion with another 2 Central London PCTs about premises.   Discussions have also taken place with Strategic Health Authorities, individual GP practices, and a GP Out of Hours Co-operative.  There are many advantages of co-locating with an existing NHS facility however, should this not prove possible in the near future, we will probably rent premises through the private sector and go through the procedure of converting the building to health premises use.

Identifying a Commissioning Organisation

In May the then DHLS steering group decided to set the project up via the NHS, as opposed to legally incorporating the existing steering group into a new single purpose voluntary sector organisation.  This proposal, which was accepted at the June meeting of the London NHS Deaf MH Services Commissioning Consortium, was for the steering group to reform, joined by some NHS partner organisations, as a sub-group of the Consortium.

I had initially assumed that this group would then be able to commission the service as the Consortium’s function is to commission on behalf of all London PCTs, however this isn’t the case.  In practice the Consortium commissions via one PCT, which serves as the operational lead for the Consortium.  The DHLS  lead at that PCT has agreed provisionally that this could be the route for commissioning the DHLS.  I’m also looking into other possibilities for this as the commissioning function for this project will need to very strong, given that the project’s background was a proposal, rather than a conventionally commissioned service. 

Identifying a Provider Organisation

After the May decision to deliver via the NHS, I was initially working on the basis of getting a PCT to agree to deliver the DHLS via either a Primary Care or Public Health directorate.  Again, many advantages to this, in that there is already an infrastructure of HR, payroll, recruitment, training and professional development, clinical governance, etc. that would mean we could spend more on services.  Other advantages included, were that NHS organisations may have more confidence in the DHLS if delivered via a PCT, and it would be easier to recruit NHS clinicians to work in an NHS organisation (eg. pension continuity).  At the beginning of August however the DH wrote to PCTs with a timetable for moving away from service provision to commissioning only, so this is not now a possibility.

I have also discussed with some of the organisations listed under Premises above, the possibility of them becoming a provider organisation working closely with the proposed Consortium sub-group as a steering group.

As you can see, this is complex, and we are in an unusual position.  I am currently looking into the possibility of setting up the DHLS as an independent NHS provider organisation under what’s known as a Personal Medical Services (PMS) framework, an existing model of primary health care delivery.  This would require a board to run it that would need at least one NHS clinical professional as a member.  NHS organisations and D/deaf voluntary sector organisations would also be part of the board.  A PCT Professional Executive Committee Chair and a Local Medical Committee Chair have agreed to be part of this, and both are also GPs.  The PCT funding lead has agreed that this model would be a possibility as long as we have clauses that cover exemption from Out of Hours services.  This would not be a problem as there are existing examples of PMS practices that do not provide an Out of Hours service.

A number of other options are also being looked into.

Funding

Funding was received from all London PCTs for 2004-05 and this will contribute to start up costs.  I am awaiting feedback on the revised budget from the PCT DHLS commissioning lead to see whether we will be able to invoice PCTs for the full allocation in 2005-06, again much of this will go on start up costs, and possibly revenue costs if we are able to open before the end of March 2006.

Other Current Areas of Work

· Health Access Assessment development

· Specific areas of the business plan eg. the section on Inclusion

· Developing the work placement and BSL training for clinicians 

· Recruiting GPs and nurses for the BSL training and work placement

· Discussing potential for Deaf health promotion initiatives via the DHLS with national health related voluntary sector organisations eg Asthma UK and the Blood Pressure Association (funders asked us to include this in the business plan)

Appendix - Some General Issues

a.
how the service can effectively provide health advocacy support to D/deaf people who are having difficulties accessing their local NHS

b.
how we will work with the local PCT to manage governance issues for clinical staff

c.
BSL training and work placements to create a pool of clinical staff

d.
whether all staff will be paid via NHS payroll facilities

e.
where best to base the services

f.
how to get an accurate picture of the services deaf people want to see 
provided, including how they would prioritise these, given the ceiling 
on funding

g.
how to get an accurate picture of how D/deaf people want the service to be provided and how they plan to use the service

h.
how best to measure the impact the service is having on D/deaf peoples' health

i.
what outcomes and outputs will be most meaningful to the PCTs 
providing the funding

j.
the most effective way to monitor and evaluate the service

k.
how to make the service fully inclusive, for example with regard to children and young people and deafblind people

l.
how the service can effectively support improvements in D/deaf access in London’s health services

m.
the possibility of providing a full medical service 

n.
a publicity strategy, for both the current development stage, and when the DHLS opens.  The aim being to make it as easy as possible for D/deaf Londoners and PCT funders to access information on progress, and to help manage expectations in terms of the project's scale and timescales.  This will include a website

o.
how to operate across London as a whole

p.
draft terms of reference for the steering group and agreed values and approaches which would underpin both the management or steering group's work and service delivery

q.
possibly adjusting planned services depending on the results of 
recruitment

r.
how to create the best possible working environment for staff, 
particularly when a number could be part time

s.
given the service will have arrangements to liaise with clinical staff in 
the London area, how will the service work for visitors to London

t.
to what extent the service could work with A&E departments and the 
London Ambulance Service

u.
how the DHLS could promote Sign's software for enabling communication between D/deaf patients and GPs


v
how the service could work with NHS Direct

w.
how to resource D/deaf people to be involved in the centre's development and management

x.
the most effective way to maintain feedback from London’s D/deaf population about their experience of the service and any changes they wish to see

y.
how the service will communicate with service user’s GPs

z.
how the DHLS can secure additional resources in the future to benefit 
the health of deaf Londoners

Agenda Item 5                                                      Commissioning Arrangements

The research was commissioned by the BSMHD and Sign in June 2005 because of concerns expressed by the national Deaf services about current commissioning arrangements, and is being carried out by Lynne Hawcroft.

The first phase of the research to collect information from the national services about changes in commissioning which have impacted on their services is completed. 

The three centres providing adult services each have a variety of commissioning arrangements covering their catchment areas. Each service has a combination of SLAs, at least one consortium of PCTs (of very different sizes) and each has funding via Named Person Service Agreement (NPSA). None reported current collaborative arrangements with Specialised Commissioning Groups, although at least one SCG is known to be investigating this possibility.  

The London Outpatient Service for deaf children is funded through a combination of consortia and NPSA funding.   The National Inpatient Service and the Telelink pilot projects in York and Dudley are funded centrally by the National Specialist Commissioning Advisory Group (NSCAG).  There are a few ad hoc arrangements in place, for provision to children who fall outside of the NSCAG telelink pilot project. Outside London services are in an early developmental stage and report some concerns about future funding. These services are able to compare the advantages and disadvantages of centralised and localised commissioning arrangements.

Whilst the medium and high secure services are funded centrally there are funding issues in relation to Rampton as it is not always acknowledged by the other high secure services as the national service for Deaf people. This has an impact on funding on occasions, as does the current need for ‘cost improvements’ of 3%. 

Questionnaires were circulated to 10 local commissioners named by the specialist Deaf centres. One has replied that they are reviewing their commissioning system and one has promised to reply. I am currently chasing the remainder. 

Contact has been made with a number of national and regional  figures to gather information and to capture examples of good practice. Following discussions with NSCAG a question about arrangements for Deaf adult and children services has been included in a questionnaire to all SCGs. 

Contacting commissioners and gathering information will continue  for the next few weeks whilst a report is being drafted. The deadline for the final report is the end of September 2005. 

Towards Equity and Access 

During the research to date it has been evident that many individual commissioners are not aware of the monies available under TEA, or if they have heard of it they do not know how to trace it or they have no idea how it could be used productively. The Implementation Group may wish to consider setting up and advertising a ‘contact point’ (bulletin board, email group, etc) to assist PCTs. A similar approach will be explored as part of the research if it is established that it would be of value to specialist commissioners and the SCGs.

Agenda Item 6                                                                        National Initiatives

The following proposals have been submitted for consideration for funding from funds retained centrally.

Central Administration

1. Expenses of TEA Implementation Officers

The two TEA Implementation Officers have been made available to the Panel by SIGN. SIGN are paying their salaries, on-costs and office costs. It is proposed that their expenses in carrying out the work be met from central funds, to be administered by BSMHD.

Expenses of 2 TEA Implementation Panel Officers up to March 2007: £10,000

2. Core funding for BSMHD

Core funding will enable BSMHD to build on the significant growth in activity that was enabled by DoH support in 2004/5 to become a unique source of information and support for those professionals and organisations working in Mental Health and Deafness, and to service the TEA Implementation Panel.

BSMHD exists to promote cross-sectoral collaboration, to develop capacity and good practice in mental health services for deaf people and to enable deaf people, through the organisations that represent them, to participate in the planning and delivery of services. BSMHD wishes to respond to the needs identified in Towards Equity and Access for better links between organisations representing deaf people, specialist service delivery voluntary sector organisations, centres of excellence within the health service and with the mainstream health delivery services by promoting exchange of information and collaborative initiatives to meet the holistic mental health needs of deaf people. This will be achieved by: A series of open meetings held at venues spread across the country to which mental health and allied professionals and deaf people will be given access to examples of innovative developments; A regular news bulletin distributed to deaf organisations and widely throughout the health service to professionals, providing information and promoting knowledge of the services available and of latest research in the field; An Annual Conference showcasing examples of good practice from across the country; Email discussion group for the exchange of views and mutual support; A central enquiry service able to receive requests for information through a range of communication media.

Funding required for the rest of 2005/6 (£10,000 already received for the first half of 2005/6) and for 2006/7: £30,000

3. Establishing a Central Information Resource

There is no central source of information about resources, catchment areas, facilities, specialist services.   Deaf Services in London have their own website but this has not been updated for several years. It is difficult for services to undertake all of the work to sustain a website themselves:  making sure that information is up to date and dealing with any maintenance tasks without robust IT support.    If the BSMHD took on this function it would be consistent with its objective to promote Deaf people’s access to appropriate services.     The website could contain up to date information about the availability of services,  from specialist NHS providers and from the voluntary sector.   It could also collect anonymised user feedback to support service improvement.  It would be in the BSMHD’s interest to ensure that the site was up to date and accessible to Deaf people. 

Cost of establishing and maintaining website up to March 2007: £10,000

Specialist National Projects

4. National Videoconferencing Network

Towards Equity and Access makes specific reference to videoconferencing as technology that could be used promote Deaf people’s access to specialist mental health services.   The National Specialist Commissioning Advisory Group has commissioned a pilot project to evaluate the effectiveness of videoconferencing with deaf children and young people.     Initial findings suggest that it is useful with older children, in working with families and in promoting professional co-operation through joint team meetings, supervision and management collaboration.   It is particularly useful for Deaf professionals who cannot directly access telephone conferencing.     Similar facilities placed in each of the specialist mental health services would allow the following activities:

· Supervision and mentoring

· Joint clinical governance activities

· Assessment and treatment for Deaf people living at a distance from the centre

· Providing specialist assessment and treatment to patients in other national centres e.g. South West London and St. Georges have the only dual trained learning difficulties consultants,  Rampton and Mayflower have forensic specialists

· Joint research activities

· Joint training activities

Providing video conferencing facilities is each of the specialist centres would promote access for Deaf people, increase opportunities for collaboration and co-working across the services and improve training a professional development.

5. Primary, Secondary and tertiary care liaison services. Shortages in the psychiatric workforce and the NHS Workforce Modernisation project.

TEA envisages the growth of increased equity and access to mental health services for deaf persons by the creation of local strategies for the development of local services with support from the existing specialist centres.  There is a substantial deficit in the psychiatric workforce to work in such services when they are developed.  CPN’ s run these clinics but have to refer to base or advise local GPs and others on treatment regimes.  This is inefficient and not time effective. Also the level of service varies from area to area so that there isn't true equity of access to services or treatment for deaf persons.

The Salford JDU already runs satellite clinics in the north of England in liaison with primary and secondary NHS services.  Additionally the service is involved in developing nursing Advanced Practice nurses working within agreed protocols to assess, diagnose and treat (including prescription of medications).  We already have a successful model of distance support via tele-conferencing between the London JDU and deaf services in York.

It is proposed to develop two Advanced Practitioners at the JDU each of whom will run 4 'distant' clinics out with the centre.  Also they will offer coaching, mentorship and clinical supervision to CPN’s being developed locally to care for the deaf (this model already exists with our service in Newcastle).   They will then work with geographically strategic PCT’s to begin developing their services - initially this will be in Merseyside; Lancashire; Doncaster; Leeds; Newcastle and? North Wales.  Each distant clinic will be linked to the Salford JDU via computerised teleconferencing.  A consultant psychiatrist will be available at the JDU to be consulted about cases - in live time if required so that the Advanced Practitioners will have instant supervision and consultation available to them.

The cost of the proposal would include the salary of 2.0 WTE Advanced Practitioners to be employed at BSTMHT and their travel costs; and up to 8.0 WTE CPN’s by local provider consortia (using, in part the TEA money released to them).  Capital costs would include costs for computer tele-conferencing equipment X 9 computers and software and 9 LCD projectors and some minor sundries.

6. Dedicated deaf women's service for the NHS

Currently the Salford JDU takes male and female patients from the north of England.  The need for female beds has remained constant and these are often women in crisis requiring urgent admission.  Following an internal review of the JDU a risk assessment of the care of women is being undertaken.  In providing for women the service does not comply with good practice guidance in this regard - in terms of privacy, dignity and safety.  A capital solution will be recommended otherwise, in order to ensure appropriate clinical governance specifically safety of both male and female patients) the in-patient service for women may have to be withdrawn. There is no other such service within the NHS.

A project manager is required to scope the need for this service and consider design and operational issues.  Thereafter capital is required to fully develop a geographically separate area for the care of women; and pump-priming revenue is required for start-up purposes.

7. Services for the Asian D/deaf community: Community Development Workers for Black and Minority Ethnic Communities Implementation Guide (DoH, 2004).

A conservative estimated number of D/deaf black people from black and ethnic minority communities in the UK is 97,000 individuals, (approx) over 15 years.  There is a greater prevalence of deafness among certain minority ethnic communities, e.g. Asian communities, especially within the Pakistani community, where research is showing in higher rate of deafness at, or soon after, birth compared to the general population.  Asian children have been shown to have a 2.42 – 3.61 times greater risk of having a hearing loss than non-Asian children (Naeem & Newton 1996).  

There is a sizeable Asian population in the north of England and there are particular health and social care requirements associated with this group.  A particularly disadvantaged and excluded group within the Asian community are deaf women.  There are cultural, logistical and other reasons for this.  Work is required to fully articulate their requirements and devise appropriate service responses. 

Studies, which have identified that Deaf people from ethnic minority communities have little knowledge about services, and therefore difficulties in access.  Furthermore the wide range of needs are not being addressed by mainstream services to include employment, education and social services.  Major gaps in health and social services lead to a need for improvement in Service delivery such as Mental Health services e.g. counseling service for Asian deaf people and their families (Ahmed et al).

Few Deaf Mental Health female professionals for Ethnic minority communities exist, leading to Deaf Asian women not having cross-cultural gender specific role models.

Although the JDU has received and responded to referrals from this area client group, the service recognises the positive impact on Deaf Asian women’s cross-cultural identity though a cultural service provision.  JDU proposal for project development with the aim of encouraging increased referrals and addressing urgent need appropriately and reaching into the Asian communities to raise awareness of Service provision and promote cultural socialisation sensitive to Deaf Asian Women’s mental health needs and enhance their identity and own religious and cultural values through the following:-

(Deaf) Asian female worker from minority community to be recruited part-time and receive training within Mental Health and sign language skills to be able to undertake individual work and community rehabilitation and provide a link with other professionals in the JDU in the delivery of their service provision.

Part time development project officer fluent in multi-lingual skills to promote national service development and undertake carer involvement work required, to establish through a knowledge of JDU service provision within the minority communities.

Such a project would fall within the policy implementation guidance ‘Community Development Workers for Black and Minority Ethnic Communities’ (DoH, 2004).  NIME would be keen to be involved in such a project.

Both positions to be established at same time as external interagency and family interface work will need to be undertaken in partnership with positive experience of service delivery.  Extensive travelling will be required within both positions as part of the extensive relationship building required to promote the developments carers/families and service users with JDU service provision.

Appendix 1                                              Funding distributed to PCTs in 2004/5

	Adur, Arun and Worthing PCT
	7,000

	Airedale PCT
	3,000

	Amber Valley PCT
	3,000

	Ashfield PCT
	2,000

	Ashford PCT
	3,000

	Ashton, Leigh and Wigan PCT
	9,000

	Barking And Dagenham PCT
	6,000

	Barnet PCT
	9,000

	Barnsley PCT
	7,000

	Basildon PCT
	3,000

	Bassetlaw PCT
	3,000

	Bath and North East Somerset PCT
	4,000

	Bebington and West Wirral PCT
	3,000

	Bedford PCT
	4,000

	Bedfordshire Heartlands PCT
	6,000

	Bexhill and Rother PCT
	2,000

	Bexley Care Trust
	6,000

	Billericay, Brentwood and Wickford PCT
	3,000

	Birkenhead and Wallasey PCT
	7,000

	Blackburn with Darwen PCT
	5,000

	Blackpool PCT
	5,000

	Blackwater Valley and Hart PCT
	4,000

	Bolton PCT
	8,000

	Bournemouth Teaching PCT
	5,000

	Bracknell Forest PCT
	2,000

	Bradford City PCT
	4,000

	Bradford South and West PCT
	4,000

	Brent Teaching PCT
	9,000

	Brighton and Hove City PCT
	8,000

	Bristol North PCT
	6,000

	Bristol South and West PCT
	5,000

	Broadland PCT
	3,000

	Bromley PCT
	8,000

	Broxtowe and Hucknall PCT
	3,000

	Burnley, Pendle and Rossendale PCT
	8,000

	Burntwood, Lichfield and Tamworth PCT
	4,000

	Bury PCT
	5,000

	Calderdale PCT
	5,000

	Cambridge City PCT
	3,000

	Camden PCT
	7,000

	Cannock Chase PCT
	3,000

	Canterbury and Coastal PCT
	5,000

	Carlisle and District PCT
	3,000

	Castle Point and Rochford PCT
	4,000

	Central Cheshire PCT
	6,000

	Central Cornwall PCT
	5,000

	Central Derby PCT
	3,000

	Central Liverpool PCT
	10,000

	Central Manchester PCT
	6,000

	Central Suffolk PCT
	2,000

	Charnwood and North West Leicestershire PCT
	6,000

	Chelmsford PCT
	3,000

	Cheltenham and Tewkesbury PCT
	4,000

	Cherwell Vale PCT
	3,000

	Cheshire West PCT
	4,000

	Chesterfield PCT
	3,000

	Chiltern and South Bucks PCT
	4,000

	Chorley and South Ribble PCT
	5,000

	City And Hackney Teaching PCT
	9,000

	Colchester PCT
	4,000

	Cotswold and Vale PCT
	5,000

	Coventry PCT
	9,000

	Craven, Harrogate and Rural District PCT
	5,000

	Crawley PCT
	3,000

	Croydon PCT
	9,000

	Dacorum PCT
	4,000

	Darlington PCT
	3,000

	Dartford, Gravesham and Swanley PCT
	6,000

	Daventry And South Northamptonshire PCT
	2,000

	Derbyshire Dales and South Derbyshire PCT
	2,000

	Derwentside PCT
	3,000

	Doncaster Central PCT
	3,000

	Doncaster East PCT
	3,000

	Doncaster West PCT
	3,000

	Dudley Beacon and Castle PCT
	3,000

	Dudley South PCT
	5,000

	Durham and Chester-Le-Street PCT
	4,000

	Durham Dales PCT
	3,000

	Ealing PCT
	9,000

	Easington PCT
	4,000

	East Cambridgeshire and Fenland PCT
	4,000

	East Devon PCT
	3,000

	East Elmbridge and Mid Surrey PCT
	6,000

	East Hampshire PCT
	5,000

	East Kent Coastal PCT
	7,000

	East Leeds PCT
	4,000

	East Lincolnshire PCT
	8,000

	East Staffordshire PCT
	3,000

	East Surrey PCT
	4,000

	East Yorkshire PCT
	3,000

	Eastbourne Downs PCT
	5,000

	Eastern Birmingham PCT
	8,000

	Eastern Cheshire PCT
	5,000

	Eastern Hull PCT
	4,000

	Eastern Leicester PCT
	5,000

	Eastern Wakefield PCT
	6,000

	Eastleigh and Test Valley South PCT
	3,000

	Eden Valley PCT
	2,000

	Ellesmere Port and Neston PCT
	2,000

	Enfield PCT
	8,000

	Epping Forest PCT
	3,000

	Erewash PCT
	3,000

	Exeter PCT
	3,000

	Fareham and Gosport PCT
	5,000

	Fylde PCT
	2,000

	Gateshead PCT
	6,000

	Gedling PCT
	2,000

	Great Yarmouth PCT
	3,000

	Greater Derby PCT
	4,000

	Greenwich PCT
	7,000

	Guildford and Waverley PCT
	6,000

	Halton PCT
	4,000

	Hambleton and Richmondshire PCT
	3,000

	Hammersmith and Fulham PCT
	5,000

	Haringey Teaching PCT
	8,000

	Harlow PCT
	2,000

	Harrow PCT
	5,000

	Hartlepool PCT
	3,000

	Hastings and St Leonards PCT
	3,000

	Havering PCT
	7,000

	Heart of Birmingham Teaching PCT
	10,000

	Herefordshire PCT
	5,000

	Hertsmere PCT
	2,000

	Heywood and Middleton PCT
	2,000

	High Peak and Dales PCT
	3,000

	Hillingdon PCT
	6,000

	Hinckley and Bosworth PCT
	2,000

	Horsham and Chanctonbury PCT
	2,000

	Hounslow PCT
	6,000

	Huddersfield Central PCT
	4,000

	Huntingdonshire PCT
	3,000

	Hyndburn and Ribble Valley PCT
	3,000

	Ipswich PCT
	4,000

	Isle of Wight PCT
	4,000

	Islington PCT
	7,000

	Kennet and North Wiltshire PCT
	4,000

	Kensington and Chelsea PCT
	5,000

	Kingston PCT
	4,000

	Knowsley PCT
	6,000

	Lambeth PCT
	9,000

	Langbaurgh PCT
	3,000

	Leeds North East PCT
	4,000

	Leeds North West PCT
	4,000

	Leeds West PCT
	3,000

	Leicester City West PCT
	4,000

	Lewisham PCT
	8,000

	Lincolnshire South West Teaching PCT
	4,000

	Luton PCT
	5,000

	Maidstone Weald PCT
	6,000

	Maldon and South Chelmsford PCT
	2,000

	Mansfield District PCT
	3,000

	Medway PCT
	7,000

	Melton, Rutland and Harborough PCT
	3,000

	Mendip PCT
	3,000

	Mid Devon PCT
	3,000

	Middlesbrough PCT
	6,000

	Mid-Hampshire PCT
	4,000

	Mid-Sussex PCT
	3,000

	Milton Keynes PCT
	5,000

	Morecambe Bay PCT
	9,000

	New Forest PCT
	5,000

	Newark And Sherwood PCT
	3,000

	Newbury and Community PCT
	2,000

	Newcastle PCT
	8,000

	Newcastle-Under-Lyme PCT
	3,000

	Newham PCT
	9,000

	North And East Cornwall PCT
	4,000

	North Birmingham PCT
	4,000

	North Bradford PCT
	3,000

	North Devon PCT
	4,000

	North Dorset PCT
	2,000

	North East Lincolnshire PCT
	5,000

	North East Oxfordshire PCT
	2,000

	North Eastern Derbyshire PCT
	5,000

	North Hampshire PCT
	4,000

	North Hertfordshire and Stevenage PCT
	5,000

	North Kirklees PCT
	5,000

	North Lincolnshire PCT
	4,000

	North Liverpool PCT
	4,000

	North Manchester PCT
	6,000

	North Norfolk PCT
	3,000

	North Peterborough PCT
	3,000

	North Sheffield PCT
	4,000

	North Somerset PCT
	5,000

	North Stoke PCT
	4,000

	North Surrey PCT
	5,000

	North Tees PCT
	5,000

	North Tyneside PCT
	6,000

	North Warwickshire PCT
	5,000

	Northampton PCT
	6,000

	Northamptonshire Heartlands PCT
	7,000

	Northumberland Care Trust
	9,000

	Norwich PCT
	4,000

	Nottingham City PCT
	9,000

	Oldbury and Smethwick PCT
	3,000

	Oldham PCT
	7,000

	Oxford City PCT
	4,000

	Plymouth PCT
	7,000

	Poole PCT
	4,000

	Portsmouth City Teaching PCT
	5,000

	Preston PCT
	4,000

	Reading PCT
	5,000

	Redbridge PCT
	6,000

	Redditch and Bromsgrove PCT
	4,000

	Richmond and Twickenham PCT
	4,000

	Rochdale PCT
	4,000

	Rotherham PCT
	7,000

	Rowley Regis and Tipton PCT
	3,000

	Royston, Buntingford and Bishop's Stortford PCT
	2,000

	Rugby PCT
	2,000

	Rushcliffe PCT
	3,000

	Salford PCT
	8,000

	Scarborough, Whitby and Ryedale PCT
	4,000

	Sedgefield PCT
	3,000

	Selby and York PCT
	7,000

	Sheffield South West PCT
	3,000

	Sheffield West PCT
	3,000

	Shepway PCT
	3,000

	Shropshire County PCT
	7,000

	Slough PCT
	3,000

	Solihull PCT
	5,000

	Somerset Coast PCT
	4,000

	South and East Dorset PCT
	4,000

	South Birmingham PCT
	10,000

	South Cambridgeshire PCT
	2,000

	South East Hertfordshire PCT
	4,000

	South East Oxfordshire PCT
	2,000

	South East Sheffield PCT
	5,000

	South Gloucestershire PCT
	5,000

	South Hams and West Devon PCT
	3,000

	South Huddersfield PCT
	2,000

	South Leeds PCT
	4,000

	South Leicestershire PCT
	3,000

	South Liverpool PCT
	3,000

	South Manchester PCT
	4,000

	South Peterborough PCT
	2,000

	South Sefton PCT
	5,000

	South Somerset PCT
	4,000

	South Stoke PCT
	4,000

	South Tyneside PCT
	5,000

	South Warwickshire PCT
	6,000

	South West Dorset PCT
	4,000

	South West Kent PCT
	4,000

	South West Oxfordshire PCT
	4,000

	South Western Staffordshire PCT
	4,000

	South Wiltshire PCT
	3,000

	South Worcestershire PCT
	7,000

	Southampton City PCT
	7,000

	Southend On Sea PCT
	5,000

	Southern Norfolk PCT
	5,000

	Southport and Formby PCT
	3,000

	Southwark PCT
	9,000

	St Albans and Harpenden PCT
	3,000

	St Helens PCT
	6,000

	Staffordshire Moorlands PCT
	3,000

	Stockport PCT
	8,000

	Suffolk Coastal PCT
	2,000

	Suffolk West PCT
	5,000

	Sunderland Teaching PCT
	9,000

	Sussex Downs and Weald PCT
	4,000

	Sutton and Merton PCT
	9,000

	Swale PCT
	3,000

	Swindon PCT
	5,000

	Tameside and Glossop PCT
	7,000

	Taunton Deane PCT
	3,000

	Teignbridge PCT
	3,000

	Telford and Wrekin PCT
	4,000

	Tendring PCT
	5,000

	Thurrock PCT
	4,000

	Torbay PCT
	4,000

	Tower Hamlets PCT
	8,000

	Trafford North PCT
	3,000

	Trafford South PCT
	3,000

	Uttlesford PCT
	2,000

	Vale of Aylesbury PCT
	5,000

	Wakefield West PCT
	4,000

	Walsall Teaching PCT
	8,000

	Waltham Forest PCT
	7,000

	Wandsworth PCT
	7,000

	Warrington PCT
	5,000

	Watford and Three Rivers PCT
	4,000

	Waveney PCT
	4,000

	Wednesbury and West Bromwich PCT
	4,000

	Welwyn Hatfield PCT
	3,000

	West Cumbria PCT
	4,000

	West Gloucestershire PCT
	6,000

	West Hull PCT
	5,000

	West Lancashire PCT
	3,000

	West Lincolnshire PCT
	6,000

	West Norfolk PCT
	4,000

	West of Cornwall PCT
	4,000

	West Wiltshire PCT
	3,000

	Western Sussex PCT
	6,000

	Westminster PCT
	6,000

	Windsor, Ascot and Maidenhead PCT
	4,000

	Witham Braintree and Halstead Care Trust
	3,000

	Woking Area PCT
	4,000

	Wokingham PCT
	3,000

	Wolverhampton City PCT
	8,000

	Wycombe PCT
	3,000

	Wyre Forest PCT
	3,000

	Wyre PCT
	3,000

	Yorkshire Wolds and Coast PCT
	4,000


Total distributed: £1,394,000
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