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1. Introduction and Background

1.1 Introduction by the Joint Executive Director of Public
Health for NHS Devon and Devon County Council
This is the third report on the health of the Devon population.
The 2007-08 Annual Public Health Report focused on
inequalities in health; the 2008-09 Annual Public Health
Report on children and young people. This year’s report
covers mental health in its broadest sense, from pregnancy
through to old age. Most of us will come into contact with
mental health issues during our lifetime – one in four of us
will have personal experience of a mental health problem.
The report highlights the significance of early recognition
and treatment of mental health problems, and draws attention
to the compelling evidence for lifestyle changes and
non-pharmaceutical interventions, as well as the importance
of appropriate prescribing. The ‘invisibility’ of mental illness
means that many people do not receive the support and/or
treatment that could help them. There is also the problem of society’s attitudes towards mental health
which can make people feel that there is a stigma associated with mental illness.
Also included in this year’s report is an update of progress on some of the major causes of illness in
Devon, plus a summary of progress made on the recommendations of both previous Annual Public
Health Reports.
I should like to thank my colleagues for their contributions and commend this report to you.

Dr Virginia Pearson
Joint Executive Director of Public Health
NHS Devon and Devon County Council
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1.2 Executive summary
This Annual Public Health Report for 2009-10 sets
out the top public health priorities for the Devon
population, including improving the emotional
wellbeing and mental health of the population.
The priorities are:
actively improve the health of socioeconomically deprived people
reduce the proportion of people who smoke
overall, and the proportion of women who
smoke during pregnancy
promote a healthy weight through a balanced
diet and regular physical activity
prevent the misuse of alcohol and drugs
improve sexual health and reduce the number
of teenagers becoming pregnant
tackle child poverty and disadvantage
work effectively across organisations to tackle
the major causes of ill health and health
inequality
reduce the risk of skin cancer
promote mental health and emotional
wellbeing
use evidence-based interventions wherever
possible
commission and provide mental health
services to address unmet need where it exists,
for example the perinatal period, in the
homeless population, for prisoners and those
in the criminal justice system, or for those who
have delayed effects from previous life events
maintain the priority on the prevention of
communicable disease and the preparedness
for local, national or international major
incidents affecting Devon

1.3 The impact of economic
downturn
At any one time, as many as one in six people is
living with a common mental disorder (Royal College of Psychiatrists, 2009a) such as stress, anxiety
and depression, and one in four or us will suffer
from a mental illness in our lifetime. Not only is
there a human and social cost to mental health
but also an economic one, estimated to be £25
billion a year for stress, depression and anxiety
alone (Faculty of Public Health, 2007). There are
certain risk factors which are known to have
a detrimental impact on mental health and
wellbeing and one of these is an economic
downturn, with its associated impact on increased
unemployment and debt.
There has been considerable media coverage
given in the last year to the economic recession
and the impact on public sector funding. “Dealing
with the Downturn” (NHS Confederation, 2009)
outlined the funding challenges that face the NHS.
Effectively there is a double impact on services
through the limitation on new resources combined
with an increase in demand for the services. It is
therefore extremely important to ensure that the
services that are provided are provided effectively,
and research is needed to understand better the
effectiveness of interventions which help the NHS
prioritise investment (Royal College of
Psychiatrists, 2009a).
There is some association shown between debt
and mental health problems, (Royal College of
Psychiatrists, 2009b) although one may not lead
to the other. Unemployment does have a link
to being in debt, with debt now being the main
reason for people seeking advice from the Citizens
Advice Bureau, with 9.4% of people saying that
they got into debt because they lost their job
(Aznar, 2009). In the same survey by the Citizens
Advice Bureau, 13% of people cited cost of living
increases as a contributing factor to their debt.
This percentage is likely to increase with pay rises
being frozen or set at less than the cost of inflation.
Unemployment has been linked to poor mental
health (Dorling, 2009) as well as poor physical
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health, and has an associated increased mortality.
Within the group of people who are unemployed,
the risk of common mental health conditions such
as anxiety, stress and depression is highest among
young men. Remaining in employment is
beneficial to mental health, although it is not
without its own risks. Stress, depression and
anxiety account for 43% of all days lost from
work (Faculty of Public Health, 2007). The
National Institute for Health and Clinical
Excellence (NICE) issued guidance (NICE, 2009) on
improving mental wellbeing, and it remains the
case that being employed is healthier than being
unemployed. For some people, becoming
unemployed can also lead to them losing their
home. The impact of homelessness is covered
later in this report but this is one area where
services can support individuals and avoid the
potential devastating life-long consequences.
While it might be tempting when finances are
tight to concentrate solely on the immediate
health needs of the population, it is extremely
important not to neglect the impact of
prevention and early intervention. Prevention and
early intervention leads to much better outcomes
and this is especially true in relation to children
and adolescents. These improved outcomes also
include improvements in educational and
psychosocial measures and a reduction in crime.
For this reason, it is especially important to work
in partnership with other organisations, to reduce
duplication of efforts to improve mental health
outcomes.

References
Aznar, C. (2009). A life in debt: the profile of
CAB clients in 2008. Citizens Advice Bureau
Dorling, D. (2009). Unemployment and health:
health benefits vary according to the methods of
reducing unemployment. British Medical Journal,
338, b829
Faculty of Public Health (2007). Mental health
and work: position statement.
National Institute for Health and Clinical
Evidence (2009). Public Health Guidance 22:
Promoting mental wellbeing at work.
Royal College of Psychiatrists (2009a). Mental
health and the economic downturn. NHS
Confederation
Royal College of Psychiatrists (2009b). Debt and
mental health.
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2. Devon Overview

This chapter describes the population
of Devon and the vital statistics
defining the population. Underlying
the reductions in premature deaths
from heart disease, cancer and
stroke, there is a significant impact
of deprivation and this can be seen
to have a persisting impact on life
expectancy. This year’s report shows
more limited progress on reducing the
inequality gap in premature death
in women. Continued emphasis is
required on improving the health
of people from the most deprived
areas of Devon.
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2. Devon Overview

The population structure of Devon is older than
the national profile, with particular peaks in those
aged 60 to 64, reflecting significant in-migration
in these age groups, and those aged 85 and over,
reflecting an ageing population and longer life
expectancy (Figure 2.1). The proportion of those
aged 20 to 39 and those aged under 10 is below
the national average, particularly in those aged
25 to 34 where there is significant out-migration
to other areas. This overall pattern is even more
marked in areas of East Devon and South Hams,
while the population is Exeter is more similar to the
national average, but with an increased young adult
population due to the university.

2033. While modest growth is expected in those
aged under 60, population growth is set to be
greatest in older age groups (Figure 2.2). This
includes a 36% increase in those aged 60 to 74
over the period (137,300 to 187,300) and a 91%
increase in those aged 75+ (80,400 to 153,900).
Figure 2.1 Structure of the mid-year 2009
population in Devon compared with England
and Wales
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2.1 Demographics (gender
and age)
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Figure 2.2 The projected demographic change in the population structure of Devon, by age
group, 2008 to 2033
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2.2 Ethnicity and migration

proportions of people from non-White ethnic
groups (5.5%) and other White ethnic groups
(5.0%) are seen in Exeter.

Table 2.1 shows the latest available estimate of
population by ethnic group by Devon local
authority district. This highlights that 3.4% of
the Devon population are from non-White ethnic
groups, and around 3.0% are from other White
groups (typically Irish or European). The highest

Devon school Census data from January 2010
indicate that 7.6% of primary school pupils and
5.43% of secondary school pupils are from a
non-White British ethnic background, showing a
steady increase over the last five to ten years.

Table 2.1 Percentage of population by ethnic group and Devon district, 2007
Area
East Devon
Exeter
Mid Devon
North Devon
South Hams
Teignbridge
Torridge
West Devon
Devon
South West
England and Wales

White
British

White
Irish

White
Other

Mixed

Asian

Chinese
Black & other

94.7%
89.5%
94.7%
94.4%
94.0%
94.3%
94.2%
94.3%
93.6%
92.0%
83.6%

0.6%
0.6%
0.5%
0.6%
0.6%
0.6%
0.6%
0.6%
0.6%
0.7%
1.1%

1.8%
4.3%
2.2%
2.0%
2.5%
2.1%
1.9%
2.3%
2.4%
2.6%
3.5%

0.8%
1.2%
0.7%
0.8%
0.9%
0.7%
0.8%
0.8%
0.9%
1.1%
1.7%

0.9%
1.8%
0.8%
1.1%
0.9%
0.8%
0.9%
0.8%
1.0%
1.6%
5.7%

0.5%
0.8%
0.5%
0.6%
0.6%
0.5%
0.6%
0.6%
0.6%
0.9%
2.8%

0.7%
1.7%
0.6%
0.5%
0.6%
0.9%
1.1%
0.6%
0.9%
1.0%
1.5%

Source: Neighbourhood Statistics, Office for National Statistics, Crown Copyright, 2008

2.3 Life expectancy
Life expectancy has increased dramatically since
the first Census in 1841. At this time, the gap
between males and females was only two years,
with men living to an average age of 40 and
women to 42 (Figure 2.3).
Life expectancy in Devon is above the national
average, standing at 79.6 for males and 83.6 for
females compared with 77.8 and 82.0 nationally.
Figures 2.4 and 2.5 highlight increasing average
life expectancy from 1991-93 through to 2006-08.
While Devon has longer life expectancy overall,

there are some significant differences on a local
level. Figure 2.6 shows overall life expectancy
by locality and town in Devon for 2004-08,
highlighting shorter life expectancy in northern
Devon, particularly in the towns of Ilfracombe
and Bideford. Even greater differences are seen
at ward level, as illustrated in Figure 2.7, which
reveals a 13.5 year gap between the shortest life
expectancy (Ilfracombe Central at 74.4) and the
longest (Chagford at 87.9). There are also major
differences within districts, such as the 10.3 year
gap in Exeter (Newtown at 74.4 to Pennsylvania at
84.7), and the 9.2 year gap in mid Devon (Castle,
Tiverton at 77.8 to Silverton at 87.0).
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Figure 2.3 How life expentancy has soared since 1841
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Figure 2.4 Male life expectancy for NHS Devon for three-year periods compared with England
and Wales over time
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Source: National Compendium of Clinical Indicators, Crown Copyright, 2009
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Figure 2.5 Female life expectancy for NHS Devon for three-year periods compared with
England and Wales over time
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Figure 2.6 Life expectancy at birth by Devon locality and town, 2004-08
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Figure 2.7 Life expectancy at birth by Devon electoral ward, 2004-08

Source: Public Health Mortality Files, Office for National Statistics, Crown Copyright, 2010
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2.4 Infant mortality
The infant mortality rate measures the annual rate
of deaths in children aged under one year, and is
commonly used as an indicator of the health of
the population. Figure 2.8 shows the change in
the infant mortality rate per 1,000 births over time

for Devon compared to England and Wales.
The rate remains lower than England and Wales,
although the low numbers of deaths do cause
variations between years. Confidence intervals
have been added to the chart to indicate the
variation, highlighting that underlying levels have
not changed significantly over recent years.

Figure 2.8 Infant mortality rates (per 1,000 live births) in Devon for three-year periods between
1999 and 2008
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Source: National Compendium of Clinical Indicators, Crown Copyright, 2009
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2.5 Trends in birth rates

each maternal age group, which reveals stable
birth rates in younger age groups and increasing
birth rates in older age groups. The birth rate for
women aged between 35 and 39 years of age
increased by 47% between 1997 and 2008, and is
now very close to the rate for women aged 20 to
24 which decreased by 3% in the same period.

There are over 7,000 births each year in Devon.
Table 2.2 indicates that the number of births has
increased steadily since 2001, with particularly
significant increases in babies born to women
aged 35 and over. Figure 2.9 presents this
information as a rate per 1,000 females in
Year

Under 20

20-24

25-34

35-39

40+

Total

1997
1998
1999
2000
2001
2002
2003
2004
2005
2006
2007
2008

370
411
441
383
385
384
395
423
406
417
449
442

1,130
1,112
1,012
1,014
939
1,004
1,019
1,143
1,118
1,141
1,186
1,232

4,480
4,296
4,133
3,816
3,711
3,621
3,657
3,664
3,669
3,622
3,808
3,876

852
946
918
991
1,016
1,019
1,140
1,202
1,233
1,337
1,323
1,313

180
180
167
189
176
226
244
237
267
285
301
309

7,012
6,945
6,671
6,393
6,227
6,254
6,455
6,669
6,693
6,802
7,067
7,172

Table 2.2 Total births
by maternal age,
Devon, 1997 to 2008

Source: National
Compendium of Clinical
Indicators, Crown
Copyright, 2009

Figure 2.9 Live births per 1,000 females by maternal age, Devon, 1997 to 2008
140
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100
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Source: National Compendium of Clinical Indicators, Crown Copyright, 2009
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2.6 Teenage pregnancy
There is a strong association between deprivation
and teenage pregnancy, with rates four times
higher in the most deprived areas compared with
the least deprived areas of England. A similar
pattern is seen locally, with the highest rates seen
in deprived wards across the county. Figure 2.10
shows teenage conception rates by District
Council for Devon, highlighting that the

highest rates are seen in Exeter, with rates above
the Devon average also seen in Teignbridge and
East Devon. Year-on-year fluctuations are seen,
which are mainly due to the low number of
conceptions involved at a district level, with overall
rates essentially unchanged over the last decade.
Figure 2.11 compares the Devon under-18
conception rate to similar areas nationally and
highlights that while rates have fallen in other
areas, a great deal of variation is seen over time.

55.0

Conception rate per 1,000 females aged 15-17

50.0
East Devon

45.0

Exeter
Mid Devon
North Devon

40.0

South Hams
Teignbridge

Figure 2.10
Under-18
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year old females for
District Councils in
Devon
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Source: Teenage
Pregnancy Unit,
February, 2010

3 Year period
45
40

Cornwall
Suffolk
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Figure 2.11
Under-18
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Source: Teenage
Pregnancy Unit,
February, 2010
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2.7 Disease prevalence
(including trends and
extrapolations)

England. Deaths from skin cancer are particularly
high in women. Next year’s Annual Public Health
Report (2010-11) will cover skin cancer prevention
in more detail.

Data for 2008 highlighted that there were 8,333
deaths in total in Devon, of which 2,202 were
below the age of 75. Skin cancer is the one area
of mortality where Devon has statistically
significantly higher death rates compared with

Figure 2.12 displays the commonest causes of
death in those aged under 75, with coronary
heart disease (CHD) accounting for 344 deaths,
followed by cancers of the digestive system with
281 deaths, and lung cancer with 171 deaths.

Deaths in 2008 of NHS
Devon residents aged under
75 years at time of death
(The areas of the circles are
not proportional to the
number of deaths)

Least

Figure 2.12 Premature deaths from
selected causes under the age of
75 years

Epileps y: 5 deaths

*Females only **Males only
Coronary
heart
disease
(CHD): 344
deaths

Greatest

Cervical cancer: 6 deaths*
Gastric, duodenal & peptic ulcers: 8 deaths
Accidental falls: 13 deaths
Diabetes: 16 deaths
Infectious and parasitic diseases: 17 deaths

Cancers of the
digestive system:
Trachea, bronchus
and lung cancers: 171 281 deaths
deaths

Bladder cancer: 20 deaths
Leukaemia: 22
Malignant melanoma: 22 deaths

Cerebrovascular
disease (stroke): 98
deaths

Local transport accidents: 22 deaths
Mental and behavioural disorders:
27 deaths

Bronchitis,
emphysema,
asthma and
other chronic
obstructive
pulmonary
disease: 86 deaths

Pneumonia: 30 deaths

Oesophageal cancer: 42 deaths

Prostate cancer: 44 deaths**
Aortic aneurysm: 45 deaths

Breast cancer:
76 deaths*
Liver disease
and liver
cirrhosis: 54
deaths

14

Suicide, self
inflicted injury
and intentional
injury: 52 deaths

Source: National Compendium of Clinical Indicators,
Crown Copyright, 2009

Figure 2.13 presents trends in overall mortality
rates between 1993 and 2008, highlighting that
mortality rates in Devon have fallen significantly
over recent years, and have stayed consistently
below South West and national rates. A recent
report by the National Audit Office entitled
“Tackling inequalities in life expectancy in areas
with the worst health and deprivation” (National
Audit Office, 2010) compared mortality rates in
1995-97 and 2006-08 across the country and
showed a fall in mortality in Devon consistent with
the national and regional picture. Figure 2.14
presents a local version of this for Devon local

authority districts, highlighting a 21.71% fall in
mortality rates in Devon, with the highest rates
of decline seen in Exeter (24.96%) and Torridge
(23.58%). While mortality rates have fallen, there
are important differences to note between rates
for males and females. Figure 2.15 highlights that
while mortality rates are much higher for males,
they have reduced more rapidly over recent years,
with a 30% reduction between 1993 and 2008
compared with 22% for females. Specific areas of
far greater reduction in mortality for males include
heart disease and chronic obstructive pulmonary
disease (COPD).
Figure 2.13 Trends
in mortality from
all causes within
Devon, 1993 to
2008
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disease by 2010 from the 1995-97 baseline was
achieved several years ago, with the current rate
being 54% below the baseline. Similar decreases
have also been seen nationally, and Devon has
remained consistently below the national rate.

Figure 2.16 highlights that the target of a 40%
reduction in premature deaths from circulatory
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180

Figure 2.16 Trends
in circulatory
disease in people
aged under 75
within NHS Devon:
Progress towards
our Healthier
Nation Targets
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Cancer
Figure 2.17 indicates that Devon is currently on
trajectory to achieve a 20% reduction in premature
mortality from cancer by 2010 from the 1995-97

baseline. Some year-on-year variations are seen,
including a slight increase between 2007 and
2008, although rates have remained below
regional and national averages in recent years.
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Figure 2.18 reveals that Devon is unlikely to
achieve a 20% reduction in mortality from
accidental causes by 2010 from the 1995-97
baseline. This is largely related to an increase in
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mortality from accidental falls between 1997 and
2006, which is thought to be a consequence of
increased awareness of the issue and the pattern
of demographic change in Devon (Annual Public
Health Report, 2007-08). Deaths from land
transport accidents have declined in recent years.
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Suicide
Figure 2.19 illustrates that Devon is currently on
course to achieve a 20% reduction in mortality
from suicide and injury undetermined by 2010
from the 1995-97 baseline. Suicide rates have
also fallen locally and nationally over recent years.

The fluctuation in deaths in Devon is largely a
factor of the relatively small number of suicide and
injury undetermined deaths, with less than one
death per 10,000 people each year. Section 7.6
of this report discusses suicide prevention in more
detail.
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Figure 2.19 Trends in mortality from suicide and injury undetermined within NHS Devon:
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2.8 Deprivation
Figure 2.20 shows Index of Multiple Deprivation
2007 figures by Lower Super Output Area (small
areas of similar size created by the Office for
National Statistics). This reveals that less than 5%
of the Devon population live in the most deprived
national quintile (one-fifth). These areas include
parts of Exeter, Ilfracombe, Barnstaple, Bideford,
Tiverton and Dartmouth. Less than 10% of the
Devon population were in the least deprived
quintile. While levels of deprivation in Devon are
generally lower than the national average, there
are issues in relation to rural and urban

deprivation which should be highlighted. Figure
2.21 compares average deprivation scores for
urban and rural areas in the three locality areas in
Devon. This indicates that within Devon, rural
areas are generally more deprived than similar
areas elsewhere in England, while urban areas
are generally less deprived than similar areas
nationally. While urban areas are usually more
deprived than rural areas, the rural areas
surrounding a number of towns in Devon are
more deprived than the centres, including
Crediton, Great Torrington, Holsworthy, Honiton,
Okehampton, South Molton and Tavistock.

Figure 2.20 Map of Devon showing Lower Super Output Areas according to Index of Multiple
Deprivation, 2007

Source: Indices of Deprivation 2007, Crown Copyright
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Figure 2.21 Index of Multiple Deprivation 2007 by Devon locality and rurality
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2.9 Inequalities in health
Slope Index of Inequalities
The slope index of inequalities is a national
indicator which compares life expectancy in the
most deprived 10% of an area’s population with
the least deprived 10% to produce the ‘gap’ in life
expectancy in years. Figure 2.22 compares the life
expectancy gap for males in Devon with the South
West and England figures, revealing a significantly
smaller gap in Devon, which has also fallen over
recent years. Figure 2.23 shows the male life
expectancy gap for all primary care trusts in

England, illustrating that the Devon gap (in yellow)
is the fourth smallest in the country. Figures 2.24
and 2.25 present the same analysis for females,
highlighting a small and reducing gap for females,
which is the eighth smallest in the country. One
important point to note with this analysis is that
Devon has few areas which are either very
deprived or very prosperous, and therefore does
not demonstrate the stark social inequalities seen
in large cities such as Bristol or London and
other areas. This analysis therefore is more
representative of social inequality within an area
rather than health inequalities per se.
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Figure 2.22 Gap in average male life expectancy (years) between most deprived 10% and least
deprived 10% of Devon population versus South West and England, 2001-05 to 2004-08
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Source: Slope Index of Inequalities, Association of Public Health Observatories, 2009

Figure 2.23 Gap in average male life expectancy (years) between most deprived 10% and least
deprived 10% of population by Primary Care Trust, England, 2004-08 (Devon is represented by
the yellow bar)
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Figure 2.24 Gap in average female life expectancy (years) between most deprived 10% and
least deprived 10% of Devon population versus South West and England, 2001-05 to 2004-08
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Source: Slope Index of Inequalities, Association of Public Health Observatories, 2009

Figure 2.25 Gap in average female life expectancy (years) between most deprived 10% and
least deprived 10% of population by Primary Care Trust, England, 2004-08 (Devon is
represented by the yellow bar)
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Devon mortality rates by National
Deprivation Quintile
As noted in Section 2.8, Devon has few areas
within the most deprived and least deprived
national deprivation quintiles, which contribute
to the small ‘inequalities gap’ identified by the
Association of Public Health Observatories. An
alternative way of monitoring the pattern of
health inequalities is to calculate local mortality
rates for Devon according to national deprivation
quintiles.
Figure 2.26 displays ‘all age, all cause’ mortality
rates for Devon by deprivation quintile from
1998-2000 to 2006-08, and Figure 2.27
represents this as a percentage change. This
reveals that mortality rates have been slowest
to fall in the most deprived areas of Devon.
However, the greatest reductions were seen in
areas of above-average deprivation, with rates
effectively converging over time for all
deprivation quintiles other than the most
deprived. This decrease in the ‘above average’
group explains the falling slope index of inequality
for Devon as more than half of the most deprived
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10% of the Devon population falls into the ‘above
average’ national quintile. This also relates to the
higher reductions in overall mortality rates in
Exeter and Torridge (Figure 2.14), as both areas
have high population proportions in this group.
Figures 2.28 to 2.31 repeat this analysis for male
and female mortality rates, and reveal that in the
most deprived areas, female mortality rates have
fallen at a much slower rate (4.3%) than male
mortality rates (16.4%), and the convergence of
rates in the other four deprivation quintiles has
been much more marked in females. This
highlights the continuing need to focus on the
most deprived communities of Devon and to
address health issues for the female population of
these areas in particular. Figures 2.32 and 2.33
repeat this analysis for a selection of causes of
death in under-75s which are avoidable and
reducible with appropriate healthcare
interventions. This includes causes of death such
as ischaemic heart disease, stroke, influenza,
pneumonia, breast cancer and diabetes. This
reveals that mortality rates have been particularly
slow to fall in the most deprived areas for this
group of conditions.

Figure 2.26 All age, all cause mortality rates by national deprivation quintile, Devon,
1998-2000 to 2006-08
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Source: Public Health Mortality Files, Office for National Statistics, Crown Copyright, 2010; and Indices of
Deprivation 2007, Crown Copyright

Figure 2.27 Percentage change in all age, all cause mortality rates by national deprivation
quintile, Devon, 1998-2000 to 2006-08
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Figure 2.28 Male mortality rates by national deprivation quintile, Devon, 1998-2000 to
2006-08
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Figure 2.29 Percentage change in male mortality rates by national deprivation quintile,
Devon, 1998-2000 to 2006-08
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Figure 2.30 Female mortality rates by national deprivation quintile, Devon, 1998-2000 to
2006-08
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Indices of Deprivation 2007, Crown Copyright

Figure 2.31 Percentage change in female mortality rates by national deprivation quintile,
Devon, 1998-2000 to 2006-08
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Figure 2.32 Mortality rates from causes considered amenable to health care by national
deprivation quintile, Devon, 1998-2000 to 2006-08
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Indices of Deprivation 2007, Crown Copyright

Figure 2.33 Percentage change in mortality rates from causes considered amenable to health
care by national deprivation quintile, Devon, 1998-2000 to 2006-08
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Further detail on these statistics can be found in Appendix 1, with detailed city of Exeter and town
profiles focusing on mental health in Appendix 2.
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2.10 Devon Joint Strategic
Needs Assessment
The Local Government and Public Involvement
in Health Bill (2007) placed requirements for key
partners to work together to improve health and
wellbeing, including the production of a Joint
Strategic Needs Assessment (JSNA). This statutory
duty came into force in April 2008. The
Department of Health defines the Joint Strategic
Needs Assessment as:
“a systematic method for reviewing the health
and wellbeing needs of a population, leading
to agreed commissioning priorities that will
improve health and wellbeing outcomes and
reduce inequalities”.
The Joint Strategic Needs Assessment is a core
part of the commissioning cycle and provides a
comprehensive and locally relevant resource with
key indicators describing current and future
needs. It is central to shaping the long-term
commissioning strategies of the NHS and
collaborative work with community partners,
with a strong emphasis on public engagement.

Current Joint Strategic Needs Assessment
The current JSNA is based on a comprehensive
health and social care dataset, defined and
populated by key local agencies involved in health,
social care and community wellbeing, with Devon
County Council and NHS Devon leading the
process. Important features include:

an overview of in-depth needs assessments and
reviews conducted across health, social care
and children’s services in relation to the 12 care
areas, which underpin joint work on health and
wellbeing in Devon
a view to the future, to anticipate population
changes or events we need to prepare for and
their potential impact through predictive
modelling and horizon scanning
These documents can be found at: www.devon.
gov.uk/jointstrategicneedsassessment

Looking ahead
The JSNA is an evolving process which needs to
reflect changes both in the structure of health and
social care, the requirements of partners, and the
changing needs of the population. Forthcoming
developments include:
web-based presentation of the Joint Strategic
Needs Assessment offering an interactive
approach to exploring the data at a Devon
town level and below, linked to related needs
assessments, strategies and resources
continued use of the Joint Strategic Needs
Assessment for commissioning, extending
this further into market shaping and market
transformation work for the year ahead, with
enhanced capabilities around future predictions
and scenario generation
a stronger focus on ‘gap analysis’, with a focus
on ensuring a close match between the
provision of services and the needs of the
population

a Devon-wide view of the population covering
demographic, social and environmental factors,
health and wellbeing and the specific needs of
vulnerable groups
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This chapter reviews
the evidence for
prevention in areas
where we believe the
impact can be greatest,
both on public services
and on inequalities
in health. These are
smoking, alcohol,
obesity, sexual health,
cardiovascular health
and bone health.
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3.1 Smoking
Smoking is the single greatest cause of
preventable illness and premature death in the
United Kingdom, each year killing around 87,000
people in England alone. In addition, smoking
is the single greatest contributor to the health
inequalities experienced in England (Department
of Health, 2008). Two-thirds of regular smokers
start before the age of 18 (Office for National
Statistics, 2006), thus perpetuating this problem
for future generations.
In 2007-08, around 440,900 hospital admissions
for those aged 35 and over were estimated to be
attributable to smoking. This accounts for one in
20 hospital admissions for those in this age group
and includes:
37% (161,200) with a primary diagnosis of
cancer
31% (138,600) with a primary diagnosis of
circulatory disease
24% (105,800) with a primary diagnosis of
respiratory disease
Services need to be adequately resourced,
evidence-based, effective, accessible and
appropriate to the needs of the local population.
This is a dynamic subject area with new
pharmacotherapies and treatment options
continuously coming on-stream and national
guidance and training therefore continues to
evolve. Effective clinical governance systems are
required.
Smoking cessation services are monitored using
the NHS Service and Monitoring Guidance and the
requirements within it are being addressed.
There are three main principles that underpin
efforts to tackle the tobacco epidemic:
a strategic approach to tobacco control
effective partnership working
a focus on de-normalising smoking
(Department of Health, 2008)
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Tobacco alliances have a major role to play, as
research shows that no single approach to tackling
the smoking epidemic will be successful in
isolation. Excellent progress has been made in
reducing smoking prevalence through legislation
on smoking in public places and strengthening
regulations on the sale of tobacco. However, the
experience of the smoking ban in Ireland showed
us that such measures only have a short-term
impact and prevalence can return to prelegislation levels without sustained action.
Moreover, it should be noted that while we have
seen reductions in tobacco use among the general
population, slower progress has been made in
reducing tobacco use among routine and manual
groups.
Deaths from circulatory disease, most of which
are caused by strokes and heart disease, account
for the largest cause of death in the South West
(about 36% of all deaths). Prevention involves
controlling high blood pressure and obesity,
taking adequate exercise and, most importantly,
not smoking.
The number of deaths from circulatory disease in
the South West, including Devon, is lower than
the national average. The rate of circulatory
disease in the population fell by 37% in the South
West between 1993 and 2004, which is in line
with national trends. Further improvement in the
mortality rate is expected as more people stop
smoking and have regular health and lifestyle
checks.
As can be seen in Figure 3.1, less than 5% of the
adult population are seen by the NHS Stop
Smoking Services in Devon.

Figure 3.1 Percentage of population seen by
NHS Stop Smoking Services in Devon
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Source: National Study: “Closing the Gap, Tackling
cardiovascular disease and health inequalities by prescribing
statins and stop smoking services”, Care Quality Commission,
September, 2009

Figure 3.2 shows that 60% of people in Devon
who are seen by NHS Stop Smoking Services quit
at four weeks, and consequently Devon is among
the better-performing primary care trusts
nationally.
Figure 3.2 Percentage of smokers in Devon
who quit at four weeks
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Source: National Study: “Closing the Gap, Tackling
cardiovascular disease and health inequalities by prescribing
statins and Stop Smoking Services”, Care Quality
Commission, September, 2009

Smoking and health inequalities
Smoking remains the leading cause of preventable
mortality and morbidity in England, with large
numbers of smokers concentrated in the more
deprived communities and exposed to wellestablished health risks. As such, smoking plays a
massive role in health inequalities, accounting for
up to half of the entire mortality differential
between social classes and it is a major contributor
to infant mortality. Smoking in pregnancy
increases infant mortality by approximately 40%
and smoking prevalence is 1.5 times higher in
routine and manual groups and pregnant women
than the population as a whole. People from
poorer social classes are likely to die early due to
a variety of factors that the government has
acknowledged through the Public Service
Agreement targets, but smoking remains the
predominant factor in terms of lifestyle.
Current smoking rates in England are 21%
generally and 26% for routine and manual groups
(Office for National Statistics, 2009). For Devon,
the most recent estimated smoking rate is 19.6%,
although, as this covers the years 2006-08, it is
likely to be slightly lower today (Association of
Public Health Observatories, 2010). However, in
the South West, smoking rates for routine and
manual groups are 25%. Although Devon overall
has tobacco use lower than the national average,
there are 76 out of a total of 201 wards (South
West Public Health Observatory, 2008) where
tobacco-attributable mortality is higher than
expected and three districts (Exeter, North Devon
and Torridge) where the indirect standardised
mortality ratio is higher than expected,
indicating that there are pockets where there is a
strong need for tobacco control work. In Devon,
around one in eight women smoke during
pregnancy (NHS Devon, 2009). Although this is
better than the national average, the impact is
startling. Targets for routine and manual groups
are challenging.
Research suggests that no single approach to
tackling smoking will be successful in isolation
and what is required is sustained and co-ordinated
action at all levels – nationally, regionally and
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locally. Reducing smoking prevalence rates in
the routine and manual groups is no exception.
Although stop smoking services are well placed in
terms of providing evidence-based stop smoking
support, they will ultimately be more effective and
attract more smokers when they are part of
a comprehensive approach to tobacco control.

The main priorities are:
making it easier for people to stop smoking
tackling cheap and illicit tobacco
normalising smoke-free lifestyles
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3.2 Alcohol
Following the development of the business case,
an additional £400,000 was invested in alcohol
services in 2008-09 and this was increased to
£1 million in 2009-10.
The evidence base for the treatment of alcohol
problems includes the findings of the “Review
of the Effectiveness of Treatment for Alcohol

Problems” (National Treatment Agency, 2006)
as set out in the NHS Devon needs assessment
and business case.
Investment in alcohol interventions saves money.
The United Kingdom Alcohol Treatment Trial
showed that for every £1 spent on treatment, £5
was saved across health and social care and crime
and disorder.
The service model is outlined in Figure 3.3.

Figure 3.3 Tiered Model of Service Provision
Tier 1 interventions:
alcohol-related
information and
advice, screening,
simple brief
interventions,
and referral

Definition
Tier 1 interventions include provision of identification of hazardous,
harmful and dependent drinkers; information on sensible drinking; simple
brief interventions to reduce alcohol-related harm, and referral of those
with alcohol dependence or harm for more intensive interventions.

Tier 2 interventions:
open access,
non-care-planned,
alcohol-specific
interventions

Definition
Tier 2 interventions include provision of open access facilities and outreach
that provide alcohol-specific advice, information and support; extended
brief interventions to help alcohol misusers reduce alcohol-related harm,
and assessment and referral of those with more serious alcohol-related
problems for care-planned treatment.

Tier 3 interventions:
community-based,
structured,
care-planned
alcohol treatment

Definition
Tier 3 interventions include provision of community-based specialised
alcohol misuse assessment, and alcohol treatment that is care co-ordinated
and care-planned.

Tier 4 interventions:
alcohol specialist
inpatient treatment
and residential
rehabilitation

Definition
Tier 4a interventions include provision of residential, specialised alcohol
treatments which are care-planned and co-ordinated to ensure continuity
of care and aftercare.
Definition
Tier 4b interventions include specialist inpatient services working with the
consequences of alcohol misuse, such as the treatment of cirrhosis of the
liver.

Source: Models of Care for Alcohol Misusers, Department of Health, November 2006
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The pattern of alcohol misuse is such that
opportunities to intervene need to be taken
at particular times. The aim is to increase the
chances of success. Such critical moments include
admissions to accident and emergency units,
being taken into police custody, and when in
contact with professionals such as social workers
and mental health workers.
People can, and do, self-moderate their alcohol
intake. The commissioning approach therefore
includes commissioning interventions that
motivate people to engage with behavioural
change and that give them the confidence, skills
and tools to make that personal change. It is
by doing this that the outcomes will have the
greatest chance of being long-lasting.

England averages and well below the vital signs
target for 2008-09 (almost 10% under target in
fact), and which is forecast to rise slightly to 1,404
in 2009-10. Figure 3.4 shows Devon’s national
rank for admissions for alcohol-related harm
hospital admissions from 2002-03 to 2009-10.
Figure 3.4 Devon, national rank for hospital
admissions for alcohol-related harm, 2002-03
to 2009-10
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Upstream interventions using the tiered model
shown in Figure 3.3 will reduce waiting times,
increase treatment capacity and reduce unit
costs. This model of treatment recognises the
importance of social changes to prevent the
problems occurring in the first place. This includes
focusing on the wider population, for example,
working with licensees or providing opportunities
for workplace interventions.
The model also emphasises the significance of
opportunistic early intervention at Tier 1 and
the importance of developing referral routes for
chronic drinkers who appear at Tier 4b. Very brief
interventions at ‘teachable moments’, which can
be delivered to large numbers of hazardous
drinkers in Tier 1, can have significant and lasting
impacts. The framework has an open-access,
community-based (Tier 2) service, with referral
routes into the service from Tiers 1 and 3.
Referral to Tier 4 specialist detoxification and
residential rehabilitation services will be managed
by a rehabilitation panel.
For alcohol-related hospital admissions, the rate
of increase has slowed significantly in Devon, with
only a 0.3% increase between 2008-09 and
2009-10, compared with a 9.8% increase for the
South West as a whole, and an 8.1% increase
for England. The direct standardised rate of
admissions in Devon was 1,400 per 100,000 in
2008-09, which is well below the South West and
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Source: Alcohol profiles, North West Public Health
Observatory, 2010

Up to 35% of attendances at accident and
emergency departments are alcohol-related. For
Devon, this equates to 57,185 in one year, 1,099
per week or 160 per day. In accident and
emergency departments at peak times:
41% of all attendees were positive for alcohol
consumption
14% of attendees were intoxicated
43% were identified as problematic drinkers
after screening
70% of attendances between midnight and
5am are alcohol-related
Devon has 4,000 ‘Children in Need’ with up to
2,400 living with a parent or carer with an alcohol
misuse problem. Of recorded violent crime in
Devon, around 40% is alcohol-related (just over
3,900 offences during 2006-07). Violent crime
accounted for around 8% of all crime during
2006-07 (10,366 offences). Further information
on needs is detailed in the needs assessment.
Alcohol leads to a range of public health problems,
both acute and chronic, and all potentially lead to

In 2007-08 an estimated 110,991 people
aged 16-64 in the NHS Devon area drank at
hazardous or harmful levels and would have
benefited from a Tier 1 or Tier 2 intervention.
There was capacity to deliver around 660
interventions, or 0.59% of the potential need.
Investment in the alcohol treatment system has
raised that capacity to 6,250 interventions, or
37.5% of the potential need. There are 2,832
people aged 16-64 in Devon with an alcohol
dependence who would benefit from structured
intervention at Tier 3. In 2007-08, there was
provision for 220 interventions per year (7.76%
of need). Capacity is now up to 1,800 (or 63.5%
of need).
Figure 3.5 illustrates alcohol-related admission
rates by MOSAIC group. MOSAIC is a consumer
classification tool which uses a variety of

information on the characteristics of local
communities to group postcodes into 11 main
lifestyle groups and 61 lifestyle types. The groups
are similar in terms of population structure, social
characteristics, lifestyle and household
expenditure. This chart reveals that alcohol-related
admissions are highest in Group F, ‘Welfare
Borderline’, which covers particular deprived
areas, particularly in town and city centres, and
Group I, ‘Twilight Subsistence’, which covers older
people living in social housing (flats and sheltered
housing). Acute and mental conditions are more
frequent in Group F, while chronic conditions are
more frequent in Group I.
Figure 3.5 Alcohol-related hospital
admissions, direct age-standardised rate
per 100,000, April 2005 to March 2009
3500
MOSAIC Group

Direct Age Standardised Rate (DASR) per 100,000

reduced health and wellbeing and at worst
premature death (North West Public Health
Observatory, 2007). Significant health inequalities
exist (Department of Health, 2007), with those
from more deprived areas experiencing a threefold loss of life attributable to alcohol, and up to
five times more admissions to hospital because
of alcohol than people from more affluent areas.
Men tend to suffer greater alcohol-related
inequalities than women. Mortality due to
alcohol is increasing; regular heavy drinkers have
a 74% higher risk of a major coronary event and
a 133% increased risk of stroke than occasional
drinkers. Heavy drinking is associated with many
forms of cancer and mental health problems.
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Tackling alcohol misuse will have an impact on
a range of other main public health targets and
reductions in health inequalities.
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3.3 Obesity
Obesity takes time to develop and excess weight
takes time to lose. The risk of becoming obese
may start at an early age and the most significant
predictor of childhood obesity is parental obesity
(a generational dimension) which increases the risk
by 10%. As the prevalence of obesity rises, it will
become the norm to be obese, which may dilute
calls to action but the impact on the NHS will be
untenable (Government Office for Science, 2007).
The distinction between prevention and treatment
is important. Once gained, weight is difficult to
lose, so an emphasis on prevention is vital.
Social and economic factors such as poverty,
poor educational outcomes, unemployment,
poor housing, homelessness, the problems of
disadvantaged neighbourhoods and crime, and
the cycle of deprivation all have a major impact on
avoidable ill health. Certain groups of the
population have disproportionately poorer health
such as homeless people, people with mental
health or substance misuse problems, looked after
children, prisoners and refugees. Although the
population of the South West and Devon enjoys
relatively good health in comparison with the
rest of the country, the benefits of increased life
expectancy have not been evenly felt across the
South West or Devon. Significant variations
occur between social classes and geographic
areas. Obesity is a significant cause of health
inequality.
Rates of obesity and excess weight have increased
sharply in the United Kingdom since the mid1980s and are projected to continue to rise. Being
overweight or obese increases the risk of a wide
range of chronic diseases such as Type 2 diabetes,
high blood pressure, stroke, coronary disease and
cancer.
Unless there is clear action, the proportion of
people who are overweight or obese is projected
to rise by 2050 to almost nine out of ten adults
and two-thirds of children (Government Office for
Science, 2007).
Body mass index is a weight-for-height calculation
that is commonly used in classifying excess weight
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and obesity in adult populations and individuals.
It is defined as the weight in kilograms divided by
the square of the height in meters (kg/m2).
The World Health Organisation defines
‘overweight’ as a body mass index equal to or
more than 25, and ‘obesity’ as a body mass index
equal to or more than 30. These cut-off points
provide a benchmark for individual assessment.
Body mass index provides the most useful
population-level measure of overweight and
obesity as it is the same for both genders and for
all ages of adults. However, it can be less accurate
for assessing healthy weight in individuals. Body
mass index is therefore often supplemented by
measuring waist circumference and by considering
individual circumstances. Waist circumference
thresholds are shown in Table 3.1.
Table 3.1 Waist circumference thresholds
Health risk		

Male		

Female

Increased risk
			

94cm (37in)
or more

80cm (31in)
or more

Greatly 		
increased risk

102cm (40in) 88cm (35in)
or more
or more

Source: NICE, 2006

However, for children, defining the long-term
impact of a raised body mass index is more
complicated. There is no fixed body mass index to
define being overweight or obese since this varies
with gender and with growth and development.
The World Health Organisation Child Growth
Standards, launched in April 2006, include body
mass index charts for infants and young children
up to the age of five. However, assessing whether
a child aged 5-14 is overweight or obese is
challenging because there is not a standard
definition of childhood obesity applied worldwide.
For childhood obesity, the evidence base for
intervention is less developed. The National
Child Measurement Programme provides
information about the prevalence of overweight
and obese children. Figure 3.6 shows the pattern
of increased obesity in children by gender
between 1995 and 2006.
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Figure 3.6
Obesity trends
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2-15, England,
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The National Child Measurement Programme
provides detailed information for Devon children
in Reception and Year 6 of school. Figure 3.7

shows the trends in overweight and obesity in
local children.
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Hospital admissions for obesity in England have
risen by 60% between 2008-09 and 2009-10 and
are over three times that seen five years ago.
Accurately predicting the future need for bariatric
surgery is difficult. The South West Specialist
Commissioning Group has tried to identify
indicative numbers based on a number of
formulae. One formula is based on NICE benchmarking at five years of 0.01% of the population
and the other is based on a figure of 2% of
people with a BMI >40kgs/m2. As a result of the
increased demand, surgical costs are predicted
to increase. The cost to NHS Devon rose from
£223,000 in 2006-07 to £345,000 in 2008-09.

The guidance divides the recommendations into
the clinical recommendations on the management
of overweight and obese patients in the NHS
and the public health recommendations on
prevention that places an expectation on both the
NHS and its partners to deliver.

The direct costs to the NHS of overweight and
obese individuals are estimated to be £4.2 billion
and Foresight forecast that these figures will more
than double by 2050 (Government Office for
Science, 2007).

The management of overweight and obese
patients is presented as a tiered service (Table 3.2):

Tier

Description of Service

The total actual cost of drugs used in the treatment of obesity in Devon has almost doubled over
the last five years, from £213,000 in 2004-05 to
£417,000 in 2009-10.

1

Primary care and community interventions

2

Community weight management service

3

Specialist weight management service

Evidence shows that surgery in general is a
cost-effective intervention for severely obese
patients. The most reliable cost per qualityadjusted life year (QALY) is estimated to be
between £6,289 and £8,527 (NICE, 2006).

4

Surgical intervention

Core principles for tackling obesity at a local level
include a high priority for the prevention of health
problems, leadership and long-term sustained
interventions. A number of recommendations
are included in the ‘Healthy Weight Strategy for
Devon 2008-11’ (www.devonpct.nhs.uk) which
encompasses these principles and NICE guidelines.
The NICE guidance (Department of Health, 2006)
aims to:
stem the rising prevalence of obesity and
diseases associated with it
increase the effectiveness of interventions to
prevent overweight and obesity
improve the care provided to adults and
children with obesity, particularly primary care
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The most recent, rigorous and systematic reviews
of the evidence for preventing and treating
childhood obesity have been undertaken by NICE
and the Cochrane Collaboration. The
recommendations from both sources show that
there is sufficient evidence to justify well-targeted
action on obesity.

Table 3.2 Tiers of service for managing obesity

Source: NICE, 2006

Evidence shows that surgery is generally a
cost-effective intervention relative to a limited
number of non-surgical management options for
severely obese patients. The most reliable cost per
QALY is an estimated £6,289-£8,527 (NICE, 2006).
The underlying philosophy of the Devon Healthy
Weight Strategy is one based on effective primary
prevention, while for those people who are obese,
encouraging the maintenance of regular physical
activity of moderate intensity is perceived as being
more attainable than achieving major reductions
in body weight. Interventions based on improved
nutrition and increased physical activity can be
effective for individuals.
The aim of the Healthy Weight Strategy for Devon
is to keep people in Devon at a healthy weight
and reduce the number of people becoming
overweight and obese through a co-ordinated
strategy of prevention and treatment. This

strategy builds on existing good practice in Devon
and its specific objectives include:
increasing the focus on prevention, particularly
among children
further developing partnership delivery of
actions
increasing the level of breastfeeding
increasing participation in physical activity and
healthy eating
enhancing the environment to support healthy
eating and physical activity
developing integrated healthy weight care
pathways and high-quality services for children
and adults who are overweight and obese,
including identification, assessment,
management and treatment pathways
raising the awareness, knowledge and skills of
the community to promote healthy weight and
prevent overweight and obesity

3.4 Sexual health
Sexual health remains a significant public health
problem, although the latest data from genitourinary medicine clinics (2008) suggest that overall
the increase in new diagnoses of sexually
transmitted infections in the United Kingdom
may be abating. The total number of new
sexually transmitted infection diagnoses reported
by genito-urinary medicine clinics (including
Chlamydia, gonorrhoea, herpes, genital warts and
syphilis) rose by only 0.5% last year, although
other sexually transmitted infection (STI) diagnoses
(such as recurrent presentations of sexually
transmitted disease) increased by 4% over the
same period (Figure 3.8).
Figure 3.8 Trends in diagnoses made in
genito-urinary medicine clinics in the
United Kingdom, 1999 to 2008*
450,000
400,000
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Current work to prevent obesity in Devon focuses
on increasing levels of participation in physical
activity and encouraging healthy eating, particularly
among target groups. Partnership working is
central to successful delivery and a number of
relevant strategies have been developed with a wide
range of partners. Initiatives include the Physical
Education, Daily Physical Activity and School Sport
Strategy; Health, Exercise and Nutrition for the
Really Young; Healthy Schools; Cook4life, Walking
for Health, and Cycle to Your Heart’s Content.
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* Cases diagnosed by GUM clinics are categorised as follows:
New STI diagnoses:
Chlamydial infection (uncomplicated and complicated);
gonorrhoea (uncomplicated and complicated); infectious
and early latent syphilis; genital herpes simplex (first attack);
genital warts (first attack); new HIV diagnosis; non-specific
genital infection (uncomplicated and complicated); chancroid/
lymphogranuloma venerum (LGV)/donovanosis; molluscum
contagiosum; trichomoniasis; scabies; and pediculus pubis.
Other STI diagnoses:
Congenital and other acquired syphilis; recurrent genital
herpes simplex; recurrent and re-registered genital warts;
subsequent HIV presentations (including AIDS); ophthalmia
neonatorum (Chamydial or gonococcal); and epidemiological
treatment of suspected STIs (syphilis, Chlamydia, gonorrhoea,
non-specific genital infection).
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Although young people aged 16-24 represented
only 12% of the population in 2008, they
accounted for nearly half of sexually transmitted
infections diagnosed in genito-urinary medicine
clinics (Figure 3.9). Young people experience
higher rates of infection because they are more
sexually active, more likely to partake in risky
behaviours and may be more susceptible to
infection. In 2008, rates of Chlamydia, genital
warts and gonorrhoea diagnoses made in genitourinary medicine clinics were highest in women
aged 16-19 and in men aged 20-24, while rates of
genital herpes diagnoses were highest in women
and in men aged 20-24.
Figure 3.9 Percentage of sexually transmitted
infections diagnosed among young people
(aged 16-24), United Kingdom, 2008
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the United Kingdom, 2008: Health Protection Agency, 2009

Genital Chlamydial infection remains the most
commonly diagnosed sexually transmitted
infection in genito-urinary medicine clinics,
with 123,018 diagnoses in 2008 – double the
number of diagnoses made ten years ago and a
1% increase on the 121,791 diagnoses made in
genito-urinary medicine clinics in 2007. However,
substantial and increasing numbers of Chlamydia
diagnoses are made outside genito-urinary
medicine clinics as part of the National Chlamydia
Screening Programme (NCSP): in general practice,
community contraceptive services, and in a range
of community healthcare and non-healthcarebased settings, such as pharmacists.
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The National Chlamydia Screening Programme is
targeted at under-25s and Devon has developed a
local Chlamydia Screening Programme providing
screening opportunities in the various settings as
described above. During 2009-10, 13,739 (14%
of the target population) Chlamydia screening
tests were undertaken in NHS Devon, which is
nearly 3,000 more than the previous year.
However, this was short of the national target set
for NHS Devon of 23,900 people to be tested or
screened. The national target for 2010-11 is
35% of the 16-24 age group, which is 33,000
screening tests.
Human Immunodeficiency Virus (HIV) remains
an incurable condition with uncertain prognosis,
but with the introduction over the past decade of
highly active antiretroviral therapy (HAART), most
people are living with HIV as a chronic long-term
condition instead of an acute illness. The number
of people living with HIV in the United Kingdom
continues to rise, with an estimated 83,000
people infected at the end of 2008, of whom over
a quarter (27%) were unaware of their infection.
The incidence rates for HIV infection vary across
the South West, with Avon and Dorset having the
highest rates (Figure 3.10). NHS Devon had a rate
of 5.2 per 100,000 population (aged 15 years and
over) over a two-year period (2005-07). In
the South West over this period, 54% of new
diagnoses were in white people, 33% in black,
53% in heterosexuals and 33% in men who have
sex with men. Of all new diagnoses in the South
West, 57% of diagnosed adults were infected
outside the United Kingdom.
To reduce HIV-related morbidity and mortality it is
essential that HIV is diagnosed as early as possible
so that treatment can be started.
Improving sexual health services in Devon is a top
priority for NHS Devon. In order to ensure services
meet the needs of local people as well as adhering
to national quality standards, NHS Devon has
commissioned a review of its services. It is
expected that the findings from this review, due to
be published in October 2010, will help guide
future service development. However, NHS
Devon, working with its partners, has striven

Figure 3.10 New diagnoses of HIV in adults (aged 15 and
over) in the South West by former county area in January
2007 and December 2008 (number of cases and rates per
100,000 population aged 15 and over)
Source: Local sexual health profiles, Health Protection Agency, 2009

to improve sexual health services in Devon over
recent years. Additional investment has resulted
in an increase in the number of genito-urinary
medicine clinic consultants, an increase in
outreach contraception services and the
development of young people’s sexual health
services within schools and the community. A
programme to increase the availability of condoms
for young people (known as the C-card scheme) is
currently being piloted in target areas.
Future priorities are:
To ensure young people and adults in Devon
are able to access high-quality sexual health
services. At present the sexual health services
for Exeter and the surrounding area are
provided by Devon Provider Services, the
provider arm of NHS Devon. By April 2011,
these services will need to have been separated
from NHS Devon. A priority for the coming
year is to ensure that this process takes place
with the minimum disruption to clients/patients/
service users, service provision and staff.

Young People’s Sexual Health Action Plan
2010-13, including:
improving young people’s access to, and use
of, effective contraception when they need it
communications, marketing and media;
developing key messages and information
pathways for young people and those who
work with them
giving young people the knowledge and
skills they need to experience positive
relationships and good sexual health
intervening early with those most at risk by
adopting targeted approaches
raising aspirations and improving outcomes
for teenage parents and their children
All the above objectives are underpinned by work
on further improving the evidence base to inform
outcomes, which includes consultation,
participation, and engaging young people in
service design and quality assurance.

To continue to deliver the key priorities
specified in the Teenage Pregnancy and
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3.5 Cardiovascular health
Cardiovascular disease is the commonest cause of
death in the South West, most of which is due
to stroke and heart disease. Cardiovascular
disease is a collective term for a group of related
conditions affecting the heart, arteries or blood
vessels. These include coronary heart disease
(which accounts for about 50% of these
conditions) and stroke (which accounts for
about 25%).
Although the rate of circulatory disease in the
population fell by 37% in the South West
between 1993 and 2004 (in line with national
trends), further improvement is expected if more
people stop smoking, have regular health and
lifestyle checks and adopt a more active lifestyle.
Prevention of premature death and ill health
is achieved through the control of high blood
pressure, reducing obesity, taking adequate
exercise and, most importantly, not smoking.
Up to 90% of the risk of a first heart attack is
due to lifestyle factors which can be influenced.
Since the mid-1990s, circulatory diseases have
become more prevalent among disadvantaged
groups (NICE, 2008). There are stark variations
in the prevalence of cardiovascular disease across
the population which demonstrate inequalities in
health (Care Quality Commission, 2009).
There are effective interventions that reduce
risk, including primary and secondary prevention
use of lipid-lowering drugs. Statin therapy is
recommended (NICE, 2006 and 2008) as part
of the management strategy for the primary
prevention of cardiovascular disease for adults
who have a 20% or greater ten-year risk of
developing cardiovascular disease, as well as
secondary prevention for those who have had a
cardiac event (NICE, 2008).
Use of the NICE costing template for NICE
Clinical Guidelines Lipid Modification guidance
(NICE, 2008) indicates that by applying NICE
guidelines across Devon, approximately £600,000
could be saved each year through the avoidance
of more expensive cardiovascular events.
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Once the early existence of cardiovascular
disease has been detected, secondary prevention
of further cardiovascular disease will help prevent
more serious health outcomes such as a heart
attack or stroke. Secondary prevention of cardiovascular disease with statins among disadvantaged
populations costs an estimated £4,000 per QALY
gained - £3,100 per quality-adjusted life year
(QALY) for identifying the person and £900 per
QALY for treating them with statins (NICE, 2008).
The greatest cost-effectiveness is achieved with
those at highest risk of cardiovascular disease. It
has been estimated to be £8,500 per QALY gained
(£4,900 per QALY for identifying the person and
£3,600 for treatment) when the population
concerned had a 40% risk of cardiovascular
disease, compared with an estimated £125,600
cost per QALY when only 1.6% of the population
were at risk (£122,000 per QALY for identifying
the person and £3,600 per QALY for treatment)
(NICE, 2008).
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3.6 Bone health and falls
Each year, 35% of people aged over 65
experience one or more falls. Approximately 45%
of people aged over 80 who live in the community
fall each year. Between 10% and 25% of such
people who fall will sustain a serious injury.
A local authority and primary care trust population
of 300,000 may currently include 45,000 people
aged over 65. Of these:
15,500 will fall each year
6,700 will fall twice or more
2,200 people having fallen will attend an
accident and emergency department or minor
injuries unit (MIU)
a similar number of people will call the
ambulance service

1,100 will sustain a fracture, of which a third
will be fractures of the hip
Figure 3.11 shows the projected increase in
emergency admissions in Devon for accidental falls
by five-year age bands. The likelihood of
admission increases rapidly with age, with those
aged 85 years or more having a 1 in 14 chance of
being admitted each year. In younger age groups
men are more likely to be admitted, while in the
85 years or more age group, women are more
likely to be admitted than men.
Assuming that admission rates by age remain
constant, the impact of the ageing population
is likely to increase the volume of admissions
by around 2% per year. From a baseline of
approximately 5,000 admissions per year,
admissions are expected to increase to nearly
9,000 per year over the next 25 years.

Figure 3.11 Projected growth in emergency admissions for accidental falls 2006 to 2031
(estimated using ONS sub-national population projections)
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Figure 3.12 shows a similar pattern of projected
growth in emergency admissions for fractured
neck of femur and increased likelihood of
admission in those aged 80 and over.
Hip fractures remain the most serious
consequence of a fall and the commonest cause
of accident-related death in older people – a fifth
die within four months of their accident and
nearly a third within a year. For younger patients,
the effect can be life-changing – approximately
half of those who were previously independent
become partly dependent following a hip fracture,
while a third become totally dependent.

Source: Social and demographic
reports for service redesign,
NHS Devon, 2009

2031

Service Institute report “Focus on: Fractured Neck
of Femur” highlights that every eight-hour delay
to surgery after the initial 48 hours equates to an
extra day in hospital. If patients’ fluid status and
other clinical factors are managed as well as
possible, more patients can receive surgery within
the first 24 hours, resulting in better health
outcomes and a reduced post-operative stay.
Figure 3.13 shows the rates of emergency
admissions for accidental falls by Devon town
between 2003 and 2007 and highlights those
areas with significantly higher rates. Figure 3.14
illustrates this in map format.

The quality of care is measured by aspects of both
surgical and medical care. The National Health
Direct Age Standardised Rate (DASR) per 100,000
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Figure 3.13 Rates
of emergency
admissions for
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Deprivation is a major factor in admissions for
falls, with people in the most deprived areas
being 60% more likely to be admitted than the
Devon average, and 85% more likely than those
compared with the least deprived areas (Figure
3.15). This means there is a need for a targeted
approach to falls prevention in the more deprived
areas.
The principle of ‘respond to the first fracture to
prevent the second’ underpins fragility fracture
services, or fracture liaison. The Royal College of
Physicians Clinical Effectiveness and Evaluation
Unit (CEEU) National Clinical Audit of Falls and
Bone Health in Older People, has been auditing
local services since 2005 (Heathcare Commission,
2007).

Direct Age Standardised Rate (DASR) per 100,000

Source: Social and
demographic reports
for service redesign,
NHS Devon, 2009

Devon’s 2009 Royal College of Physicians audit
report highlighted that “lack of arrangements
800
(in the NHS) to promote secondary prevention
for fragility fractures is particularly disappointing.
Half of hip fracture patients have had a previous
700
fragility fracture. This is an opportunity to act and
the treatments available can reduce subsequent
fractures by up to 50% over following years. 600
Neurovascular services are being established (by
primary care trusts) based on a similar approach
500
to secondary prevention after transient ischaemic
attack.”
400

Falls assessment services can be run from a range
of settings including community hospitals, GP
300
surgeries, intermediate teams or secondary care.
The main requirement is practitioners with
appropriate skills, including access to secondary
200
care specialists and facilities where appropriate.
Figure 3.15 Rates of emergency admission
100
for accidental falls by deprivation, direct agestandardised rate per 100,000, 2003 to 2007
0

800

700

Most Depri

Deprivation Quintile

667.2

Devon

436.9

600
Direct Age Standardised Rate (DASR) per 100,000

Figure 3.14 Rates of emergency admission
for accidental falls by Devon electoral ward,
direct age-standardised rate per 100,000, 2003
to 2007
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4. Using Evidence to Improve Health
and Healthcare
The use of evidence-based interventions
enables the best value to be obtained
for investment by the public sector. This
chapter describes some of the main
sources of evidence commonly used to
support the commissioning of services.
A brief overview of this evidence is given
in relation to mental health and
emotional wellbeing.
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and Healthcare
4.1 Evidence-based practice

4.2 The role of NICE

Evidence-based medicine has been defined as
“the conscientious, explicit and judicious use of
current best evidence in making decisions about
the care of individual patients” (Sackett et al,
1996). In practice, this means combining
individual clinical knowledge with the best
available external clinical evidence from research.
The use of evidence-based practice is important
due to the increasingly complex nature of
healthcare decisions.

The National Institute for Health and Clinical
Excellence (NICE) was set up to promote high
clinical standards in the NHS. It is responsible for
providing national guidance on the promotion of
good health and the prevention and treatment
of ill health.

In 1997, the government set out the agenda for
improving the quality of healthcare in the NHS.
It outlined national standards and guidelines
through new evidence-based National Service
Frameworks to help ensure consistent access to
services and quality of care right across the
country. A new National Institute for Clinical
Excellence (NICE) was set up to give a strong lead
on clinical and cost effectiveness, drawing up new
guidelines from the latest scientific evidence
(Department of Health, 1997).
Subsequently ‘a new model which marries
clinical judgement with clear national standards’
was proposed (Department of Health, 1998).
This suggested setting clear national standards,
but with local responsibility for delivery, backed
by consistent monitoring arrangements.
Wanless (2004) highlighted the need for
appraising the effectiveness of public health
interventions, not only to reduce health
inequalities but also to maximise cost effectiveness.
The government’s white paper “Choosing Health”
similarly reiterated the importance of building and
maintaining an evidence base for public health
(Department of Health, 2004).
The NHS Constitution for England states that
patients have the right to drugs and treatments
that have been recommended by NICE for use in
the NHS, where this is clinically appropriate for
them. They also have a right to expect local
decisions on funding of other drugs and
treatments to be made rationally following a
proper consideration of the evidence (Department
of Health, 2010).
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NICE produces guidance in three areas of health:
clinical guidelines – recommendations about
the treatment and care of people with specific
diseases or conditions in the NHS
health technologies – guidance on the use of
new and existing medicines, treatments and
procedures in the NHS
public health guidance – guidance on ways of
helping people improve their health and reduce
their risk of illness
NICE was established to help health professionals
in the NHS give their patients the best possible
healthcare within the resources available.
Guidelines produced are based on the best
available research evidence and expert
professional advice. They take into account both
clinical effectiveness and cost effectiveness.
Guidance is produced with the involvement of
those who speak for patients, the clinical
professions, the NHS and healthcare industries.

4.3 Using evidence in
commissioning
Commissioning means using the best evidence to
specify and secure services that deliver improved
outcomes for patients and populations, which
provide a high-quality experience, and which also
deliver value for money for taxpayers. To do this,
commissioners need to place themselves at the
centre of their local health economies and use
their influential position as the local leaders of
the NHS to shape the services they commission.
NICE guidance helps support the commissioning
of new services, the evaluation or redesign of
existing services and the decommissioning of
ineffective interventions.
NICE guidance and implementation tools can be
used to inform work with stakeholders (including
local authorities), set priorities and assess the value
and anticipated outcomes of implementing the
guidance. This will improve the effectiveness and
quality of services, and promote the health and
wellbeing of the population.
NHS commissioners are now expected to include
clinical audit in their contracts with providers.
They should seek innovation, knowledge and
best practice, applying this locally to improve the
quality and outcomes of commissioned services
(Healthcare Quality Improvement Partnership, 2010).

4.4 Local decision making
NHS Devon takes into account any relevant
national and local policy or strategy when
making commissioning decisions. This includes
NICE guidance, National Service Frameworks,
National or Strategic Health Authority
performance targets and local strategies such as
the Joint Strategic Plan. Commissioners should
ensure that resources will be used in the most
clinically-effective and cost-effective way, and NHS
Devon seeks to obtain the best available evidence
of clinical and cost effectiveness.
Local decision making on medicines, treatments
and interventions should be a central part of the
commissioning process and be in the context
of, and consistent with, national and local
priorities, prioritisation processes and governance
frameworks. Decisions should take into
consideration clinical and cost effectiveness
relative to other interventions commissioned by
NHS Devon for its population, as well as the
available budget. Disinvestments should be
considered along with investments (NHS Devon,
2010).
This is supported by the Joint Strategic Needs
Assessment, which aims to provide a
comprehensive and locally relevant dataset
with powerful indicators that describe current
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and future needs. As a core feature of the
commissioning cycle, the Department of Health
defines the Joint Strategic Needs Assessment as
“a systematic method for reviewing the health
and wellbeing needs of a population, leading to
agreed commissioning priorities that will
improve health and wellbeing outcomes and
reduce inequalities” (Joint Strategic Needs
Assessment, 2009).
NICE produces audit support tools with its
guidance to facilitate the conduct of baseline
assessments and monitor any subsequent
activities. These are available in formats that can
be integrated into local systems and provide a
useful basis for conducting audit locally.
Audits undertaken within NHS Devon have
included the primary care management of
anxiety and panic disorder (NICE, 2004) and
service provision for primary care, antenatal
and postnatal health monitoring (NICE, 2007a).
The criteria for these audits are determined
with reference to the audit support tools which
accompany the NICE guidance. These areas were
identified for focus as mental health problems
place a considerable burden on public health, the
economy, and individual and social relationships
(NICE 2007b). The findings have supported and
provided a useful basis for commissioners in the
implementation of policy and strategy, for
example, the Devon Perinatal/Infant Mental
Health Strategy and the Improving Access to
Psychological Therapies Programme.
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4.5 Evidence relating to
mental health
National guidance has identified dementia,
particularly the use of anti-psychotic medication
for dementia patients, as a priority area. This was
highlighted within the Department of Health
National Dementia Strategy (Department of
Health, 2009a) and the Time for Action report
(Department of Health, 2009b), which stated that
the over-prescribing of anti-psychotic medication
to patients with dementia represents a significant
issue in terms of quality of care, with negative
impacts on patient safety, clinical effectiveness and
the patient experience.
Devon has responded locally to this national
guidance through a joint commissioning strategy
for people with dementia and this is supported
by the Joint Strategic Needs Assessment, which
estimates that there are 11,955 people with
dementia in Devon, and an overall prevalence rate
in the 65 and over population of 7.56% – based
on September 2007 Practice Population Data
(Joint Strategic Needs Assessment, 2009). This
is one particular area of both national and local
concern that would benefit from an audit to
establish and improve current practice in the
prescribing of anti-psychotic medications to
patients with dementia, to ensure commissioning
and delivery of services based on best evidence.
Similarly, depression is an important area of focus
as it affects nearly one in six people in the United
Kingdom at some point in their lives. This serious
illness results in more deaths than any other
psychiatric disorder, can have a significant impact
on a person’s quality of life and presents a
significant burden for individuals, family and
society (NICE, 2009). Furthermore, chronic
physical health problems can have a serious
impact on an individual’s psychological wellbeing,
with depression being approximately two to three
times more common in patients with a chronic
physical health problem.
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4.6 Research and research
governance
Research governance is defined as the broad
range of regulations, principles and standards of
good practice that are used to achieve and
continuously improve research quality across all
aspects of healthcare in the United Kingdom and
worldwide. Research governance applies to all
individuals connected to healthcare research
(which involves humans, their tissue and/or their
data) whether as a chief investigator, care
professional, researcher, their employer(s) or
support staff.
The Research Governance Framework (2005)
“ensures that the public can have confidence in,
and benefit from, quality research in health and
social care. The public has a right to expect high
scientific, ethical and financial standards,
transparent decision-making processes, clear
allocation of responsibilities and robust monitoring
arrangements.”
The Research Governance Framework outlines
the principles of good governance for all research
within the remit of the Secretary of State for
Health. The Framework includes clinical and
non-clinical research and includes research that is:

wide range of ‘mood disorders’, including
depression and chronic physical health problems,
and to improve access to evidence-based therapies
and ensure that the staff delivering these
therapies are adequately trained.
These three objectives are implemented through
research and current projects include PREVENT,
which is looking at Mindfulness Based Cognitive
Therapy (MBCT) as an alternative to maintenance
antidepressant therapy in relapse depression;
COBALT using Cognitive Behavioural Therapy
(CBT) as an adjuvant in treatment resistant
depression, and CADET (Collaborative Care for
Depression), plus several projects looking at
Cognitive Behavioural Therapy in postnatal
depression and in pregnancy and the post-partum
period. As at 31st January 2010, around 500
participants from Devon had been recruited to
these mental health projects.
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concerned with the protection and promotion
of public health
undertaken by the Department of Health, its
non-departmental public bodies and the NHS
undertaken by, or within, social care agencies
There are many examples of local research into
mental health. One is the Mood Disorder Centre,
which is the collaboration between NHS Devon
and the University of Exeter. The Centre is located
at the Washington Singer Building, School of
Psychology at the University of Exeter.
The main objectives of the Mood Disorder
Centre are to improve the understanding of mood
disorders; to translate this understanding into
therapeutic approaches to improve short-term and
long-term outcomes for people who experience a
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Recommendations
4.1 Ensure best practice in the use of antipsychotic medication for patients with dementia.
4.2 Assess care pathways for depression with
particular reference to those suffering from
chronic and long-term conditions.

5. Lifestyle Approaches to Emotional
Wellbeing and Mental Health
Physical health and mental
health are interconnected;
mental health problems are
more likely in people with
physical health problems, and
conversely positive mental
health improves physical health
and outcomes for chronic
disorders.
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5. Lifestyle Approaches to Emotional
Wellbeing and Mental Health
5.1 The relationship between
lifestyle and mental health
The relationship between physical and
mental health is clear. Poor mental health is both
a contributor to, and a consequence of, wider
health inequalities. It is associated with unhealthy
behaviours, increased illness (morbidity) and death
(mortality) from physical ill health (Figure 5.1).
Promoting good mental health has multiple
benefits: it improves health outcomes; life
expectancy; productivity; educational and
economic outcomes; and reduces violence and
crime.
We should recognise the impact of risk and
protective factors relating to the circumstances of
people’s lives when designing and implementing
health improvement interventions, from
universal measures that apply to the whole
population through to targeted approaches
aimed at high-risk groups and people with
diagnosed mental illness.

Figure 5.1 Confident Communities,
Brighter Futures: A framework for
developing wellbeing
This National Strategy identifies a number of
dimensions within an overall framework for
action. One of these is to ‘integrate physical
and mental health’ and is based on a number
of key messages:
Physical ill health affects mental health and
vice versa
People with mental illness are less likely
to have their physical health problems
diagnosed and treated; people with
physical health problems often have
undiagnosed mental health problems
Excess deaths (mortality) and illness
(morbidity) are both mediated by higher
levels of health risk behaviour, such as
smoking and excessive alcohol
consumption
Depression is two to three times more
common in people with chronic physical
health problems
Depression is associated with a 50%
increase in mortality, comparable with the
effects of smoking, and is associated with
increased rates of coronary heart disease,
cancer and strokes
Early intervention and treatment of mental
health problems, including referral for
psychological therapies, can improve
health outcomes for people with physical
illnesses – early physical health promotion
in those with mental illness increases
wellbeing and also prevents development
of physical health problems
Source: Department of Health, 2010
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Table 5.1 provides an outline of the range of evidence relating to the main areas and approaches, the
type of intervention or programme and the likely outcome for improving physical and mental health.
Table 5.1 Summary of interventions for integrated physical and mental health
Intervention area
and approaches

Intervention/programme

Outcomes

Smoking

Prevention of uptake of smoking
in children and young people

Prevention of physical and mental
illness

Smoking cessation (adults),
including in those with mental
illness

Improved wellbeing, reduced symptoms
of depression and anxiety, reduced
levels of psychiatric medication

Prevention and reduction of
alcohol use in children and young
people

Reduced associated physical and mental
ill health

Alcohol

Brief interventions
Motivational interventions
Behavioural couples therapy
Specialist alcohol services
Substance misuse

Prevention and reduction of
substance misuse among young
people

Reduced associated physical and
mental ill health

Contingency management
Sexual health

Obesity

Nutrition

Sexual health education

Reduced risk of sexually transmitted
disease with education

Educational programmes for
those with mental illness

Reduced sexual risk behaviour

Weight loss – with balanced diet
and sufficient exercise

Reduced risk of physical ill health

Weight loss programmes for those
recovering from mental illness

Weight loss

Breastfeeding

Reduced hypertension, obesity and
diabetes

Good nutrition

Improved mental and physical health
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Table 5.1 continued Summary of interventions for integrated physical and mental health
Intervention area
and approaches

Intervention/programme

Outcomes

Physical activity

Recommended levels of activity

Improved cognitive performance in
school-age children
Improved mental health outcomes in
older people
Improved sub-threshold, mild and
moderate depression
Improved wellbeing

Physical activity in the natural
environment

Reduced feelings of anger and
depression, and an increase in
self-esteem and confidence

Improve physical
health of those
with mental
illness

Physical health checks

Improved identification of physical
health issues

Healthy living interventions for
those with schizophrenia

Improved smoking cessation, weight
loss and physical activity

Integrate physical
and mental
health
assessments into
healthcare
pathways

Integrate identification and
treatment of mental illness
within care pathways for those
with coronary heart disease,
cancer, chronic conditions, etc.

Improved levels of self-reported
psychological wellbeing and overall
functioning
Positive outcomes for smoking
cessation, weight management and
exercise
Reduced demand on primary care

Source: Adapted from “Confident Communities, Brighter Futures: A Framework for developing wellbeing”,
Department of Health, 2010

Recommendations
5.1 Maintain universal health improvement
programmes to promote:
smoking cessation
participation in physical activity (particularly
in the natural environment)
healthy eating
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sensible drinking and reduce alcohol misuse
prevention and reduction in substance misuse
5.2 Improve access to healthy lifestyle advice
for people with mental health needs at early
stages of diagnosis.
5.3 Integrate identification and treatment of
mental illness in people with chronic and limiting
long-term conditions.

6. Mental Health Between Birth and
Adulthood

This chapter describes the importance of
identifying and supporting mental health
needs from pregnancy through to
adulthood. There is evidence of benefit from
tailored programmes of support during
pregnancy, infancy and childhood which
impact on the young person’s ability and
social integration. A positive, loving
relationship between parent/carer and baby
(known as ‘attachment’) is essential for both
infant mental health and the health and
wellbeing of the adult, and creates the
foundation for future development of the child.
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6. Mental Health Between Birth and
Adulthood
6.1 Emotional health and
wellbeing, including infant
mental health
Everyone who works with children and families
knows the importance of early relationships, and
it is perhaps this aspect that is most open to being
addressed. The parent-child relationship is
fundamental to infant mental health, and the
term ‘attachment’ is used to describe it. Babies
are born physically and developmentally
immature without even the basic tools of survival.
They are, however, acutely tuned to other humans
and uniquely prepared to make social connections.
Their sense of smell, hearing, vision and phased
behaviour are all specially adapted to develop
through responding to face-to-face interaction
from the earliest hours of life.
Making a relationship with a main carer is
necessary for survival but also plays a crucial role
in long-term emotional, social and cognitive
development. In the first year of life, the
making and breaking of connections between
brain cells (synaptogenesis and pruning) happens
at a rate unmatched at any other period of
life: neural pathways that are repeatedly used
strengthen, while those that are not used decay.
In this way, very early experience lays the
foundations for the rest of the baby’s life. A
warm, sensitive and responsive adult, or small
number of familiar adults, is needed to guarantee
the best possible outcome as the child develops
and becomes an adult.
The way that parents and main carers relate to
their baby, and the way that the baby relates to its
parents or main carers are interdependent.
According to attachment theory, attachment
underpins parenting behaviours, and parenting
behaviours underpin infant mental health.
Around 7% of children aged three can be
expected to show moderate to severe behavioural
problems. A further 15% will have mild
difficulties (Richman et al, 1982). Emotional and
behavioural problems in early life are predictors of
poor outcomes in later years, such as delinquency
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and substance abuse. About two-thirds of children
aged three who show significant emotional and
behavioural problems continue to have difficulties
at eight or twelve years (Campbell, 1995). A
positive child-parent relationship is particularly
important for social and emotional development
(Fonagy et al, 2005). The degree of parental and
family interaction (and how positive or negative it
is) accounts for as much as 30-40% of the
variation in antisocial behaviour among children
(Patterson et al, 1989).
A range of preventative strategies can help
improve the mental wellbeing of children and
their families, by taking into account both the
factors that increase the risk of poor mental
health, and those that help protect mental
wellbeing. This includes activities to raise
self-esteem and to improve the child-parent
relationship (Barlow and Parsons, 2009). Some
evidence shows that the health savings gained
by intervening tend to be small compared to the
benefits for the criminal justice system, education
and welfare services (Scott et al, 2001).
Social and emotional development is being
assessed nationally as part of the evaluation of
Sure Start children’s centres. In 2008, these
centres were benefiting a range of different
groups on a more consistent basis compared to
2005 when the most vulnerable were not being
reached effectively (Melhuish et al, 2008).
However, recent research suggests that
vulnerable groups still face barriers when it comes
to uptake of the services (particularly health
support). Vulnerable groups include people from
minority ethnic communities and lone and young
parents (Audit Commission, 2010).
Children’s centres in many areas of Devon
offer a ‘Here’s Looking at You Baby’ and ‘Here’s
Looking at You Bump’ course to families
universally, though to be effective this needs to
be underpinned by co-ordinated support from
clinical psychology – which is a scarce resource
and very thin on ground. Families who struggle
with attachment and who have complex needs
are not necessarily picked up by anyone at the
moment. The parent-child game is offered to

parents having relational difficulties with
under-fives by the Children’s and Adolescent
Mental Health Service, but primary mental health
workers in the service, which itself does not have
the capacity to meet the presenting need, tend
to concentrate resources on school-aged children
who are showing behavioural problems.
All children and young people should have the
best start in life and are entitled to receive the
ongoing support that they and their families
need. Improvements must be made in the
commissioning of comprehensive child and
adolescent mental health services for children and
young people, so that services in Devon meet
national targets and provide a fully integrated
service for all children and young people aged
0-18 years.
During 2009-10, the local service has struggled
to meet the needs of local children and work is
underway to improve the service.
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6. Mental Health Between Birth and
Adulthood
6.2 Postnatal depression
Most women go through pregnancy and the first
year after giving birth without any mental health
problems, but perhaps as many as eight out of
ten mothers go through a period of ‘baby blues’,
often about three to four days after birth. They
might feel upset, mildly depressed or feel like
crying for no apparent reason, but it is normal to
feel like this and it usually lasts only a few days.
Pregnancy and the first year after giving birth are
periods of great adjustment. Emotional, social,
financial and physical demands can be difficult to
manage. Some women do have problems either
during pregnancy or after having their baby.
These problems are the same as for other people,
but they can develop differently at this time. Some
women become depressed and although often
mild, the depression can sometimes be quite
severe. Left untreated, postnatal depression can
be serious and can last for months or, rarely, years.
For some women, depression begins in pregnancy
(antenatal depression) which can be helped in
much the same way as postnatal depression.
However, just under 1 in a 1,000 women may get
a serious condition called puerperal psychosis
which starts within days or weeks of childbirth.
Figure 6.1 shows the increased risk of serious
mental illness after the birth of the baby.

It can develop in a few hours and can be lifethreatening, so needs urgent treatment. Symptoms
are usually more noticeable to other people first
and include saying strange things, becoming
excitable and unpredictable, having rapid mood
swings, or even hallucinations. This condition
always needs medical help and support.
Postnatal post-traumatic stress disorder and birth
trauma affect a small number of women. Symptoms
may occur alone or with postnatal depression.
The reasons women develop this are unclear but
they describe feeling out of control and very afraid
during the birth. Symptoms include flashbacks,
nightmares and panic attacks.
Symptoms of postnatal depression include: being
taken over by a sense of hopelessness, depression,
despair, irritability, tiredness, sleeplessness, loss
of appetite, loss of libido (interest in sex), feeling
guilty, anxiety and feeling overwhelmed.
Many feel too exhausted or angry to cope with
the simplest tasks. Some mothers, even if they
have strong loving feelings for their baby, may
worry that they are going to harm them, although
actual harm is rare. For some, their attachment to
their baby is adversely affected and occasionally
this has long-term consequences for the infant.

Figure 6.1
Increased risk
of serious
mental illness
postnatally
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Source: Kendell
et al, 1987.

Postnatal depression affects one in ten women
following the birth of their babies. It usually
begins within the first six months of giving birth
but can occur at any time within the first year.
There is probably no single reason for developing
postnatal depression, but a number of different
stresses may combine to cause it. Women are
more likely to get postnatal depression if:
they have previously experienced depression
(especially postnatal depression)
they do not have a supportive partner
they have a premature or sick baby
they lost their own mother as a child
they have experienced severe recent life
stresses, such as a bereavement,
unemployment, housing or money problems
Even so, postnatal depression can start without
any obvious reason, and having problems does
not mean that postnatal depression will develop.
Levels of oestrogen, progesterone and other
hormones relating to conception and birth drop
suddenly after the baby is born, and these
hormonal changes may be more associated with
the baby blues and puerperal psychosis. However,
no real differences have been found between
women who do and do not get postnatal
depression and research does not suggest that
this is a major reason for depression.
Some women do face extra difficulties:
if they have an existing mental health problem
if they have twins, triplets or multiple births
if they are a teenager when they give birth
if they have a physical or learning difficulty
It is important that these women in particular get
the help and support they need to stay well and
look after their baby.
Severe mental illnesses may develop much more
quickly and be more serious after giving birth than
at other times. Sometimes women who have

a mental health problem stop taking their
medication without talking to their doctor of
midwife when they find out that they are
pregnant and this can make their illness return
or become worse.
Not enough is currently known about postnatal
depression to be able to prevent it in the first
place. However, it is known that early diagnosis
and treatment results in a faster recovery. Early
recognition is essential, and there are tools and
questionnaires, such as the Edinburgh Postnatal
Depression Scale, that can assist health visitors
and GPs with helping women express emotional
difficulties following the birth of a baby.
Milder cases of postnatal depression can be
treated with counselling. This can be given by
the health visitor or a therapist depending on its
severity. More severe cases may require
antidepressants or specialist support.
Sharing and acknowledging feelings is helpful,
as is the recognition that: the feelings are
common, that many women have had the same
experience, that postnatal depression can be
helped, and that it will get better in time. The
prognosis is worse for mothers who are isolated.
It is therefore important that social support
networks, such as those offered via children’s
centres, are put in place. Eating healthily,
exercising regularly and keeping active also help,
as does taking opportunities for rest and relaxation.
The current situation in Devon means that women
experiencing moderate to severe postnatal
depression, once referred by their GP, have to wait
considerable lengths of time (up to six months)
for initial assessment from mental health services
or the Primary Care Counselling Service. GPs are
often reluctant to prescribe anti-depressants to
women who are breastfeeding and therefore
specialist advice is beneficial. Some health
visitors within the community have been trained
in solution-focused cognitive behavioural therapy
methods and/or support these women with
weekly listening contact while they are awaiting
assessment or treatment. However, the ability
of health visitors to offer this additional support
depends on capacity.

63

6. Mental Health Between Birth and
Adulthood
6.3 Perinatal mental health
In Devon, there are approximately 7,000 births per
year. It is estimated that there will be between
900 and 1,000 cases of postnatal depression per
year, and approximately 0.1% of women (about
eight cases a year) will be suffering from a more
serious puerperal psychosis.
A new perinatal mental health service was
launched by the Royal Devon & Exeter NHS
Foundation Trust in October 2009, provided by
a small team of midwives, a psychiatric nurse
and led by a consultant psychiatrist. The service
provides screening, triage and treatment for the
3,500 women per year who are pregnant and
booked to deliver their babies at the hospital.
By having a visible presence in a mainstream
setting, such as the Centre for Women’s Health,
the team is able to see women and their families
in a familiar, non-threatening environment and
to offer advice and consultation to colleagues in
midwifery and obstetrics.
The service is currently only available in the
antenatal period, but a full perinatal mental health
service covers a woman’s mental health during
pregnancy and for one year after childbirth and
places great emphasis on the wider family context.
Midwives generally support pregnant women
experiencing milder anxiety and depression and
the perinatal mental health team can offer advice.
Generally the team works directly with women
who have had serious mental health problems
which may or may not be related to pregnancy.
Previous Annual Public Health Reports have set
out local recommendations for screening and
supporting women. National guidance has
subsequently been published in which a
framework encompassing the whole spectrum
of need is set out. This describes how specialist
services working with only the most high-risk
women can provide a clinical reference point and
support best practice across the whole system
through managed clinical networks at both
regional and local level. The development of the
Exeter service is a step towards being able
to provide this resource to support maternity
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services, GPs,
primary care
clinicians and
anyone with
safeguarding
responsibilities.
There are a
number of
national
documents that highlight the need for increased
provision for women with a recognised mental
health issue.
The Confidential Enquiry into Maternal and Child
Health: “Why Mothers Die” (CEMACH, 2007)
identified that maternal suicide was the leading
overall cause of maternal death in the United
Kingdom; 37 women committed suicide in the
United Kingdom in the last triennium during, or
in the year following, pregnancy. The report also
states that women who had a previous episode
of serious mental illness are at an increased risk of
developing a postpartum onset illness (the risk is
estimated as one in two). The report recommends
that women who have been identified as being at
risk of serious mental health illness should be
assessed by a psychiatric team during pregnancy.
The NICE Guideline on Antenatal and Postnatal
Mental Health (Department of Health, 2007)
states, under service organisation, that a clinical
network should be established and that these
networks should include a specialist perinatal
service in each locality that is able to provide
direct services, consultation and advice to
maternity services.
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6.4 Teenage parents
Teenage mothers and young fathers often come
from the most deprived backgrounds and have
additional vulnerabilities. Even for those that do
not come from this background, the demands
of having a baby at a time when they are
experiencing their own transition from childhood
to adulthood means that their emotional health
and wellbeing may be compromised, with a
detrimental effect on both themselves and their
babies. Support is needed to address problems
such as late antenatal booking by young mothers,
poor levels of nutrition, high levels of smoking
during pregnancy and low rates of breastfeeding.
These all contribute to the poor health outcomes
experienced by children born to teenage mothers,
such as low birth weight and higher rates of infant
mortality and morbidity. This support will help to
address the poor emotional health that leads to
worse outcomes for them and their children.
Like all parents, teenage mothers and young
fathers want the best for their children and some
manage very well, but the demands of caring for a
baby at a time when young people themselves are
making the difficult transition from adolescence to
adulthood are significant. That is why they need
additional support from family, partners, services
and their communities if they are to avoid the
poor outcomes that many of them currently
experience.
Nevertheless, the pressures of early parenthood
result in teenage mothers in particular
experiencing high rates of poor emotional health
and wellbeing which impacts on the life chances
of their children. Teenage mothers and young
fathers disproportionally come from
disadvantaged backgrounds and are therefore
in a more difficult position. Becoming a teenage
parent significantly adds to the challenges
they face.
The link between teenage pregnancy and
deprivation is unequivocal. Half of all conceptions
in England for those aged under 18 occur in the
20% most deprived wards. Teenage pregnancy
rates among the most deprived 10% of wards are

four times higher than in the 10% least deprived
wards. It should be noted, that of the 450
conceptions to under-18s in Devon per annum,
80 or so are attributable to those aged under 16
years.
There are two national targets for teenage
pregnancy:
to halve the under-18 conception rate by 2010
and establish a firm downward trend in the
under-16 conception rate
to increase the proportion of teenage parents
in education, training or employment to 60%
by 2010 to reduce their risk of long-term social
exclusion
Of the 50,000 mothers under 20 years of age
living in England in 2005:
over 80% were aged 18 or 19
over 60% were lone parents
over 70% were not in employment, education
or training
89% were White British (although this pattern
is not uniform across all local areas)
only 6% were aged 16 or under
There are less complete data on the age profiles
of the fathers of children born to teenage
mothers as their details are not always included
on birth registrations. However, from the available
data:
25% of fathers are also aged under 20
50% are aged 20-25
25% are aged over 25
Around 20% of births conceived to women under
18 years of age are secondary or subsequent
births.
Analysis of the data also indicates that:
by the time they reach the age of 30, teenage
mothers are 22% more likely to be living in
poverty than mothers giving birth at the age
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of 24 or over, and are much less likely to be
employed or living with a partner
teenage mothers are 20% more likely to have
no qualifications at the age of 30 compared
with mothers giving birth at the age of 24 or
over
teenage mothers are three times more likely
to suffer from postnatal depression than older
mothers and also have a higher risk of poor
mental health for three years after the birth
the infant mortality rate for babies born to
teenage mothers is 60% higher than for babies
born to older mothers
teenage mothers are three times more likely to
smoke throughout their pregnancy and 50%
less likely to breastfeed than older mothers –
both of which have negative health
consequences for the child
children born to teenage mothers have a
63% increased risk of being born into poverty
compared to babies born to mothers in their
twenties, and are more likely to have accidents
and behavioural problems
children born to teenage mothers achieve
lower academic attainment and are at higher
risk of economic inactivity in later life
among the most vulnerable girls, the risk of
becoming a teenage mother is almost one in
three
the majority of teenage pregnancies are
unplanned and almost half end in
abortion
Teenage pregnancy is a complex issue.
Evidence shows that it is not one
individual intervention that makes a difference,
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but a combination of different interventions which
together can reduce rates of teenage pregnancy
and support teenage parents. Teenage mothers
and young fathers need targeted and tailored
packages of support that meet their needs and
advocacy and support in the transition to, and
accessing of, mainstream services. The needs and
support of young fathers are often overlooked.
Children’s centres have been found to be
successful in reaching out to vulnerable young
parents and providing one-stop access to a broad
range of support. Young mothers who do not live
with their parents may need support with their
accommodation to avoid situations where they
become isolated. Access and support to
undertake education, employment and training is
essential in improving long-term outcomes, for
teenage mothers,
young fathers
and their
babies.

6.5 Autism
An autistic spectrum condition is a lifelong
condition that affects how a person communicates
with, and relates to, other people. It also affects
how a person makes sense of the world around
them. The word ‘spectrum’ is used because the
characteristics of the condition vary from one
person to another. A person with autism may
often have a delay in cognitive or language
development. Approximately 1% of the
population is estimated to have an autistic
spectrum condition.
Asperger’s syndrome is a form of autistic
spectrum condition. People with Asperger’s
syndrome have fewer problems with speech than
others on the autism spectrum and are often of
average or above-average intelligence.
By taking a strengths and needs-based approach
some of the qualities which people with an
autistic spectrum condition may have include:
Social interaction:
an ability to regard others at face value
a capacity to form peer relationships
characterised by loyalty and dependability
an aptitude to listen without continual
judgement or assumption
Social language:
a determination to seek the truth
an ability to converse in a way that is free from
hidden meaning or agenda
Cognitive skills:

There are difficulties with:
social communication (for example, problems
using and understanding verbal and non-verbal
language, such as gestures, facial expressions
and tone of voice)
social interaction (for example, problems in
recognising and understanding other people’s
feelings and managing their own)
social imagination (for example, problems in
understanding and predicting other people’s
intentions and behaviour and imagining
situations outside of their own routine)
Many people with an autistic spectrum condition
may experience some form of sensory sensitivity
or under-sensitivity, for example, to sounds, touch,
tastes, smells, light or colours.
People with an autistic spectrum condition often
prefer to have a fixed routine and can be averse
to change. They may also have another
condition such as attention deficit hyperactivity
disorder (ADHD) or dyspraxia.
Attention deficit hyperactivity disorder is the term
used to cover the various syndromes, whether
there is either attention deficit, hyperactivity or
both. The condition is a neurologically-based
disability. The British Child and Adolescent
Mental Health Survey (2003) reported a
prevalence of 3.6% in boys and less than 1%
in girls.
A person with attention deficit hyperactivity
disorder may have trouble with:
remaining focused on tasks, in work or play
organising tasks and activities

a strong preference for detail

playing or working quietly

a persistence of thought

disruptive behaviour

a knowledge of routines and a focused desire
to maintain order and accuracy

not interrupting others

The three main areas of difficulty, which all
people with an autistic spectrum condition share,
are known as the ‘triad of impairments’.

Adult attention deficit hyperactivity, as in children,
is characterised by excessive inattentiveness,
impulsiveness and hyperactivity. While in children
hyperactivity is often displayed as constant
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squirming and moving, in adults it may be more
of a constant sense of restlessness and agitation.
Extreme procrastination, disorganisation, trouble
meeting deadlines and impulsiveness are common.
NHS Devon and Devon County Council completed
a local consultation in 2008 to develop Devon’s
Autistic Spectrum Condition Strategy. During
2009-10, executive representatives from both
these organisations endorsed the strategy and
agreed to develop a jointly-funded implementation
plan. This plan includes the development of two
separate but interlinked service models.
The Autism Act (2009) has placed legislative
duties on all local authorities and NHS trusts.

These duties include access to diagnosis and
support as well as strategic planning based on
sound local intelligence.
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Recommendations
6.1 There should be continuous involvement by healthcare professionals for a pregnant woman at
different stages of pregnancy and after childbirth, with communication regarding any mental health
problem and its treatment.
6.2 Women should have access to a specialist perinatal mental health service (this encompasses
antenatal and postnatal care).
6.3 Mothers returning to hospital for treatment within a year of giving birth should be admitted to a
specialist mother and baby unit if possible.
6.4 Tailored support should be provided by midwifery and health visitor services for teenage parents
(both teenage mothers and young fathers), who frequently report feeling ignored by midwifery and
health visitor services.
6.5 Ensure that the emotional and mental health support needs of teenage mothers and young
fathers are included in the local Parenting and Early Years and Child and Adolescent Mental Health
Service strategies and work of the children’s centres. This includes early mediation and relationship
support to help resolve family breakdown, partner conflict and domestic abuse.
6.6 Enhance the role of targeted youth support services in helping teenage parents cope with the
challenges of early parenthood, by providing co-ordinated support from a lead professional who can
act as an advocate for the young parents and put them in touch with any specialist support they need.
6.7 Make services more attractive to young fathers; recognise the implications of fatherhood when
helping them overcome barriers to engagement in education, employment and training, and help
teenage mothers to re-engage in education, employment and training.
6.8 All health visitors should have an awareness of infant mental health and should have access to
training and supervision in this area, and all parents who express concerns about attachment to their
infant should be supported.
6.9 A strengthened approach to the commissioning of child and adolescent mental health services
within the context of the Mental Health and Wellbeing Promotion Strategy for Devon 2010-13.
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This chapter considers the
opportunities for the
promotion of emotional
wellbeing and mental health
through employment and
psychological therapies,
and the challenges of mental
health problems when
combined with substance
misuse. The challenge of the
provision of high-quality
services for dementia is
discussed in the context of
the changing age profile of
the population. Prevention
of suicide and emotional
distress involves both the
identification of those at
higher risk as well as the
development of strong and
supportive communities.
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7.1 Workplace stress
The Faculty of Public Health’s (2007) position
statement on mental health clearly states that
“for people of working age, being employed is
generally better for physical and mental health
than being unemployed.”

a strategic and co-ordinated approach to
promoting employees’ mental wellbeing

Being employed is not only financially beneficial
but also benefits wellbeing as well as increasing
an individual’s social circle and support networks.
For some individuals, work can also be one of the
causes of stress or exacerbate stress felt outside
of work. Good employment practices should be
aimed at minimising stress that is directly
attributable to work by creating a workplace
and practices that support the employee to live a
healthy work-life balance. Taking care of mental
health within the workplace is beneficial for both
the individual and the business.

flexible working

The National Institute of Health and Clinical
Excellence issued public health guidance (NICE,
2009) on promoting mental wellbeing at work
and lists the benefits to the employer of
supporting their employees within the work
setting. These benefits include increased
productivity, increased commitment, and
increased staff retention with reduced
absenteeism.
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NICE made five recommendations:

assessing opportunities for promoting
employees’ mental wellbeing and managing
risks

the role of managers
supporting micro-, small- and medium-sized
businesses
As the biggest employer in the United Kingdom,
the NHS has a crucial role to play in demonstrating
leadership when implementing health
recommendations. This includes embedding
the recommendations from NICE into the
organisation, and one way of assessing the
wellbeing of staff is from the annual staff survey.
Each year every NHS organisation takes part in a
staff survey and in 2009, 64% of staff who were
sent questionnaires returned their forms.
For NHS Devon there were several top-ranking
results in 2009. These included a reduction in the
percentage of staff who intended to leave their
jobs, high numbers of staff using flexible working

options, high numbers of staff feeling valued by
their colleagues and a low (good) score for the
impact of health and wellbeing on ability to
perform work or daily activities.
There was a slight decline in the staff’s perception
of the Trust’s commitment to work-life balance
and an increase in the work pressure felt by staff.
As part of the planned action to improve the
health and wellbeing of staff, a recent walking
and dieting initiative was run by NHS Devon with
15% of staff taking part. Teams joined together
to record either the number of steps or the
amount of weight lost, with prizes awarded to the
winning teams. Peter Trim, Receptionist at
Axminster Hospital, achieved double success by
coming first in both these initiatives. Peter joined
forces with four other administrative staff
members from Axminster Hospital to form the
aptly-named team ‘Blisters R Us’. This triumphant
team walked the equivalent of 2,200 miles over
an eight-week period. Over the same eight-week
period, Peter lost 11.61 kilograms. Two teams
were equally successful in winning the weight
loss initiative – the ‘Motley Mauvies’ from
Okehampton Hospital, and the ‘Devon Dumplings’
from Sidmouth Hospital.

Top: Peter Trim, Receptionist at Axminster
Hospital, is congratulated by Sally Slade,
Managing Director of Health and Social Care
Delivery.

Above: Devon Dumplings from Sidmouth Hospital
from left to right: Clinical Support Workers
Margaret Parsons, Dee Sibley and Jane Mews and
seated, Matron Emma Bagwell (not pictured is
Catering and Services Team Leader - Sara Broom).

Left: Motley Mauvies from Okehampton
Hospital from left to right: Hotel Services Staff
Marie Skrzpczak, Emma Nicks, Mandy Miller,
Diana Littlejohns and Alison Rounsley.
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7.2 Improving the mental
health of adults

suffering from depression and anxiety disorders
with only a quarter of these accessing treatment
(www.iapt.nhs.uk). More than 1.3 million older
people in England have a mental illness such as
depression.

The World Health Organisation defines mental
wellbeing as a state “in which the individual
realises his or her own abilities, can cope with
the normal stresses of life, can work productively
and fruitfully, and is able to make a contribution
to his or her community.”
Depression and anxiety are two of the greatest
contributors to morbidity in the country. As they
are predominantly treated in primary care, hospital
admissions give us a limited picture of the extent
of mental illness. A recent report showed that
the South West has significantly higher rates of
hospital admissions for self-harm, depression and
anxiety disorder than the England average
(Association of Public Observatories).
Many people do not realise the extent of
mental illness or the impact it has on the
individual, society or the economy. At any one
time, nearly a sixth of all adults are experiencing
depression or anxiety. Mental illness accounts for
a third of all illness nationally. Six million people in
the United Kingdom have been shown to be

The lack of social support and/or social networks
has been shown to be associated with depression
and other mental health problems (Association of
Public Observatories). According to the
Sainsbury Centre for Mental Health, the total cost
to the nation of mental ill health is as high as £77
billion each year in lost earnings, productivity
and reduced quality of life. This is more than the
economic and social costs of crime at around £60
billion each year. The true cost to the life of a
person due to loss of self-esteem, unemployment,
homelessness and destroyed relationships is not
easy to quantify.
A report by the Office for National Statistics found
that one in six (16.5%) of the population surveyed
exhibited symptoms sufficient to warrant a
diagnosis of a common mental health problem
(Singleton et al, 2000).
Figure 7.1 shows variations in antidepressant
prescribing by town in Devon.

Figure 7.1: Anti-depressant prescribing rate by Devon Town, 2009-10
Source: EPACT Toolkit, Crown Copyright,
2010
Anti-depressant
prescribing rate by Devon Town 2009/10
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The survey by Singleton et al (2000) found a
prevalence rate of 26 per 1,000 population (for
women 28 per 1,000 and for men 23 per 1,000)
for depression. A report by the King’s Fund (2008)
found that depression was among the
highest-cost mental health conditions in terms
of service costs and loss of earnings.
The Psychiatric Morbidity survey (2007) found the
prevalence of neurotic disorders to be 164 per
1,000 total population, with 194 per 1,000
women and 135 per 1,000 men. People from
an Asian background have a higher prevalence
of neurotic disorder at 192 per 1,000, with 229
per 1,000 Asian women and 156 per 1,000 Asian
men. Neurotic disorders are characterised by a
variety of symptoms such as fatigue and sleep
problems, forgetfulness and concentration
difficulties, irritability, worry, panic, hopelessness,
and obsessions and compulsions, which are
present to such a degree that they cause
problems with daily activities and distress.
The report defined personality disorders as
obsessive-compulsive, avoidant, schizoid,
paranoid, borderline, antisocial, dependent and
achizotypal disorders. The prevalence of any
personality disorder is 44 per 1,000 people, with
34 per 1,000 women and 54 per 1,000 men.
Psychotic disorders were defined as one of a
number of disorders under the categories of
‘schizophrenia, schizotypal and delusional
disorders’ and affective disorders, such as manic
episodes and bipolar affective disorder. They are
disorders that produce disturbances in thinking
and perception that are severe enough to distort
the person’s perception of the world and the
relationship of events within it. Psychoses are
normally divided into two groups: organic

psychoses, such as dementia and Alzheimer’s
disease, and functional psychoses, which mainly
cover schizophrenia and manic depression. To
obtain an estimate of the prevalence of psychotic
disorder an assessment of probable psychotic
disorder was applied. The prevalence rate for
probable psychotic disorder is five per 1,000 adults
aged 16 to 74, with the rate among women being
five per 1,000 and, among men, six per 1,000.
These prevalence rates have been applied to
population projections for the 18-64 age group
population to give estimated numbers for those
predicted to have a mental health problem in
Devon, projected to 2030 (Table 7.1).
Offering effective treatments in the initial stages
of an individual’s care pathway may reduce the
number of people referred to more specialist
services, as well as long waits and multiple
assessments, allowing more specialist services to
focus on meeting the needs of their service users
more effectively.
Reports such as “The Depression Report” (2006)
and “Mental Capital and Wellbeing” (2008)
suggest that cognitive behavioural therapy can
‘effectively treat’ 50% of patients with depression
/anxiety disorders at a cost of £750 per person
and, at a national level, over 50% of people
who have used improved access to psychological
therapy services have ‘recovered’.
In October 2007, the Department of Health
announced substantial additional investment to
develop evidence-based psychological therapy
services across England for people experiencing
the debilitating mental health conditions of
depression and anxiety disorders. This investment
was the beginning of a phased implementation

Table 7.1: People aged 18-64 years of age predicted to have a mental health problem in
Devon, projected to 2030
Condition
Depression
Neurotic disorder
Personality disorder
Psychotic disorder

2009

2015

2020

2025

2030

11,659
75,257
20,071
2,511

12,129
78,248
20,922
2,616

12,556
80,974
21,694
2,710

12,951
83,488
22,408
2,798

13,249
85,374
22,966
2,865

Source: PANSI, Crown
Copyright, 2009
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establishing services and new IT and workforce
infrastructures across the country. Devon was in
the third ‘wave’ of the new services. The national
programme provided the necessary additional
resources to recruit and train 3,600 new
psychological therapists, to treat 900,000 more
people and to provide access to services in at least
half of the country by spring 2011.

(2009), the mental health policy landscape has
evolved; it redefines the mental health policy
priorities for the next phase by promoting
public mental health and wellbeing. Psychological
therapies are able to promote mental health and
wellbeing and there is a link to other mental
wellbeing initiatives (such as long-term conditions)
and integrated care pathways.

In response to a recognised shortage of
psychological therapists trained in cognitive
behavioural therapy (CBT) the early phases of
the programme have focused on the recruitment
and training of a new workforce. The aim of the
programme is to implement the recommendations
for the provision of psychological therapies in the
National Institute of Health and Clinical Excellence
(NICE) guidelines for depression and anxiety
disorders. The therapies for depression have now
been set out in the revised guidelines published
by NICE (October, 2009). As other modalities are
added to NICE guidance they are then added to
the therapies provided within the Improving
Access to Psychological Therapies programme.

Establishing the programme in Devon has been
challenging. During the first years of the
programme many staff were involved in
intensive training programmes and future
workforce growth is staged, with the anticipation
that a fully-recruited and trained workforce will
be in place by late 2011.

The NICE guidelines for the management of
depression, anxiety (panic disorder and generalised
anxiety disorder) and obsessive-compulsive disorder
(OCD) recommend using a stepped-care model.
The steps and the interventions required vary
across these conditions, but the principle is that
patients receive the least burdensome effective
treatment necessary for their recovery.
Within stepped care, the progression of patients
from Step 1 interventions through to a higher step
is based on both increased need and past treatment
experience. As the NICE Depression Guidelines
outline, it is expected that many patients will
have had access to lower step treatments prior to
receiving treatments from higher treatment steps.
For example, many patients with moderate or
severe depression will benefit from brief
psychological interventions and this may reduce
the burden on more intensive treatment on the
patient and the service providers and commissioners.
Since the publication of the Department of
Health’s Mental Health Promotion Strategy “New
Horizons: A shared vision for mental health”
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Devon has a large elderly population and older
people may suffer anxiety and depressive disorders
which may co-exist with long-term physical health
conditions. There is some evidence that older
people are less likely to be referred for psychological
therapy services and yet we know they can benefit
from these ‘talking therapies’. One of the
significant benefits of talking therapies is that they
may be suitable as an alternative to medication.
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7.3 Benzodiazepine use and
management

evidence on treating generalised anxiety disorders
and panic disorders and issued revised guidance in
2007 on the use of benzodiazepines. This group
of medication is associated with poorer long-term
outcomes and its use is not recommended for
panic disorders. Where appropriately used for
generalised anxiety disorders it should not be
continued for longer than two to four weeks.

Anxiety and panic disorders are common
conditions which can be treated by GPs. The
quality of life for individuals experiencing these
conditions can be seriously affected. There is a
large personal and societal cost in living with
anxiety or panic. Many individuals recover and
stay well with effective interventions, although
others may have several episodes throughout
their lives and receive several different
interventions. There are many known effective
ways of managing these conditions including
psychological therapy, pharmacological treatment
and self-help support. The National Institute
of Health and Clinical Excellence looked at the

During 2009 an audit of benzodiazepine prescribing
was carried out across Devon. This showed that
some people with panic disorders were still
being prescribed benzodiazepines but that very
few people with generalised anxiety disorders
were prescribed them for more than two to four
weeks. The audit did identify that additional
improvements could be made and as part of the

Figure 7.2 Quarterly benzodiazepine prescribing rates from 2007 to 2010
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response to this prescribers are encouraged,
via the prescribing scheme, to review their
benzodiazepine prescribing. It is expected that
the prescribing of benzodiazepines will be kept to
a minimum through this scheme and that they are
prescribed for the shortest possible length of time.
In addition, it is expected that prescribing rates
should fall to reflect a reduction in inappropriate
prescribing. Practices are also asked to consider
removing benzodiazepines from repeat
prescriptions.

Units) which allows prescribing rates for specific
conditions to be calculated.
Across Devon, the rates of benzodiazepine
prescribing are slightly above the national average
but consistent progress has been made to
reduce this. Figure 7.2 shows the reduction in
benzodiazepine prescribing rates since 2007
and reflects successful efforts to ensure effective
prescribing.
There are also variations across practices in the
rates of prescribing. This may be for a variety of
reasons and will need to be addressed at an
individual practice level. Figure 7.3 shows this
information aggregated at town centre, each
town representing several practices.

The prescribing of benzodiazepines is measured
in ADQ (Average Daily Quantity) which is an
analytical unit allowing prescribing rates to be
more accurately calculated, and STAR-PU (Specific
Therapeutic Group Age-Sex Related Prescribing

Figure 7.3 Benzodiazephine
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7.4 Mental health problems
with substance misuse
People with mental ill health and substance
misuse (dual diagnosis), are among the most
socially excluded people in society. The label
‘dual diagnosis’ implies that they have only one
additional problem alongside their mental ill
health. However, they frequently have multiple
and complex long-term needs which require a

comprehensive, co-ordinated, seamless,
multi-agency response (Hughes et al, 2009).
Unfortunately, this label often leads to stigma
and difficulty for individuals in accessing
appropriate services. Hence this is one of the
most challenging areas in mental health work
requiring collaborative working between a broad
range of different agencies, including assertive
outreach and offender mental health teams
(Department of Health, 2009).

Table 7.2 Current policy framework for dual diagnosis
Mental health

Drugs

Alcohol

National Service Framework
(NSF)
NSF – five years on

Tackling drugs to build
a better Britain (TDBBB)

Alcohol strategy (2004)
Safe. Sensible. Social.

Drugs: protecting
families and
communities (2008)

The next steps in the
national alcohol
strategy (HM
Government 2007)

Implementation Local Implementation Teams
(LITs)
responsibility

Joint Commissioning
Group working through
the Devon Drug and
Alcohol Action Team
(DAAT)

As per drugs with
limited funding
devolved to Devon
Drug and Alcohol
Action Team (DAAT)

Strategy

Guidelines

Drug misuse and
Models of care for
dependence: guidelines alcohol
on clinical management
Mental health care in prisons
(updated version, 2007) Devon and Torbay
(2007)
alcohol service
Models of care for
framework (2005)
Dual diagnosis – developing
substance misuse
Models of care for
capable practitioners to improve services (2006)
alcohol misusers
services and increase the
Models of care for
(2006)
positive experience of people
treatment of adult drug
who use services (Care Services
Improvement Partnership, 2008) misusers (update, 2006)
Mental health policy
implementation guide (2000)

No-one left out: communities
ending rough sleeping
(Communities and Local
Government, 2008)
New horizons: a shared vision
for mental health (Department
of Health, 2010)
Source: Mental health policy implementation guide: dual diagnosis good practice, Department of Health, 2002
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This section considers the national picture for the
implications of mental ill health and substance
misuse, and reports on ongoing work in Devon
to meet the needs of individuals who have both
mental ill health and drug and/or alcohol addiction.

In the United Kingdom it is estimated that:
one-third of mental health service users (those
with a serious mental illness) will also have a
substance misuse problem or history

It is important to point out that substance misuse
includes the use of alcohol and illegal drugs. It
does not include the misuse of legally obtained
prescription medication or tobacco.

approximately half of clients in drug and
alcohol services also have some form of mental
health problem (most commonly depression or
personality disorder)

The issue of mental ill health and substance misuse
is not a new one, but it is only comparatively
recently, in the past eight years or so, that
concerted efforts have been made to produce
guidance and policies.

alcohol misuse is seen to be the most widely
recognised ‘drug of choice’ with up to 40% of
those with an alcohol disorder presenting with
a concurrent mental health problem

Table 7.2 on page 78 summarises the current
policy framework for dual diagnosis by listing the
key national strategy documents, the lead agencies
for implementation and the relevant policy and
care guidelines.
The multiple needs of individuals with a dual
diagnosis might include one or more medical
problems and a range of social issues such as
housing, income, employment and social isolation.
In practice, people are usually only given a formal
diagnosis of dual diagnosis if they have severe
mental health problems (generally psychotic
disorders) and severe substance misuse problems
(such as those who meet the criteria for specialist
services). The issue then arises of how to access
appropriate care for people whose problems, while
distressing, are not considered significant enough
to meet the threshold for specialist care and support.

homelessness is frequently associated with
substance misuse problems
Community Mental Health teams typically
report that 8-15% of their clients have dual
diagnosis problems although higher rates may
be found in inner cities (Department of Health,
2002)
Lord Bradley’s Review (2009) cites drug and
alcohol issues as a major problem among the
prison population where dual diagnosis is
common, with up to 70% of the prison
population being affected
The relationship between substance misuse
and mental disorder is complex and there are a
number of possible relationships between the
two (Table 7.3).
There is evidence from research that the overlap

Table 7.3 Examples of the relationship between mental health problems and substance misuse
Responsibility for
Severity of mental health problem
care co-ordination Low
High
Low Illustration: a person who undertakes Illustration: a person with bi-polar
recreational misuse of ‘dance drugs’
disorder problems whose occasional
Severity of
who has begun to struggle with low
binge drinking and experimental
problematic
mood after weekend use
misuse of other substances
substance
de-stabilises their mental health
misuse
Illustration: a person who is
Illustration: a person with
High physically dependent upon alcohol
schizophrenia problems who femorally
who experiences increasing anxiety
injects heroin on a daily basis
Source: Devon and Torbay Dual Diagnosis Strategy, 2008
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between mental health problems and substance
misuse is significant. There is also likely to be
unmet need.
Menezes et al (1996) identified all patients with
psychotic illnesses who had any contact with the
mental health services in a geographically-defined
sector in South London over a specified period.
Individuals with problems related to alcohol
or drugs were identified using standardised
interviews with subjects and their keyworkers.
The one-year prevalence rate for any substance
misuse problem was 36.3%; for alcohol problems
it was 31.6%, and for drug problems 15.8%.
Weaver et al (2003) report a cross-sectional
survey of adult psychiatric, drug and alcohol
services in four urban centres in the United
Kingdom. They assessed the prevalence of
co-existent mental illness and substance misuse.
Forty-four per cent of psychiatric patients reported
past year problem drug use and/or harmful
alcohol use (16.7% were drug dependent, 9.2%
had severe alcohol problems). For drug patients,
74.5% had had a psychiatric disorder during the
past year and the figure was higher for alcohol
patients at 80.6%. Most had depression or
anxiety disorders (drug: 67.6%, alcohol: 80.6%)
but psychotic disorder was present in 7.9% of
drug patients and 19.4% of alcohol patients.
They found that 38.5% of drug users with a
psychiatric disorder were not receiving treatment
from mental health services and joint
management of individuals was rare.
Ley et al (2002) showed that drug use among
psychiatric inpatients frequently goes undetected
in the United Kingdom.
Rey and Tennant (2002) studied the causal
relationship between substance misuse and
psychiatric illness in general practice. Their
findings did not support the hypotheses that
co-existence of substance abuse and psychiatric
illness is primarily the result of substance abuse, or
that increasing co-existence is largely attributable
to increasing substance abuse.
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These studies demonstrate that:
alcohol is the ‘drug of choice’ for a higher
proportion of individuals in mental health
services than other drugs
a high proportion of drug users with a
psychiatric condition were not receiving
support from mental health services
substance misuse is frequently under-reported
on admission to mental health services
the co-existence of mental ill health and
substance misuse is not necessarily the result
of substance misuse
the most common psychiatric disorders among
drug and alcohol users are depression and
anxiety
psychotic disorder was present in 7.9% of drug
patients and 19.4% of alcohol patients
Figures for 2008-09, for those people in drug
treatment with a dual diagnosis in Devon, show
the numbers of new treatment journeys (people
coming into treatment) as 39 individuals (7%).
This was an increase from 31 individuals (5%)
in the previous year. These figures do not show
those people who have identified anxiety or
depression as an issue for them when they come
into drug treatment.
The Devon Drug and Alcohol Action Team sent
out a questionnaire to service users as part of the
annual needs assessment process for 2007-08.
This included questions relating to mental health.
Table 7.4 shows the high proportion of the 109
respondents who identified mental health issues
either currently or in the past (just over 65%).
The most common mental health issues among
drug users are stress (44.9%), anxiety (43.1%)
and mild depression (42.2%), with severe
depression affecting 33% of people. These
findings are broadly in line with general estimates
of mental ill health among the drug-using
population (Table 7.5).

Table 7.4 History of mental health issues in substance misusers
Mental Health Issues
Total
Percentage
Current
In the past
No
Grand Total

43
28
38
109

39.45%
25.69%
34.86%
100.00%

Source: Devon Drug
and Alcohol Action
Team needs assessment
questionnaire, 2007-08

Table 7.5 Type and prevalence of mental health problem in substance misusers
Current
Current or in the past
Mental Health problem Total
Stress
Anxiety
Mild Depression
Severe Depression
Self-Harm
Bipolar
Eating Disorder
OCD
Schizophrenia
Other
Any Problem

31
31
28
25
8
6
5
3
3
2
43

Percentage

Total

Percentage

28.44%
28.44%
25.69%
22.94%
7.34%
5.50%
4.59%
2.75%
2.75%
1.83%
39.45%

49
47
46
36
14
8
7
6
5
5
71

44.95%
43.12%
42.20%
33.03%
12.84%
7.34%
6.42%
5.50%
4.59%
4.59%
65.14%

Source: Devon Drug and
Alcohol Action Team needs
assessment questionnaire,
2007-08

Table 7.6 Number of 16-64 year-olds by district in Devon in hazardous/harmful and
dependent drinking categories
Alcohol Dependent
Hazardous or Harmful
Total District
population
Female
Male Female
Male
Total Female
Male
Total
16-64 year olds
16-64
16-64
15%
32%
2%
6%
East Devon
Exeter
Mid Devon
North Devon
South hams
Teignbridge
Torridge
West Devon

Estimated numbers
(15%) presenting
for help

40,196
40,262
23,985
29,939
27,487
39,639
19,808
16,334

38,191
40,703
24,128
30,186
26,852
39,424
19,862
16,285

6,029
6,039
3,597
4,490
4,123
5,945
2,971
2,450

237,650 235,631

35,644

12,221
13,024
7,720
9,659
8,592
12,615
6,355
5,211

18,250
19,063
11,317
14,149
12,715
18,560
9,326
7,611

803
805
479
598
549
792
396
326

2,291
2,442
1,447
1,811
1,611
2,365
1,191
977

3,094
3,247
1,926
2,409
2,160
3,157
1,587
1,303

75,397 110,991

4,748

14,135

18,883

16,649

2,832

Source: Reducing harm, empowering change, Team Alcohol strategy 2008-11, Devon Drug and Alcohol Action Team
Population figures have been taken from Devon County Council mid-year estimates 2005. Multipliers taken from Alcohol
Needs Assessment Research Project, Department of Health, 2005
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Mental health and alcohol

Figure 7.4 Snapshot data for numbers in Tiers
3 and 4 alcohol treatment on 1/10/08 and
1/10/09

In addition to the physical implications of problem/
harmful drinking, research shows that there is a
great deal of overlap between alcohol and mental
illness: suicide is eight times more likely to occur in
the presence of alcohol misuse or dependency; at
least two-thirds of people entering treatment for
alcohol dependency have depressive symptoms or
similar; and those with a personality disorder or
schizophrenia may be predisposed to alcohol
dependency (The Mental Health Foundation, 2006).

Source: HALO, the data management system for Devon Drug
and Alcohol Action Team

Table 7.6 on page 81 shows estimated numbers
of individuals by level of alcohol use and district.
Exeter, East Devon and Teignbridge show the
highest overall number of people with problematic
alcohol use.

of the population that needs help (approximately
5%) and therefore, there may be problematic
drinkers with mental ill health who are not in
touch with services.
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The rate of hospital admissions per 100,000 for
alcohol-related harm is a Safer Communities
indicator in the National Outcome and Indicator
Set and is based on the North West Public Health
Observatory calculated attributable fractions.
Although there is not a specific target, good
performance is measured by an improvement in
the long-term trend in the rate of admission.

Most adults in Devon (90%), around 670,000
people, will consume alcohol on a regular basis
and will do so in a way unlikely to lead to adverse
consequences for themselves or other people
(Devon Drug and Alcohol Action Team, 2008).
However, approximately 111,000 people in Devon
drink at hazardous or harmful levels and around
19,000 people are estimated to have an alcohol
dependency. The Devon Alcohol Strategy has
enabled more people to access treatment for
harmful and hazardous drinking. Figure 7.4
provides a snapshot of the numbers of people
undergoing alcohol treatment in Tiers 3 and 4.

Figure 7.5 shows that there is a peak in hospital
admissions for alcohol-related mental health
conditions between the ages of 40 and 55 years.
This shows a different pattern from those
admissions relating to acute and chronic
conditions – the former peaking in the late teens
and for chronic conditions, peaking between the
ages of 70 and 74 years.

While there has been significant new investment
in both alcohol treatment services in 2009-10,
these services will still only reach a small proportion
Alcohol-related admissions by condition, type and age group (% share within
condition type), April 2005 to March 2009

Figure 7.5 Alcoholrelated admissions by
condition, type and age
group (% share within
condition type), April
2005 to March 2009
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Mental health, homelessness and
complex needs or multiple
vulnerabilities
“There is still a group of people with complex
needs who are not benefiting from services
because their lives and engagement with services
are too chaotic. These adults continue to face
poor outcomes in the form of offending,
long-term mental and physical health problems,
poor family relationships, continuing substance
misuse, worklessness and deprivation.”
(Department of Health, 2006)
People with multiple needs and chaotic lifestyles
are frequently those who have the most difficulty
in engaging with services. This leads to those
individuals, including those with problematic drug
or alcohol use and mental ill health, missing out
on provision, which could halt the downward
spiral into deeper exclusion (Devon Drug and
Alcohol Action Team, 2008).
A recent pilot project worked with 14 entrenched
rough sleepers in Exeter and North Devon to
explore the use of individualised budgets with
people who had been sleeping rough for a long
time, in many cases over 10 years. The objectives
of the project were to reach out to these rough
sleepers with multi-complex needs and establish
a personal relationship to enable them to take
greater control over their lives so that they might
be encouraged into accommodation. Of the 14
individuals seven were found to be on the autistic
spectrum of disorders. Problematic alcohol use
was an issue for seven of the individuals.
The Department of Health (2006) estimates that
single homeless people “consume around more
than four times acute hospital services than the
general population… inpatient costs… rise eight
times.... compared to the 16-64 population”. This
translates into 26% of single homeless people
being admitted to hospital compared to 16% of
the general population, with the most common
reasons for admission being toxicity, alcohol, drugs
and mental health problems. Thus with a degree
of `emergency’ surrounding the admission and
because of these people’s inability to engage,

when they do seek health care they are probably
in a more deteriorated state than the average
citizen (Pritchard, 2009).
“Homelessness is understood to be a symptom
of people suffering from complex needs that at
first sight might appear ‘self-harming’.
Nonetheless, based upon these in-depth
interviews, for some it appears to be their
method of coping with the inner psychological
turbulence, as those along the autistic/mentally ill
spectrum find it easier to be on the streets than
dealing with day-to-day life. Many
explained that they had become accustomed
to homelessness and, in a sense, can exercise a
degree of control because it is what they
know. This becomes a form of defensive
‘Institutionalisation without Walls’. The effect is
a form of social exclusion, not really chosen as
such, but an alternative to dealing with life
and which results in a degree of social
ostracism. Thus it is easy to view the
circumstances of the rough sleeper as ‘their
choice – their fault’ resulting in a public
perception of ‘undeserving’ as opposed to
‘deserving’ (poor) people. This is especially so
in the case of those with chronic alcohol
difficulties, who appear so unprepossessing to
the general public and, perhaps, professionals?
Yet it appears that the majority of these
entrenched rough sleepers, even if we exclude
those with alcohol dependence, are mainly
people with mental health problems who have
fallen outside the care of the community.”
Source: Overview of entrenched rough sleeps, Pritchard
2010, Bournemouth University
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Mental health and criminal justice
In December 2007, Lord Bradley was asked by the
Secretary of State for Justice to undertake an
independent review of offenders with mental
health problems or learning disabilities and
whether they could, in appropriate cases, be
diverted from prison to other services and the
barriers to such diversion (Department of Health,
2009).
“While public protection remains the priority,
there is a growing consensus that prison may not
always be an appropriate environment for those
with severe mental illness and that custody can
exacerbate mental ill health, heighten vulnerability
and increase the risk of self-harm and suicide”
(Department of Health, 2009). People with
mental ill health and learning difficulties are
over-represented in the criminal justice system.
The review itself covered the broad spectrum of
criminal justice arenas, including police custody,
courts and prison, whether sentenced or on
remand. It became clear that “the issue of dual
diagnosis (mental health problems combined with
drug and/or alcohol problems) is a vital
component of addressing the issue of mental
health and criminal justice.” Lord Bradley
suggests that dual diagnosis should be considered
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the norm rather than the exception in prison
mental health in-reach services. In 1998, a review
of psychiatric morbidity among prisoners
(Singleton et al, 1998) found over 90% of
prisoners had one or more of the five psychiatric
disorders studied (psychosis, neurosis, personality
disorder, hazardous drinking and drug
dependence). While this research is over 12 years
old, Lord Bradley asserts that it holds true even
now. Unfortunately the most common experience
of individuals in the system is of services working
in isolation from each other. Therefore, there is
now consensus across government departments
to work together in an integrated partnership to
address this issue.
In response to the Bradley recommendations, the
Department of Health has produced a delivery
plan with key priorities (Department of Health,
2009). These priorities include access to evidencebased drug and alcohol services which create clear
care pathways for prisoners and others within the
criminal justice system. Furthermore, for dual
diagnosis, the delivery plan aims to create a far
more coherent and integrated mental health
system to ensure that dual diagnosis is fully
incorporated into a clear and robust care
pathway, with particular attention to the
availability of information across mental health
and substance dependence services.
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7.5 Dementia
Recent reports and research have highlighted
the shortcomings in the current provision of
dementia services in the United Kingdom.
Dementia presents a huge challenge to society,
both now and also will increasingly in the future.
There are currently 700,000 people in the United
Kingdom with dementia, of whom approximately
570,000 live in England. Dementia costs the
United Kingdom economy £17 billion a year and
over the next 30 years the number of people with
dementia in the United Kingdom will double to
1.4 million, with the costs trebling to over £50
billion a year.

A National Dementia Strategy was developed by
the Department of Health (2009) and published
after extensive consultation, the aim of which is to
ensure that significant improvements are made to
dementia services across three key areas: improved
awareness, earlier diagnosis and intervention, and
a higher quality of care. The strategy identifies 17
key objectives which when implemented, largely
at a local level, should result in significant
improvements in the quality of services provided
to people with dementia and should promote
a greater understanding of its causes and
consequences. This strategy should be a catalyst
for a change in the way that people with
dementia are viewed and cared for in England.

Figure 7.6 Anticipated % growth of dementia in population aged 65+ by 2021

Source: Ordnance Survey on behalf of The Controller of Her Majesty’s Stationery Office @ Crown Copyright, 2007
All rights reserved. Licence number 100019783.
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Table 7.7 Prevalence of dementia by age
group
Age
65-69
70-74
75-79
80-84
85+

Male %

Female %

1.5
3.1
5.1
10.2
21.1

1.0
2.4
6.5
13.3
26.1

Source: Dementia UK, Alzheimer’s Society, 2007

The prevalence of dementia is increasing. Table
7.7 shows how significantly the prevalence of
dementia increases in the 85+ age group.

The Devon Joint Strategic Needs Assessment
predicts that:
by 2021, the number of people aged 65 and
over in Devon with dementia is expected to
increase to 39%
the number of people with dementia, based
on national prevalence statistics, is expected to
increase from approximately 12,000 at present
to 17,000 by 2021
The prevalence of dementia in the 85+ age group
is a key factor for Devon and its impact is clearly
visible in the maps shown in Figures 7.6 (on page
86) and 7.7.

Figure 7.7 Anticipated % growth of dementia in population aged 65+ by 2021

Source: Ordnance Survey on behalf of The Controller of Her Majesty’s Stationery Office @ Crown Copyright, 2007
All rights reserved. Licence number 100019783.
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This growth in demand will represent a significant
challenge to existing and traditional services.
It will be essential to recognise this shift in the
age profile to enable effective planning and
commissioning in anticipation of increasing
demands for good-quality, flexible services to
meet the needs of people with dementia and their
carers. The challenge is further compounded by
the rural nature of Devon. Mosaic profiles indicate
that 24% of households in the county are in the
rural isolation classification.
Devon’s Joint Commissioning Strategy was
produced at the end of March 2009. This was
recently cited in an All Party Parliamentary Group
report on implementation of the strategy as one
of the few examples nationally of such a
document. The Joint Commissioning Strategy
sets out Devon’s response to the National
Dementia Strategy for 2009-13.
The strategy has an action plan which is currently
being refreshed to reflect progress and to
incorporate the requirements of the Department
of Health commissioned report on the use of
antipsychotic medication for people with
dementia (2009).
The findings of this review confirmed that there
are significant issues in terms of quality of care
and patient safety. The report contains 11
recommendations designed to reduce the use
of these drugs. The area of greatest concern is
within care homes. However, there is a need to
audit and review their use in mental health and
acute trusts as well as primary care and where
people are being treated in their own homes.
The strategy has built on information from the
Devon Joint Strategic Needs Assessment, the
Devon Dementia Needs Assessment, the Devon
Dementia Postcard Campaign, and a review of
Memory Café services in partnership with the
Devon Partnership NHS Trust. The strategy aims
to deliver real improvements in three main areas:
raising awareness
early diagnosis and intervention
living well with dementia

88

Based on what is known about dementia care in
Devon, gaps in service provision were identified.
The strategy aims to align services to the predicted
increases in numbers of people with dementia,
target services at rural areas, and improve
voluntary and independent sector provision.
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7.6 Suicide
Suicide is a tragedy that affects a small number of
people but one that can have lasting consequences
for those left behind. Suicide attempts occur due
to a range of influences, events and experiences
that shape a person’s life at different stages and
highlights the need to focus on those priority
groups most at risk.
Suicide prevention needs to be seen as part of the
broader public health population approach that
spans the wider determinants of health, for
example, employment, housing, education and the
environment, as well as the specific needs of people
identified at higher risk of suicide. A co-ordinated
approach to mental health promotion, treatment
and care services, while ensuring that services
are relevant and appropriate to meet the varying
degree of risk people may experience, should help
reduce suicides.
The national target is: “to reduce the death rate
from suicide and undetermined injury in Devon by
at least a fifth by 2010 which is a reduction from
a rate of 10.24 per 100,000 population per year
(1995-97 pooled data) to 8.19 per 100,000
population per year (2008-10 pooled data)”. In
Devon this equates to about 10 deaths per year.
NHS South West has now set a further target
to “reduce mortality rates from suicide and
undetermined injury to 7 per 100,000
European standardised population by 2013”.
The National Suicide Prevention Strategy for
England (Department of Health, 2002) set the
following objectives:
reducing the risk in high-risk groups
promoting mental wellbeing in the wider
population

improving the monitoring of progress towards
the “Saving Lives: Our Healthier Nation
(Department of Health, 1999) target for
reducing suicide”
It is important to consider suicide prevention in
the wider context of issues relating to the
social, economic and environmental influences on
people’s health and wellbeing as well as mental
illness. Research has identified that:
suicide is strongly associated with social
fragmentation, characterised by
neighbourhoods with high levels of private
renting, single person households, unmarried
persons and lack of social mobility
at a community level, initiatives which aim to
tackle inequalities and regenerate deprived
communities will benefit from a greater
awareness of how a range of factors combine
cumulatively to increase suicide risk for
individuals living in deprived localities
at an individual level it is important to
understand the risk and protective factors for
suicide and how they may vary in different
localities and for different cultural groups
suicide is strongly related to untreated
depression and primary care and specialist
services can play a positive role in identifying
and preventing suicide by older people
unemployed men are twice as likely to die by
suicide as their employed counterparts,
with low socio-economic status strongly
associated with increased risk – for women,
unemployment also increases the risk of suicide
with the association strengthening with length
of unemployment

reducing the availability and lethality of suicide
methods

further knowledge is needed about factors that
are likely to protect against suicide, such as
coping skills and problem-solving capabilities,
social support and connectedness

improving the way suicidal behaviour is
reported in the media

alcohol and substance misuse are associated
with an increased risk of suicide

promoting research into suicide and suicide
prevention

Between 2004 and 2008 there were a total of
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332 possible suicides in Devon, of which 51 were
coded as injury undetermined. Devon has
traditionally had a higher suicide rate that the
South West and England. However, the trend
is downwards, and the rate has dropped below
regional and national averages in recent years.
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Recommendations
7.1 The investment in psychological therapies
should be evaluated for its impact on the mental
health and wellbeing of the population and its
impact on the prescribing of medication.
7.2 The decline in the use of benzodiazepines
over the last three years is very encouraging.
The continued emphasis placed on prescribing
within National Institute of Health and Clinical
Excellence guidelines seems to have had an
impact on lowering the amount of
benzodiazepines prescribed. It is recommended
that this work is maintained and that monitoring
of the reduction in undertaken to ensure that
the trend continues. The variation in prescribing
across practices should be examined and may
lead to some targeted work at practice level.
7.3 A high-quality early diagnosis and
intervention service should be commissioned.
7.4 Leadership and training on dementia
should be improved in hospitals.
7.5 Voluntary and community sector capacity
should be built through such services as memory
cafés and dementia advisors.
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7.6 Care home provision should be of high
quality, linked with community mental health
teams and comply with requirements of
prescribing anti-psychotic medication.
7.7 Support community development
programmes that address deprivation, social
fragmentation and promote safety, security and
positive social relationships.
7.8 Support high-risk groups, for example,
alcohol and substance misusers and people who
self-harm, in relation to both their physical and
mental health needs.
7.9 Manage depression within primary care by
enquiring about suicidal intent and promoting
positive lifestyle choices.
7.10 Ensure environmental adaptations, for
example, safety barriers on bridges and car parks
to reduce the opportunity to commit suicide and
provide helpline information which is visible at
suicide ‘hot spots’.
7.11 Carry out regular suicide audits to
improve the understanding of local issues to
inform service delivery and support.		

8. Individuals in Special Circumstances
and Partnership Working
In some areas of partnership
working, mental ill health may
add complexity to already
challenging circumstances.
Reducing inequalities in mental
health means that some
groups of people require
special focus.
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8.1 Diversity and ethnicity
Black and Minority ethnic groups do not derive
the same benefits from mental health services as
those of White Ethnic origin. A report was
published by the National Institute for Mental
Health (2003) which supported reforms to tackle
inequalities in mental health services. Proposals
included the recruitment of more staff from
diverse cultural backgrounds and the recruitment
of mental health community development workers

for specific minority groups. Drawing on this the
government published “Delivering Race Equality
in Mental Health Care: An Action Plan for Reform
Inside and Outside Services and the government’s
response to the Independent inquiry into the
death of David Bennett” (2005) – see Figure 8.1.
(David Bennett was a 38-year-old African-Caribbean
patient who died on 30th October 1998 in a
medium-secure psychiatric unit after being restrained
by staff.)

Figure 8.1 The vision for delivering race equality in mental health care
By 2010 there will be a service characterised by:
less fear of mental health services among Black Minority and Ethnic communities and service users
increased satisfaction with services
a reduction in the rate of admissions of people from Black Minority and Ethnic communities to
psychiatric inpatient units
a reduction in the disproportionate rates of compulsory detention of Black Minority and Ethnic
service users in inpatient units
fewer violent incidents that are secondary to inadequate treatment of mental illness
a reduction in the use of seclusion in Black Minority and Ethnic groups
the prevention of deaths in mental health services following physical intervention
more Black Minority and Ethnic service users reaching self-reported states of recovery
a reduction in the ethnic disparities found in prison populations
a more balanced range of effective therapies, such as peer support services and psychotherapeutic
and counselling treatments, as well as pharmacological interventions that are culturally
appropriate and effective
a more active role for Black Minority and Ethnic communities and Black Minority and Ethnic
service users in the training of professionals, in the development of mental health policy, and in
the planning and provision of services
a workforce and organisation which is capable of delivering appropriate and responsive mental
health services to Black Minority and Ethnic communities
Source: Delivering Race equality in mental health care: an action plan for reform inside and outside services and the
Government’s response to the independent inquiry into the death of David Bennet, Department of Health, 2005
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The Delivering Race Equality programme is based
on the following three ‘building blocks’, first
proposed in the consultation version of
“Delivering Race Equality”:
More appropriate and responsive services
– achieved through action to develop
organisations and the workforce, to improve
clinical services and to improve services for
specific groups, such as older people, asylum
seekers and refugees, and children
Community engagement – delivered through
healthier communities and by action to engage
communities in planning services, supported by
500 new community development workers
Better information – from improved monitoring
of ethnicity, better dissemination of information
and good practice, and improved knowledge
about effective services. This will include a new
regular census of mental health patients.
Delivering Race Equality is just one component
of a wider programme of action bringing about
equality in health and social care. The Delivering
Race Equality programme may have come to its
end; however, the work still continues under the
banner of New Horizons (2009).
Further information is available on Delivering Race
Equality and can be found at www.nmhdu.org.
uk/nmdhu/en/our-work/mhep/delivering-raceequality/
The ‘Count me in’ Census (2005) confirmed that
rates of admission to hospital in England and
Wales were at least three times higher for AfricanCaribbean and mixed heritage groups than the
average. It also showed that those groups were
much less likely to have been referred by their
GP and, when admitted to hospital, more likely
to have been secluded and to have experienced
control and restraint. The care in mental hospitals
experienced by African-Caribbean service users
has been reported as being worse than that
experienced by other ethnic groups. Likewise,
African-Caribbean service users are more likely
to be prescribed medication or electro-convulsive
therapy rather than psychotherapy or counselling.

These findings have been widely reported in the
literature for many years (Fernando and Keating,
1995), showing how institutional racism within
public services fuels the ‘circle of fear’ which can
deter Black and Minority Ethnic patients from
seeking early treatment (The Sainsbury Centre for
Mental Health, 2002).
More women than men used mental health
services, but more men than women were treated
as inpatients. As with the rate of access to
services overall, the rate of access to admitted care
was highest for the Black and Black British group
at 674 per 100,000 population, which is 169.6%
greater than the rate for all ethnic groups (at 250
per 100,000 population). Whereas 8.4% of all
patients spent time as an inpatient, for the Black
and Black British group this figure was a little over
double. Rates of access to mental health services
(all services, not just inpatient care) were highest
for the Black and Black British group, which had
a rate of access of 3,453 per 100,000 population.
This was 17.1% higher than the rate for all ethnic
groups which was 2,949 per 100,000 population.
Black and Black British people were the ethnic
group most likely to access services, compared
with Asian and Asian British people who were the
group least likely to use mental health services.
The rate of access to admitted care for Black and
Black British people was nearly three times the
rate for all ethnic groups. In 2008-09, 53.9%
of the Black and Black British group who were
inpatients during the year spent time compulsorily
detained in hospital, compared with 31.8% of
inpatients overall.
According to the 2001 Census, individuals from
Black and Minority Ethnic backgrounds made up
1.25% of the total population of Devon. The
largest ethnic minority groups in the South West
were (starting with the largest):
White Non-British
South Asian
Mixed Heritage
African-Caribbean
Chinese
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The faith groups recorded in Devon included
Christian, Buddhist, Hindu, Jewish, Muslim and
Sikh. More recent estimates, based on the
percentages of Black and Minority Ethnic children
registered in schools and the increasing number of
Black and Minority Ethnic community groups and
organisations, suggest that Devon is becoming
increasingly multicultural, with Black and Minority
Ethnic people making up 5% of the total Devon
population. Data gathered locally from various
voluntary and statutory organisations indicated
that the interpreting services most commonly
requested were for the following languages:
Polish, Mandarin, Lithuanian, Farsi, Dari, Russian,
Bengali, Cantonese, French, Arabic, Portuguese,
German, Pashto, Romanian, Slovak, Hindi,
Turkish, Urdu, Thai, Korean, Tagalog and
Vietnamese. Additional languages recorded in
Devon include: Persian, Ghanaian, Punjabi,
Malayalam, Tamil, Hungarian, Estonian,
Swedish and Italian. While this information gives
us a glimpse of the diversity of ethnic and national
backgrounds, the population figures are
constantly changing and therefore it would be
difficult to infer accurate information about the
numbers of different ethnic groups in Devon, or
the most widely spoken first languages.
The ‘Count me in’ Census for 2007-08 completed
by the Devon Partnership NHS Trust showed
that the overall percentage of Black and
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Minority Ethnic service users was 2.5%. Of a total
inpatient population of 303, 10 inpatients were
defined as being from a Black and Minority Ethnic
group. When comparing the proportion of
admissions under the Mental Health Act, for Black
and Minority Ethnic groups 28.8% of admissions
were compulsory, compared with 17.2% of
admissions being compulsory for the White British
groups. The emerging pattern corresponds with
the national data in that the inpatient percentage
remains much greater than the total Black and
Minority Ethnic client group; however, the
inpatient numbers do not seem to reflect the
ethnic composition of Devon. In addition,
national results suggested that Black and Minority
Ethnic clients represented 19% of the inpatient
population despite totalling only 9% of the total
general population, whereas the opposite seems
to be the case for Devon. Several factors could
account for this, including over-representation of
‘not stated’ ethnicity skewing the results, the ward
population changing rapidly or Black and Minority
Ethnic people not accessing the services. Research
conducted by the Hikmat group in Exeter showed
that the majority of Muslim elders in Exeter were
registered with a GP, but they did not feel that
they could talk to their GP due to communication
difficulties related to culture and cultural
understanding. This, in turn, might have had an
adverse effect on referrals to secondary services
like mental health provision (Hutton et al, 2007).
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8.2 Carers
The 2001 Census told us that one in ten people
are likely to be carers at some time in their lives.
Most will be a young person, parent, sibling,
relative or friend, but their relationship may in
some way be defined by the unpaid care and
support which the other person needs from
them. The care provided may include aspects of
practical, financial, physical, emotional or personal
and intimate care, without which the quality of
life, health and wellbeing of the cared-for person
would be at risk.
It is recognised that carers who provide a regular
and substantial amount of care are a vulnerable
group at disproportionate risk of experiencing
health inequalities (Department of Health, 2008).
Government measures have been taken to help
ensure the best possible care is provided and that
carers themselves have certain rights which
maximise their own health and wellbeing and
enable them to have a life outside of caring.
Figure 8.2 Carers’ rights
The right to an assessment of their own
needs, independent of the person they care
for, and to take account of whether the
carer works or wishes to work, undertakes or
wishes to undertake education, training or
leisure activities
The right to access services that support
carers directly
The right to request flexible working for
employees who care for adults or children
under the age of 18 who have additional
needs
Source: Carers and Disabled Children’s Act (2000);
Carers Equal Opportunities Act (2004); Work and Families
Act (2006)
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The impact of caring on the mental health and
wellbeing of carers has been well documented
(Department of Health, 2008 and Cotter, 2009).
It is known that:
39% of carers reported that their physical and
mental health has been affected as a result of
caring
20% reported feeling tired, or had a general
feeling of stress
17% felt short-tempered

14% were depressed, or experienced disturbed
sleep
the impact on the mental health of women
who care is significantly greater than that of
non-carers
the emotional impact on young carers, due to
the lack of opportunity to socialise and
exercise, results in anxiety, stress, depression
and a sense of isolation or stigma
Figure 8.3 describes Devon carers’ comments on
the important aspects of the relationship between
life events and the support that can be given.

Figure 8.3 Comments by carers in Devon about what impacts on their mental health and
wellbeing:
the way in which life-changing news is broken, and the ability of professionals to work
competently and compassionately with the carer to meet their needs, for example on the birth of
a child with a disability, at the diagnosis of a profound learning disability or in the event of a
stroke or diagnosis of dementia, long-term condition or terminal illness
the availability of information relevant to the needs of the cared-for person and timely access to
appropriate levels of support for the carer
the extent to which they feel they are being treated with dignity and respect by professionals
involved in the care of the person they love and how their expert knowledge is recognised and
used, for example by GPs and practice staff, during episodes of acute hospital admission and
discharge planning, and during assessment, reviews and care planning
the ability to perform their caring tasks with confidence and to be able to pursue their own
interests outside their caring role
the ability to access training, support and respite care where needed
having recourse to contingency plans which bring peace of mind
the extent to which they feel informed and involved in changes to service provision, particularly
where the change may have an impact on the amount of care that the carer will need to provide
Source: Devon Carers Strategy, 2009
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Devon has developed a joint strategy for carers,
which has delivered the following:
An alert card and contingency plan scheme is
now part of the core service commissioned by
NHS Devon and Devon’s Adult and Community
Services, and provided by Devon Carers Link.
Over 1,000 application forms have been sent to
carers and over 400 carers are now carrying the
card, having returned a contingency plan. This
is activated by Devon Doctors on call should
something unforeseen happen to the carer
while they are away from the cared-for person.
Following pilot work in five GP practices,
which demonstrated the benefits of direct carer
support in GP practice settings, a successful bid
was submitted to the Department of Health to
become a demonstrator site for carers’ health
and wellbeing checks. In the last five months
of 2009-10, 190 checks were carried out, with
over 3,000 planned for 2010-11. For details
of participating practices and other providers
please see www.devon.gov.uk/carershealthandwellbeingchecks
The membership of Devon Carers Link has
increased steadily by approximately 100 per
month, and over 6,000 carers are now benefiting
from their support and services. For example,
in 2009-10 approximately 600 carers were
awarded a flexible breaks grant to support
them having a break from caring
Some 1,329 young carers are now supported
by the Devon Young Carers Project
Of 10,577 carers who were offered assessments,
7,605 chose to have a joint assessment with
the person they care for and 1,086 chose to
have an assessment in their own right
A carers’ survey was distributed to a random
sample of 980 carers of people in receipt of
community care; 51% responded and the
results of the carers’ survey 2009 can be found
on the Devon County Council website. This
survey sought information on the satisfaction
levels of carers and the impact of service
provision on their health and wellbeing.

A carers training group has worked with carers
to identify their training needs, map current
provision and to commission training where
gaps have been identified. This has resulted in
additional training being provided, for example,
first aid for parents caring for children with
additional needs and training for carers of
people with dementia. Training spaces have
also been identified on courses that are
provided for health and social care staff and
more work will be undertaken in 2010-11 to
promote access to these. ‘Looking after Me’
(an expert carers course) has been successfully
evaluated by carers in Devon and will continue
to be provided in 2010-11 alongside the new
‘Caring with Confidence’ programme.
The first GP conference in Devon, aimed at
raising general awareness for GPs and other
practice staff, was held during Carers Week
in June 2009. The Department of Health
demonstrator site work aims to support
participating GP practices to identify 2% of the
carer population, to make sure that they have
the right access to local support and that
they are given recognition for their role in
supporting their cared-for person to remain
healthy and well.
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8.3 Homelessness
‘Homelessness’ describes several circumstances
such as: staying with friends or family often
in cramped conditions; living in hostel
accommodation; being transient; living in a
vehicle; or ‘sofa surfing’ where someone without
a permanent address stays for just a few nights
with friends or acquaintances before moving on.
The most visible form of homelessness is people
sleeping on the streets, known as ‘rough sleepers’.
Rough sleepers are at the margins of society and
arguably inequalities in health service provision
will have a greater impact on this group.
The existence of inequalities in health has long
been established (Department of Health and Social
Security, 1980). People with lower incomes
have disproportionately poorer health and this
is exacerbated by homelessness. Homeless
households are at greater risk of infection,
muscular–skeletal disorder, poor diet and nutrition,
stress and depression when compared to the
general population (House of Commons, 2005).
Having shelter is one of life’s basic requirements,
and therefore being homeless is certain to affect a
person’s psychological health to a greater or lesser
degree. As people with existing mental health
illnesses may be less likely to be able to maintain
a home, it is unsurprising that mental illness and
psychological distress are disproportionately
represented in the homeless population.
Many studies cite an undeniable correlation
between homelessness and substance misuse.
Research shows that a high percentage of people
become homeless due to their drug and/or alcohol
use and homelessness also exacerbates existing
issues around the use of these substances.
“Periods of homelessness place a person in a vulnerable
position for the development of patterns of problematic
substance use. This may be related to the peer-mediated
nature of drug and alcohol initiation, or because homelessness
acts as a stressor to which substance use is seen as
palliative. Whatever the case, these factors are also likely
to impact on a homeless drug user’s ability to access and
benefit from service provision: the revolving door which
spins people from insecure housing to the street and back
again, can turn that much quicker when drugs are involved.”
(Jane Fountain and Samantha Howes, ‘Home and Dry’ 2002)
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There is also evidence that homeless people
experience inequalities in accessing healthcare
(House of Commons, 2005). It has been estimated
that homeless people are 40 times more likely
not to be registered with a GP compared with the
general population (Crisis, 2002). Even where
homeless people have registered with a GP, it has
been found that many do not receive treatment
for their healthcare needs (Bines, 1994). One
piece of research noted that homeless people
are four times more likely to go to Accident and
Emergency services if they unable to access a GP
(Wake, 1992).
In 2006, the Department of Health and the
Department for Communities and Local
Government published a report about mental
health and homelessness called “Getting
Through”. This report identified the needs for
homeless people to be able to access mental
health services and vice versa.
Homeless people are known to have poor
physical health. This is demonstrated by higher
rates of tuberculosis and hepatitis than in the
general population, poor condition of teeth and
feet, respiratory problems, skin diseases, injuries
following violence, and a higher susceptibility to
infection. They suffer from a high incidence of
serious mental health problems, such as
schizophrenia, as well as depression and
personality disorders often combined with a drug
and/ or alcohol dependency. High misuse of
heroin, crack cocaine and alcohol is common in
this population. Young people are particularly
over-represented in the homeless population.
It has been shown that young people who are
homeless display greater levels of mental health
issues, have complex social and health needs and
are at particular risk of mental health problems
such as depression, anxiety, post traumatic
distress, alcohol and drug use/abuse, and
self-harm. They also have significantly higher
rates of psychological and psychiatric disorders,
and suicidal tendencies than those living in
permanent accommodation.
Many rough sleepers have a combination of
health needs, both mental and physical. Research

also shows that as many as 70% of rough
sleepers self-medicate using alcohol or illicit or
pharmaceutical drugs (bought on the street).
This is either because they have undiagnosed
mental health problems or simply to help them
cope with the day-to-day pressures of living on
the street.

Homelessness and rough sleeping facts:

Rough sleepers have a life expectancy of 42 years
compared with the national average of 74 years.

50% are alcohol dependent.

The Department of Communities and Local
Government identified a number of factors which
can contribute to reducing rough sleeping. Based
on work undertaken in Brighton and Hove, and
Camden, they are outlined as follows:

5% are from Black and Minority Ethnic groups.

assertive outreach services which target
mental health through street-based services
and which:
are time unlimited – service users are not
discharged
have high frequency of client contact –
daily street shifts that are targeted towards
hotspots and new referrals
have an emphasis on building trusting
relationships between staff and service users
are holistic, adopting a client-centred
approach using creative and flexible methods
and interventions
have clear and formal links with key
voluntary and statutory partners
have a team approach, with identified key
workers and specialisms
have joint street shifts with key agencies,
including the police

Incidents of suicide are 35 times higher than
those of the general population.
48% of single homeless people have multiple needs.
30-50% have mental health problems.

They are four times more likely to die as a result
of an accident, assault, murder, drugs or alcohol.

Around 25% of rough sleepers are aged between
18 and 25 and 6% are over 60 (Social Exclusion
Unit, 1998).
48% of people accepted as homeless by housing
authorities in England are aged between 25 and
44, and 40% are aged between16 and 24.
According to CHAIN (2010), around 87% of those
sleeping rough were men and 13% women during
2009-10.
Between 10% and 25% of single homeless
people on the streets and in hostels are women
but the proportion of women among young
single homeless people is higher at between
20% and 40% (CRISIS, 2003).
Between 18% and 32% of homeless people have
a history of being in local authority care (Randall
and Brown, 2001) whereas national figures show
that only 1% of all those under the age of 18
have been in care (Social Exclusion Unit, 1998).
63% of homeless women aged between 30 and
49 cite domestic violence as the key reason for
their homelessness (CRISIS,1999).

access to supported housing, or visiting
housing support as appropriate

86% of young homeless people are forced to
leave home rather than choose to (Social
Exclusion Unit,1998) and 45% have experienced
violence in the family home on more than one
occasion (Safe in the City,1999).

training and support for frontline staff in
identifying symptoms of mental health
problems

Over 50% of rough sleepers nationally have
difficulty accessing primary care and use
Accident and Emergency services instead.

reconnection with where they originally lived
(relocation only when package support is in place)
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ensuring that housing departments can direct
people with mental health problems to support
services
implementing the Department of Health
guidance (2006) on the discharge of homeless
people from hospital, including specific hospital
admission and discharge protocol for people
who are homeless or living in temporary or
insecure accommodation
There is a recognised lack of affordable housing in
Devon. Pressure on available accessible housing,
coupled with complex social and health needs,
means that there is a population of vulnerable
people who either have little or no access to
appropriate accommodation. Homelessness is
more visible in Exeter and the larger towns,
particularly Barnstaple and Exmouth, with
evidence of migration from more rural locations to
urban areas, due in part to the location of support
services and housing. The situation is exacerbated
by the turnover of Exeter Prison, as single men
are not usually considered a priority housing need
unless there is a definable disability or medical
condition, and some men find that their
pre-imprisonment or remand accommodation is
no longer available to them on release.
Among these, there is a cohort of people who
have developed such chaotic behaviour and
lifestyles that they are unable to sustain
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accommodation and self-care, but who are not
easily identifiable as a priority or as being in need,
as their complex needs do not fit readily with
current assessment criteria.
The Devon Joint Strategic Needs Assessment for
2009-10 indicated that there were:
34 statutory homeless people with mental
health problems
16 rough sleepers with mental health problems
receiving support
138 people living in temporary accommodation
needing support
The homeless population of Exeter is primarily
aged 35 years or under and between 20% and
50% have a substance dependency. The majority
also have mental health problems. Resources in
Exeter, such as the Clock Tower Surgery and the
Street and Homeless Outreach Team, and other
initiatives, including Open Door in Barnstaple
and a range of voluntary sector providers, take
a partnership approach to offer much-needed
support to rough sleepers to enable them to
get off the streets and manage their addictions.
However, there is an inequity across the county
in availability and access to services to meet the
needs of this vulnerable population, and support
is required to enable those working in the field to
achieve sustainability and integrate approaches.
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8.4 Military personnel
The Armed Forces South West Forum (AFSWF)
is an NHS Devon-focused grouping comprising
NHS and military health and mental health groups
and specialists, local authority, third sector and
industry partners and Department of Health,
Ministry of Defence, health and mental health
related stakeholders. It exists to help turn
national policy into local actions, act as a link and
signpost between the NHS and military systems,
and provide advice on policy and outcomes to the
Department of Health and Ministry of Defence
Partnership Board. It is currently a unique forum
and the lead group of its kind nationally. Its
success in raising awareness and signposting
means that it is being replicated nationally
(including in the devolved administrations). Public
health input to the Forum is a key element in
preventing, diagnosing and raising early awareness
of health and mental health related issues.
National policy in support of members of the
Armed Forces, their dependents and veterans is
designed to sustain the healthcare and mental
healthcare of the 10 million people across the
United Kingdom who may require healthcare or
whose health may be affected as a result of the
Armed Forces service. The joint Ministry of
Defence and Department of Health policies
(“Firm Base” and “The Nation’s Commitment:
Cross-Government Support to our Armed Forces,
their Families and Veterans”) are designed to
reflect the specific needs and demands of the
Armed Forces, recognise their dedication and
ensure that personnel are not disadvantaged by
their service or postings and the unique stresses
and strains that may exist following service. The
Armed Forces South West Forum reflects Devon as
the third largest demographic make-up of Armed
Forces nationally and has a concentration of Royal
Navy and Royal Marines and Army regulars and
reservists. Across the Strategic Health Authority
region, the Armed Forces family is the largest
demographic nationally.
The demographic concentration is evidenced from
both Ministry of Defence and Department of
Health data. Within that data, the bases across
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NHS Devon (and contiguous Primary Care Trust
areas) reflect the demographics of the population
as a whole. Public health input to prevention and
screening activity can be targeted at this group.
The existing Military health structures, the
relatively contained nature of the population
and the age profile of those serving and their
dependents mean that targeted NHS support
and public health interventions are achievable.

Recommendations
8.1 The vision, values, principles and outcomes
of the Devon Carers Strategy should be delivered
as a core part of health and social care
commissioning and provision. This will improve
the health and wellbeing of carers and their
ability to sustain their caring role and have a life
outside of caring.
8.2 Carers are sited as a specific group in local
equality policies to ensure that they are given
specific consideration in any equality impact
need assessment. For example, the identification
of carers within all care pathways should be used
to inform their relative priorities for interventions.
8.3 Organisations are increasingly able to
demonstrate how feedback from carers is used
to improve services.
8.4 Emerging evidence from the carers’ health
and wellbeing checks will be used to inform
further work with GP practices to promote carer
support and to inform the way forward for a
health and wellbeing assessment for carers post
the programme.
8.5 Undertake a needs assessment of
homelessness and housing in Devon and make
recommendations on meeting the needs of this
vulnerable group based on evidence of
effectiveness.
8.6 Public health interventions need to be
targeted for Armed Forces personnel
(including screening, prevention and awareness
programmes).

9. Health Protection

The protection of the health of the population is a
statutory responsibility of public health. This
chapter describes the range of work being carried
out to prevent Healthcare Associated Infections
and focuses on some specific infections where
hygiene measures are essential to control
outbreaks. Locally we have made good progress
on immunisation and screening, two further ways
of protecting people’s health. We also report on
emergency planning and the response to the
H1N1 influenza pandemic.
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9.1 Healthcare Associated
Infections

MRSA

NHS Devon has legal responsibility under the
Health and Social Care Act 2008, known as the
Hygiene Code, to ensure that the services it
delivers or commissions meet the 11 duties which
are set out in the Act. The Care Quality
Commission requires that all organisations
providing healthcare are registered and as at
1st April 2009, NHS Devon achieved unconditional
registration for its directly provided services. In
this period of change NHS Devon has reviewed
the infection control reporting systems. NHS
Devon actively seeks assurance that services
commissioned from other NHS or independent
providers also comply with the Standards in
the Act.
The national target of a 50% reduction in
Healthcare Associated Infections by 2010 was met
in 2008, with a fall of 57% (Health Protection
Agency, 2008), but the Strategic Health
Authorities continue to set challenging targets
to deliver year-on-year improvement. NHS Devon
negotiates locally with its commissioned services
via monthly contract meetings and agreeing
appropriately targeted trajectories.

Meticillin Resistant Staphylococcus Aureus is the
bacteria known as MRSA. It is an antibioticresistant bacteria resistant to some but not all
antibiotics. Current evidence suggests that 30%
of the population carry Staphylococcus, either in
their nose or on the skin. When people are
recovering from operations and illnesses and are
much more vulnerable to infection this can slow
their recovery from operations and treatments.
The national database for surveillance of this
organism is held by the Health Protection Agency.
The NHS has reduced the incidence of these
infections by over 50% nationally, and reducing
Healthcare Associated Infections remains one of
the highest priorities for NHS Devon in its
operational plans.
Tables 9.1 and 9.2 give the numbers of cases of
MRSA bacteraemia during 2009-10, and Figures
9.1 and 9.2 show progress against the 2009-10
national and local targets for the acute trusts for
which NHS Devon is the co-ordinating
commissioner.

NHS Devon achieved full registration with the Care
Quality Commission in 2010.

Table 9.1 Number of cases of MRSA at the Royal Devon & Exeter NHS Foundation Trust, 2009-10
April May June July
Aug Sept Oct
Nov
Dec
Jan
Feb
Mar
Total
0

3

0

0

0

0

1

0

0

1

1

1

7

Source: Health Protection Agency, 2010

Table 9.2 Number of cases of MRSA at Northern Devon Healthcare Trust, 2009-10
April May June July
Aug Sept Oct
Nov
Dec
Jan
Feb
Mar

Total

0

4

0

0

0

1

Source: Health Protection Agency, 2010
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1

0

0

0

1

1

0

Figure 9.1 MRSA progress against targets at the Royal Devon & Exeter NHS Foundation Trust,
Methicillin-resistant Staphylococcus aureus Bacteraemia, RD&E NHS Foundation Trust, 2009/10
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Source: Source: Health Protection Agency, 2010

Figure 9.2 MRSA progress
against targets at Northern Devon Healthcare Trust, 2009-10
Methicillin-resistant Staphylococcus aureus Bacteraemia, Northern Devon Healthcare Trust, 2009/10
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A full investigation of the care pathway and
treatments (known as Root Cause Analysis) is
undertaken for all cases of Meticillin Resistant
Staphylococcus Aureus bacteraemia. This is a
structured investigation of the care and
circumstances that may have contributed to the
infection. Members of staff from all of the care
providers involved in the case are invited to attend
for this investigation and the organisations are
able to share learning and good practice. This
initiative has been applied to Clostridium difficile
in the South Devon area and recurring themes
have been identified. Actions have included
reviewing antibiotic prescribing with GPs and
dissemination of hand-washing guidance to
care homes.

MRSA screening
Screening for elective admissions has been
introduced across the NHS Devon area in line with
the NHS Operating Framework for 2008-09
(Department of Health: Gateway reference
9120, 13th November 2007). Details of the
individual screening procedures are available on
the home page of the NHS Devon website which
can be found at www.devonpct.nhs.uk (on the
home page follow the link to ‘Infection Prevention
& Control’). A positive result has allowed patients
to receive a decolonisation treatment (cleansing
the skin thoroughly to remove bacteria) before
their procedure and reduce their risk of an MRSA
infection.
This screening will be extended to include
emergency admissions to acute and community
hospitals during 2010 and will be fully
implemented by December 2010.

Clostridium difficile
The bacterium Clostridium difficile is found in 3%
of adults and 66% of children as part of the
normal collection of bacteria present in the
intestine. Normally kept under control by the
other intestinal bacteria, Clostridium difficile is not
a health threat in healthy people. Problems occur
when there is an imbalance between the different
types of bacteria in the intestine which can
happen when taking a course of antibiotics,
especially what are known as ‘broad spectrum’
antibiotics which kill off many different types of
bacteria. As Clostridium difficile forms spores, it
can survive for long periods in patient
environments, on equipment and on patients and
staff, resulting in cross-infection and further
outbreaks of diarrhoea.
Most people make a full recovery, but sometimes
it can be very severe and even fatal. Older people
are most at risk of this infection with the
majority of cases (80%) of these infections
occurring in those over 65 years of age.
Clostridium difficile can be treated with specific
antibiotics and although individuals make a full
recovery from the symptoms, they will always have
the spores in their gut.
Hand washing with warm water and liquid soap is
the most effective method to prevent cross
infection.
Alcohol hand gels are not effective against
Clostridium difficile. Standard infection control
precautions, along with transmission-based
precautions, should be taken to prevent
cross-infection. Cleaning of the environment with
a chlorine-releasing agent is essential to reduce
the risk of cross-infection.
Progress
towards
Clostridium
difficile targets
is shown in
Tables 9.3 to
9.5.
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Table 9.3 Number of Clostridium difficile cases at Northern Devon Healthcare Trust, 2009-10
April May June July
Aug Sept Oct
Nov
Dec
Jan
Feb
Mar
Total
3

4

6

6

3

3

3

6

6

6

6

0

52

Source: Health Protection Agency, 2010

Table 9.4 Number of Clostridium difficile cases at Royal Devon & Exeter NHS Foundation Trust,
2009-10
April

May

June

July

Aug

Sept

Oct

Nov

Dec

Jan

Feb

Mar

Total

30

15

14

16

20

15

35

22

16

22

15

1

221

Source: Health Protection Agency, 2010

Table 9.5 Number of Clostridium difficile cases for patients registered with NHS Devon, 2009-10
Measure

April May June July Aug Sept Oct Nov Dec Jan Feb Mar
2009 2009 2009 2009 2009 2009 2009 2009 2009 2010 2010 2010

Total

44

22

39

29

33

24

42

35

24

34

22

24

VS Target

58

48

41

48

41

36

35

36

35

70

60

58

LA Target

46

47

46

40

40

38

38

37

38

52

46

52

Cumulative Total

44

66

105

134

167

191

233

268

292

326

348

372

Cumulative VS
Target

58

106

147

195

236

272

307

343

378

448

508

566

Cumulative LA
Target

46

93

139

179

219

257

295

332

370

422

468

520

Variance VS Target

-14

-40

-42

-61

-69

-81

-74

-75 -160 -122 -160 -194

Variance LA Target

-2

-27

-34

-45

-52

-66

-62

-64

-78

-96 -120 -148

VS Target = DH Vital Signs national target, LA Target = SHA Local Ambitions Stretch Target
Source: Health Protection Agency, 2010

Figures 9.3 to 9.5 reflect the positive actions
taken across the Devon health community to
deliver consistent reductions in these Healthcare
Associated Infections. Nationally NHS Devon, and
the acute trusts for which it is the co-ordinating
commissioner, have achieved improvements that
now rank them in the top quartile performance
nationally.
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Figure 9.3 Progress against Clostridium difficile targets, NHS Devon as a commissioner,
2009-10
Clostridium Difficile, NHS Devon Commissioner, 2009/10
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Figure 9.5 Progress against Clostridium difficile targets, Northern Devon Healthcare Trust,
Clostridium Difficile, Northern Devon Healthcare Trust, 2009/10
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9.2 Communicable diseases

tuberculosis. Table 9.6 shows the number of cases
of all infectious diseases across the NHS Devon
area from April 2009 to March 2010.

This section looks at three infectious diseases in
detail – these are E. coli 0157, norovirus, and

Table 9.6 Cases of all infectious diseases across the NHS Devon area from April 2009 to March
2010
Total
Apr-Jun
Jul-Sept
Oct-Dec
Jan-Mar
number
2009
2009
2009
2010

Measles

14

11

5

4

34

Meningitis other

6

7

6

1

20

Meningococcal disease

2

3

12

7

24

Haemophilus influenzae

0

0

2

1

3

Whooping cough

5

4

7

4

20

Scarlet fever

14

4

5

8

31

Tuberculosis

8

6

5

5

24

Hepatitis A

0

2

0

1

3

Hepatitis B

1

2

3

4

10

Hepatitis C

17

23

11

18

69

Hepatitis E

3

0

1

1

5

Malaria

1

1

0

2

4

Mumps

119

53

16

57

245

Rubella

5

3

0

2

10

Leptospirosis

0

0

0

1

1

Sub total

195

119

73

116

503

Campylobacter

317

368

271

220

1,176

Salmonella

36

48

43

5

132

E. coli 0157

5

12

5

4

26

Cryptosporidium

29

36

25

18

108

Giardia lamblia

16

33

14

28

91

Shigella

6

6

9

7

28

Suspected food poisoning (other) 8

9

11

4

32

Total suspected food poisoning

417

512

378

286

1,593

Population

740,819

740,819

740,819

740.819

2,963,276

Food poisoning rates/100,000*

56.29

69.11

51.02

38.61

53.76

GRAND TOTAL

612

631

451

402

2,096

* Includes notified cases and those otherwise ascertained 		
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Source: Health Protection Agency, 2010

9.2.1 E. Coli 0157
Escherichia coli (E. coli) is a bacterium that is
found in the large intestine of mammals and birds.
The human digestive tract contains large
quantities of bacteria which are important to
maintain a normal and healthy life. Many of
these bacteria will be E. coli, which is the most
common aerobic organism in the gastrointestinal
tract. However, certain strains of E. coli are
verocytotoxin-producing E. coli (VTEC). These
produce a potent poison or toxin, which cause
illness ranging from mild diarrhoea to severe
inflammation. In the worst cases, up to 7%, it
can lead to haemolytic-uremic syndrome (HUS)
which can lead to acute renal failure and death,
particularly in children or the elderly. This most
important toxin-producing strain associated with
human illness is called E. coli 0157. E. coli 0157
is commonly found in the gut of cattle and other
farm animals.
Infection is as a result of consuming the E. coli
0157 pathogen. The infective dose can be very
small. Infection may be via the faecal-oral route
or from eating contaminated cooked or raw food,
water or milk.
Infection can occur by eating contaminated food
(mainly raw red meat), drinking unpasteurised
milk, or eating unwashed vegetables which may
have been contaminated by manure from infected
cattle; physical contact with infected animals,

particularly on farms and at animal visitor centres,
and drinking or swimming in contaminated water,
such as streams, rivers, springs and wells.
Illness from E. coli 0157 can be a very serious
and life-threatening condition, particularly for the
young and elderly. In the 1996 Lanarkshire
outbreak, E. coli 0157 was responsible for the
death of 17 people. In Devon a child died in
1999, and another in October 2009, from
unknown sources of the pathogen. In most cases
this illness is completely preventable. While the
financial cost to individuals, their families, the
health services and society as a whole are
unknown, these in addition to illness, disability,
early and tragic deaths cannot be underestimated
or ignored.
In 2008, the Health Protection Agency recorded
948 cases of E. coli in England and Wales. In the
South West, there were 118 cases with only two
of the 10 other regions reporting higher numbers
(North West, Yorkshire and Humber). The annual
case numbers since 2000 have remained about
the same, while at the same time other
food-borne illnesses, such as Salmonella, have
dropped by 12% since 1990.
Cases of E. coli are collated by the Health
Protection Agency and published on their website.
Data for the NHS Devon area for 2006 to 2010
are shown in Figure 9.6.
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Figure 9.6 Devon
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There are many farms in Devon where the public
can have access to animals, as well as a number of
visitor attractions where close contact with
animals is encouraged. Many of the visitors to
these centres will be unaware of the potential risks
posed by this contact and while the centres have
been advised of the guidance, it can be difficult
to ensure people (especially young children) wash
their hands after touching and contacting animals,
even when hand-washing facilities and personal
hygiene advice posters are displayed.
Many visitors and local people also enjoy
camping, picnicking and leisure activities involving
open fresh water, streams and rivers where E. coli
0157 organisms are present and infection can
occur. This is in addition to the consumption of
contaminated meat that is inadequately cooked,
for example, burgers and sausages at barbeques
or as a result of poor food handling practices.
The Health Protection Agency, Environmental
Health Departments and NHS Devon are notified
of cases of E. coli 0157 and undertake
investigations of both individual cases and
outbreaks to try to ascertain the source of
infection and trace contacts, in addition to taking
appropriate action to minimise infection.

To avoid infection from E. coli 0157, members
of the public need to be aware of the potential
dangers posed and how to minimise risk. Ways
in which this can be achieved are simple and are
the focus of food safety campaigns and Health
and Safety Executive initiatives.
The guidance advises:
fully cooking minced meat products such as
burgers until the juices are free from blood
separating raw meat from ready-to-eat food,
by wrapping it and storing raw meat below
other food in the refrigerator – this will
ensure that cross-contamination of
ready-to-eat food does not occur
avoiding consumption of unpasteurised milk
boiling any water to be used for drinking
which has not been drawn from the main
supply
washing hands after using the lavatory
washing hands after handling raw meat
washing hands after physical contact with
farm animals or pasture which may be
contaminated with animal waste
avoiding swimming in open water that may
have been contaminated with manure
Guidance and advice is available from the Health
Protection Agency website – www.hpa.org.uk,
the food safety teams at local district councils,
the Food Standards Agency and the Health and
Safety Executive.
Publications include:
Agriculture information No 23 (revised)
“Avoiding ill-health at open farms (with
teachers’ supplement)” http://www.hse.
gov.uk/pubns/ais23.pdf and the document,
“Understanding and managing the risks
from E. coli 0157 in an open farm context”
http://www.hpa.org.uk/web/HPAwebFile/
HPAweb_C/1267551712693
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9.2.2 Norovirus
Last year’s Annual Public Health Report (Section
10.2, page 99) featured Norovirus infections.
During 2009-10, there have been significant
numbers of outbreaks as well as individual cases
of infection. Norovirus is extremely infectious and
the speed of spread means that outbreaks have to
be controlled rapidly in institutional settings. This
therefore has a significant impact on hospital beds
when wards have to be closed to contain infection
and receive intensive cleaning.
Laboratory data for July 2009 to March 2010
(when Norovirus mainly occurs) shows more
intense activity compared with 2008-09.
Identifications of Norovirus increased by 34%,
from 6,453 to 8,631. Laboratory confirmed cases
such as these, formed the minority of cases, with
the majority being clinically diagnosed. Confirmed
Norovirus infections rose from 29 in 2008-09 to
402 in 2009-10, but this reflects the greater
availability of rapid testing technology, rather than
implying a massive increase in actual cases.
In the NHS Devon area there were a total of 94
outbreaks of diarrhoea and vomiting, probably
due to Norovirus. Of these, 18 were in nurseries,
12 were in pre-schools and schools and 12 were
community-based outbreaks (such as hotels), and

the remaining 52 outbreaks were in nursing and
residential homes. On average, each outbreak
affected about 10 people, but some affected
many more, up to 50 residents and staff in some
large care homes. The overall pattern of
outbreaks is similar to last year, with the majority
of cases occurring in the winter.
This pattern suggests that a whole community
approach to prevention and control of Norovirus
should be effective and this year NHS Devon, in
common with other primary care trusts in the
South West, piloted a community-wide awareness
campaign about Norovirus and how to limit its
spread. This has involved schools, hospitals, GPs
and the wider Primary Care Trust. The fundamental
message remains the same, that when an
outbreak is recognised in an institution, then
movements in and out need to be minimised and
controlled until the outbreak is over. Internally,
the outbreak is best controlled by isolating the
source, by ensuring scrupulous attention to hand
hygiene and the correct use of Personal Protective
Equipment, and by decontaminating the
environment through enhanced cleaning.
Figure 9.7 shows the number of confirmed
Norovirus samples by month for the NHS Devon
area and the seasonality of the outbreaks can be
clearly seen.

Figure 9.7 Confirmed Norovirus samples per month, NHS Devon, 2009-10
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9.2.3 Tuberculosis
Tuberculosis is a worldwide health problem.
However, despite figures from the World Health
Organisation (WHO) suggesting that in the rest of
the world the incidence of tuberculosis is
declining, in the United Kingdom cases increased
by 5.5% to 9,153 cases in 2009, a rate of 14.9
per 100,000 head of population.
Within the United Kingdom, England had the
biggest increase in cases over the last year and, as
in previous years, London accounted for the
biggest proportion of cases (41%), followed by
the West Midlands (12.3%). Nearly three-quarters
of cases (73%) diagnosed were in people born
outside the United Kingdom; the majority were
from South Asia (55%) followed by sub-Saharan
Africa (30%). Only 21% of these cases were
diagnosed within two years of entering the United
Kingdom. The majority of these cases were young
adults aged 15-44 years (60%), followed by
middle-aged people, 45-64 years, who made up
21% of cases. Over half (53%) had pulmonary
disease.
The South West has the second lowest
tuberculosis incidence in England, but this
incidence nevertheless increased in 2009. The
sustained increase in tuberculosis in the United
Kingdom over the last decade has confirmed that
the increase is real, and more needs to be done
to reverse the trend. The Chief Medical Officer
launched his Tuberculosis Action Plan in 2004
but the impact of this has yet to be felt. The
cornerstone of tuberculosis control is effective
case finding and treatment, backed by good
contact tracing. In historically low-incidence areas
it has been hard to justify tuberculosis services
until the problem has become significant, and
there has been no additional national funding to
enhance tuberculosis services. One recent
development from the Chief Medical Officer’s
Action Plan has been the detailed typing of
tuberculosis bacteria, which should enable public
health services to identify previously unrecognised
linked cases and take appropriate control action.
In the NHS Devon area there were 17 cases of
tuberculosis in 2008-09 and 25 cases in 2009-10,
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which is an increase, but with small numbers it is
hard to be certain that this increase is the start of
a significant trend. Of these local cases, a small
number are from countries where there is a high
incidence of tuberculosis, but the majority of
cases occur in those born in the United Kingdom.
The biggest change in recent years has been an
increasing proportion of younger people with
primary pulmonary tuberculosis. This suggests an
increasing proportion of primary, rather than
reactivated, cases of tuberculosis. Reactivation
usually occurs in people over 50 who were
infected when younger and in whom the
bacterium has lain dormant until a reduction in
host resistance allows it to reactivate. It thus
reflects historical infection, rather than a new
infection.
There has been increasing population movement
locally and globally over the last 15 years, which
means that Devon now has an increasing
proportion of people from areas with a high
prevalence of tuberculosis. As this seems to be
the greatest determinant of tuberculosis incidence
in the United Kingdom, it is to be expected that
the incidence of tuberculosis will increase over the
next ten years or so.

9.3 Immunisations
The first NHS Constitution published in January
2009 stated that from April 2009, everyone in
England has the “right to receive the vaccinations
that the Joint Committee on Vaccination and
Immunisation (JCVI) recommend that an individual
receives under an NHS provided national
immunisation programme.” This right is
underpinned by law, and the Secretary of State is
required to fund and implement any cost-effective
recommendation made by the Joint Committee of
Vaccination and Immunisation.

9.3.1 Childhood immunisations
NHS Devon provides childhood immunisation and
the national immunisation programme through
contractual agreements with acute, independent
and provider services. These immunisations are
delivered in maternity care, general practice and
community settings (Figure 9.8).

Table 9.7 shows the improvement in immunisation
coverage against the 2009-10 vital signs targets.
Immunisation uptake rates in Devon have been
consistently above the national average in recent
years.
The National Institute for Health and Clinical
Excellence (NICE) has produced public health
guidance on reducing differences in the uptake
of immunisations, including targeted vaccinations
among children and young people aged less than
19 years. This has been published as NICE
Guidance 21.
The guidance focuses on increasing immunisation
uptake among children and young people less
than 19 years of age in groups and settings where
immunisation coverage is low. It also focuses on
improving uptake of the hepatitis B immunisation
for babies born to mothers infected with
hepatitis B.

Table 9.7 Immunisation by type and age group, 2007-08 to 2010-11
Vaccine

Devon
2007-08

Devon
2008-09

Devon
2009-10

Target
2009-10

Target
2010-11

DTaP/IPV/Hib, Aged 1

94.1%

94.7%

95.9%

94.5%

95.0%

PCV Booster, Aged 2

-

86.7%

93.4%

94.5%

95.0%

Hib/MenC, Aged 2

-

90.3%

94.4%

94.5%

95.0%

MMR First Dose, Aged 2

86.8%

87.1%

92.2%

92.0%

95.0%

DTaP/IPV, Aged 5

96.2%

96.0%

96.1%

95.5%

95.0%

MMR Second Dose, Aged 5

80.3%

82.2%

88.7%

77.0%

95.0%

Source: NHS Information Centre, 2010
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Figure
9.8
childhood
programme,
2010
Routine
childhood
immunisations
from
Figure
9.8 Routine
Routine
childhood immunisation
immunisation
programme,
2010Spring

When to
immunise

2010

Diseases
protected against

Vaccine
given

Diphtheria, tetanus,
pertussis, polio and
Haemophilus influenzae
type b (Hib)

DTaP/IPV/Hib
(Pediacel)

Thigh

Pneumococcal infection

PCV (Prevenar 13)

Thigh

Diphtheria, tetanus,
pertussis, polio and
Haemophilus influenzae
type b (Hib)

DTaP/IPV/Hib
(Pediacel)

Thigh

Meningitis C

MenC
(Menjugate or Neisvac C)

Thigh

Diphtheria, tetanus,
pertussis, polio and
Haemophilus influenzae
type b (Hib)

DTaP/IPV/Hib
(Pediacel)

Thigh

Meningitis C

MenC
(Menjugate or Neisvac C)

Thigh (2.5cm from
Pediacel injection)

Pneumococcal infection

PCV (Prevenar 13)

Opposite thigh

Around 12 months old

Hib/MenC

Hib/MenC (Menitorix)

Thigh

Around 13 months old

Measles, mumps
and rubella

MMR (Priorix or MMR VaxPRO)

Thigh

Pneumococcal infection

PCV (Prevenar 13)

Thigh

Diphtheria, tetanus,
pertussis and polio

dTaP/IPV (Repevax)
or DTaP/IPV (Infanrix-IPV)

Upper arm

Measles, mumps
and rubella

MMR (Priorix or MMR
VaxPRO) (check first
dose has been given)

Upper arm

Girls aged 12 to
13 years

Cervical cancer caused
by human papillomavirus
types 16 and 18

Cervarix

Upper arm

Thirteen to 18 years old

Tetanus, diphtheria
and polio

Td/IPV (Revaxis),
and check MMR status

Upper arm

Two months old

Three months old

Four months old

Three years four months
to five years old

Immunisation
site

Source: Routine childhood immunisations from Spring 2010, Department of Health, 2010
Source: Routine childhood immunisations from Spring 2010, Department of Health, 2010

Pediacel

MMR VaxPRO*
All vaccines for use in the routine childhood programme
can be ordered free of charge at www.immform.dh.gov.uk
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Infanrix-IPV*
*NB Where a vaccine is manufactured by more than one supplier
it may, on occasion, be necessary to substitute an alternative brand.

9.3.2 Pneumococcal vaccine
In April 2010, the introduction of Prevenar® 13
into the pneumococcal conjugate vaccine (PCV)
was confirmed as part of the current Childhood
Immunisation Programme.
Replacing Prevenar® with Prevenar® 13 will
broaden the protection against pneumococcal
disease. The United Kingdom will be one of the
first countries in the world to introduce this new
vaccine and it reflects our continued commitment
to improving our vaccination programme.
The Trust was slightly below the national target of
96% for 2009-10 but over the last 12 months
uptake has increased from 89.5% to 94.4% at
age 1, and from 82.1% to 94.3% at age 2.

9.3.3 Measles, mumps and rubella
(MMR) vaccine
The measles, mumps and rubella vaccine protects
against three diseases that are the cause of

potentially serious disease, either in children,
adults or the unborn child. It is for this reason
that the uptake of this vaccine is strongly
supported.
The recent catch-up campaign identified children
who had not received the full course of vaccine.
Phase 1 of the campaign initially identified
children aged from three years seven months up
to 18 years of age who had not received their first
dose of vaccine. Phase 2 identified children who
needed their second vaccination to complete their
immunisation.
NHS Devon is currently achieving the target of
two doses by five years of age and has seen a
significant increase for the initial dose by two
years of age, which is currently ahead of the
national target of 925 for 2009-10.
Figures 9.9 and 9.10 show the MMR vaccine
uptake at ages two years and five years by town
in NHS Devon.

Figure 9.9 Measles, mumps and rubella vaccine uptake at age 2 by Devon town, 2009-10
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Source: Devon Child Health System, 2010
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Figure 9.10 Measles, mumps and rubella (second dose) vaccine uptake at age 5 by Devon
town, 2009-10
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Source: Devon Child Health System, 2010

Figure 9.11 shows diphtheria, tetanus and polio vaccination at age five by town in Devon.
Figure 9.11 Diphtheria, tetanus and polio vaccine uptake at age 5 by Devon town, 2009-10
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Source: Devon Child Health System, 2010
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9.3.4 Human Papilloma Virus Vaccine

9.4 Screening

In September 2009, the Department of Health
introduced the catch-up programme for the
Human Papilloma Virus vaccine. NHS Devon
commissioned the Devon Provider Service
Immunisation Team to deliver this programme
in schools and community clinics to all girls born
between 1st September 1990 and 31st August
1997, excluding Year 9 girls who were vaccinated
at the start of the programme last year.

9.4.1 Abdominal aortic aneurysm
screening

This programme of three vaccinations is delivered
predominantly in schools and colleges but also
includes community clinics with an emphasis on
incorporating girls in pupil referral units. There
have also been several drop-in clinics arranged
during the evenings and on Saturday mornings in
NHS and local authority premises.
The immunisation team is currently delivering the
third vaccine in this year’s programme and invite
girls who have missed a prior dose to attend these
vaccination sessions.
For the 2009-10 academic year 89% of Year 8
girls received all three doses. Levels of uptake for
Human Papilloma Virus vaccination in Devon have
remained consistently above the national average
and similar areas.
The catch-up programme ended in July 2010.
Girls over the age of 18 will not be eligible to join
the programme from September 2010 unless they
have already received one or two doses of the
vaccine and are completing their course of three
vaccines.

National implementation of the NHS abdominal
aortic aneurysm (AAA) screening programme
commenced in March 2009 and it is anticipated
that coverage across England will be achieved by
March 2013. The aim of screening is to reduce
deaths from abdominal aortic aneurysms through
early detection.
All men will automatically be invited for screening
in the year they turn 65. Men who are older than
65, and who have not previously been screened or
treated for an abdominal aortic aneurysm, will be
able to self-refer into the screening programme.
The screen will involve an ultrasound scan of the
abdomen.
It is estimated that around one in 25 men aged
between 65 and 74 in England have an
abdominal aortic aneurysm. This is about 4%
of men within the age group. Research has
demonstrated that offering men ultrasound
screening in their 65th year could reduce the rate
of premature death from ruptured abdominal
aortic aneurysm by up to 50%. There are
approximately 6,000 deaths each year in England
and Wales from ruptured abdominal aortic
aneurysm. Deaths from ruptured abdominal aortic
aneurysm account for around 2% of all deaths in
men aged 65 and over. The condition is six times
more common in men than women with risk
being increased by smoking, high blood pressure
or through close family history.
Abdominal aortic aneurysm screening is currently
being rolled out across Devon. The South Devon
programme commenced screening in September
2009 with roll out from the Plymouth and
Somerset programmes underway. At this stage it
is too early in the development of the programmes
to provide meaningful data. However,
performance is regularly reviewed and will be
reported in the next annual report.
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9.4.2 Bowel screening
The NHS Bowel cancer screening programme
commenced roll-out in 2006 with a target to
achieve nation-wide coverage by 2009.
Screening aims to detect bowel cancer at an
early stage (in people with no symptoms), when
treatment is more likely to be effective. Bowel
cancer screening can also detect polyps. These are
not cancers, but may develop into cancers over
time. They can easily be removed, reducing the
risk of bowel cancer developing.
Screening is offered to men and women between
60–69 years of age every two years using a
guaiac-based faecal occult blood test. People
aged 70 are offered this service on request.
About one in 20 people in the United Kingdom
will develop bowel cancer during their lifetime.
It is the third most common cancer in the United
Kingdom, and the second leading cause of cancer
deaths, with over 16,000 people dying from it
each year.
Regular bowel cancer screening has been shown
to reduce the risk of dying from bowel cancer by
16%.
Programme hubs have been set up as part of the
national programme to send out faecal occult
blood (FOB) test kits to individuals, analyse
samples and send out the results. The Southern
Hub does this on behalf of NHS Devon and works
with the Royal Devon & Exeter NHS Foundation
Trust and Northern Devon Healthcare Trust which
are the local screening centres for the Devon
service. These screening centres provide endoscopy services and specialist screening nurse clinics
for individuals receiving an abnormal result.
The South Devon (including Plymouth) programme
started in September 2006 and the Devon
programme was launched on 31st March 2009.
The national standard for the percentage of
invited individuals with an adequate screen is
60%. Data from the Southern Hub (May 2010)
indicates that NHS Devon has achieved a 59.17%
uptake which is better than the national uptake of
53.97% for the same period.
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The NHS bowel cancer screening programme will
be extending the age range for screening from
April 2010 (Cancer Reform Strategy 2007) to
invite men and women up to their 75th birthday.
This is already underway in the South Devon
programme. The screening age increase will continue
across NHS Devon in line with national guidance.

9.4.3 Breast Screening
The national breast screening programme was set
up by the Department of Health in 1988. The aim
of the national breast screening programme is to
reduce the incidence and mortality rate of women
who develop breast cancer.
Women between the ages of 50 and 70 are
invited for regular breast screening every three
years. This involves a mammogram (an x-ray taken
of each breast). The mammogram can detect
small changes in breast tissue which may indicate
cancers which are too small to be felt either by the
woman herself or by a doctor.
More than 19 million women have been screened
by the programme in the United Kingdom and
the programme has detected around 117,000
cancers. The World Health Organisation’s
International Agency for Research on Cancer
(IARC) has reported (Lyons, 2002) that among
women aged 50-69 years, mammography
screening reduces mortality from breast cancer
by 35%. This means that for every 500 women
screened, one life will be saved.
InHealth (an independent sector service provider)
has been the main provider for breast screening
since May 2006. InHealth was one of the first
units in the South West to offer digital
mammography. During 2008-09 InHealth offered
93% of eligible women an appointment within
36 months of their previous screening. This was
slightly less than the South West average of 96%.
However, this is still above the national minimum
standard of 90%.
The Cancer Reform Strategy (December 2007) set
out three main improvements for breast screening
programmes. Progress against these
improvements is detailed in Table 9.8.

Table 9.8 Cancer Reform Strategy improvements in breast screening
Improvement

Progress

1.

The introduction of digital mammography.
To be in place by 2010

InHealth has been meeting this target since
2006.

2.

Age extension of the screening programme.
This will include women aged 47 to 73 years and
expected to be in place by 2012.

InHealth are set to roll out the age
extension programme from October 2010.

3.

Women at high risk of breast cancer to have
regular surveillance. Most of these women will be
those deemed to be at higher risk due to a family
history.

This service is currently provided by the
Royal Devon & Exeter NHS Foundation Trust.
Work is in progress for this to be included in
the local screening programmes by 2010.

Source: Cancer Reform Strategy, Department of Health 2007

During 2009 Inhealth has made good progress
to improve the breast screening services for the
population of Devon, and will continue to roll out
the age extension programme and family history
screening during 2010.

9.4.4 Cervical screening
The NHS cervical screening programme was set
up by the Department of Health in 1988. The
aim of the programme is to reduce the number of
women who develop invasive cervical cancer and
the number of women who die from it.
All eligible women between the ages of 25 to 64
are invited for screening every three to five years
so that conditions which might otherwise develop
into invasive cancer can be identified and treated.
Women between aged between 25 and 49 years

are invited every three years and women aged
50 to 64 are invited every five years. While
cervical screening cannot be 100% effective,
cervical screening programmes have been shown
to reduce the incidence of cancer in a population
of women. Table 9.9 gives an example of the
protection offered by a single negative smear.
Figure 9.12 shows NHS Devon Cervical Screening
Programme attendance rates by age group from
2006-09.
In 2009-10 Devon achieved 82.1% screening
coverage, compared with 80.9% in the South
West, and 78.9% for England. Devon women
typically receive their results in a timely fashion
with 92.1% receiving their results within two
weeks of screening compared with 44.6%
nationally, with Devon ranked third out of the
151 primary care trusts in the country.

Table 9.9 Percentage of cervical cancer prevented by a single negative smear result
20-39 years

40-45 years

55-69 years

Three-yearly
screening

40%

69%

73%

Five-yearly
screening

30%

63%

73%

Source: Sasieni, Adams, and Cuzick, British Journal of Cancer, 2003
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Figure 9.12 Attendance rates by age group, NHS Devon Cervical Screening Programme 2006-09
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NHS Devon is working towards ensuring all
women receive their results within14 days from
the time of the test in line with national
recommendations and consider initiatives to
encourage attendance in the younger age group.
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9.5 Emergency planning
The Civil Contingencies Act 2004 places a duty
on NHS Devon as a Primary Care Trust to ensure it
has adequate arrangements in place for a planned
response to civil emergencies. We are assessed
annually on our emergency preparedness through
the Care Quality Commission audit of compliance
with Department of Health “Standards for
better health” where the performance measures
for Public Health includes Standard C24 “Health
care organisations protect the public by having a
planned, prepared and, where possible, practised
response to incidents and emergency situations
which could affect the provision of normal
services.”
With responsibilities across most of Devon, we
are a strategic partner in emergency planning and
response in the county. We are fully involved in
co-operation arrangements between responder
organisations (the Local Resilience Forum) and
our Major Incident Plan provides the direction and
guidance needed to enable us to respond in a
structured way to any major incident.
Emergency planning priorities are identified by
the risk assessment processes used to produce the
Community Risk Register. Publication of the
Community Risk Register is a statutory requirement
of the Local Resilience Forum and identifies the
following very high hazards for our area:
Pandemic Influenza: This is also a very high
national priority. We have a specific response
plan for this which includes the response plan
for an outbreak of Avian Influenza.
Flooding: We respond in accordance with our
Major Incident Plan, providing clinician support
to rest centres if people need to be evacuated.
We also co-ordinate the wider health response
and provide public health advice if required.
The full Community Risk Register is available at:
www.dcisprepared.org.uk. This website also
provides other useful information about
community resilience in our area, as well as
access to specific response plans.

The NHS Devon Major Incident Plan has been
tested in respect of the alert cascade arrangements,
which were tested on two occasions.
However, the plan was activated again this year in
response to severe weather conditions, particularly
during January 2010 when the entire NHS Devon
area was blanketed in snow and ice. The night of
Tuesday 5th January saw heavy snowfalls across
the area, which persisted until Tuesday 12th
January. We had experienced a briefer period
of heavy snow in February 2009, but this more
prolonged episode severely tested the capability of
all organisations to keep the transport infrastructure
open and in our case, hospitals and health services
functioning at an acceptable level. Stocks of grit
and salt to treat roads and pavements dwindled,
with little hope of re-supply as the whole of the
United Kingdom had been affected. All
organisations co-operated in the joint effort to
keep services running. In the local health services,
staff went to great lengths to get to work, though
it was necessary to temporarily suspend elective
surgery. Use was made of volunteer organisations
with access to 4x4 vehicles to help with
movements of staff and medication where
needed. NHS Devon worked with other
organisations in the strategic and local response
to the weather, having to deal with our own
in-house issues of how to move staff about and
keep hospitals running, as well as the needs of
vulnerable people in the community. In a repeat of
the cold snap early in 2009, heavy snowfall on the
A38 at Haldon Hill on 12th January 2010
overwhelmed efforts to clear it and resulted in
hundreds of motorists becoming stranded.
Emergency services opened a shelter to provide
respite until the road could be cleared.

Exeter canal frozen. Courtesy of Doug Eltham, Principal
Environmental Policy Officer, Devon County Council.
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Preparing for pandemic influenza
Pandemic influenza preparedness has been
the major work stream for emergency planning
during 2009-10 and was only halted by the need
to manage the planned response with the arrival
of the real pandemic in April 2009. Planning and
response has involved every directorate within
NHS Devon and the other health service provider
organisations in the county.

9.6 The H1N1 pandemic
When there are more cases of a disease than
normal, then we have an epidemic. When an
epidemic moves to other countries, then we have
a pandemic – a worldwide epidemic of a disease.
An influenza pandemic may occur when a new
influenza virus emerges against which the human
population has little or no immunity. ‘Epidemic’
and ‘Pandemic’ are terms used for the spread of a
disease, they are not in themselves an indicator of
disease severity, so pandemics can be either mild
or severe in the illness and mortality they cause,
and the severity can change over the course of the
pandemic. Figure 9.13 shows the different phases
of pandemic influenza.
Influenza pandemics are nothing new and
have occurred throughout history. During the
twentieth century we had pandemics of
Spanish Flu (1918-19), Asian Flu (1957-58) and
Hong Kong Flu (1968-69). The Swine Flu
pandemic of 2010 is the first pandemic of this
century and has been relatively mild. It has caused
about 17,000 deaths worldwide, with nearly 500
in the United Kingdom, compared to the 1918
pandemic where it is estimated 20 to 40 million
died, with 250,000 deaths in the United Kingdom.
The modern world is a great place for viruses.
The interconnected nature of modern society
with relatively easy and frequent travel between
countries means viruses can spread quickly,
moving from epidemic to pandemic proportions
in only a matter of days.
On 21st April 2009, two people returned to
Scotland after a holiday in Mexico. At this time the
outbreak of flu-like illness in Mexico was only
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described as ‘unusual’. The two people were
admitted to hospital for precautionary assessment
and by 27th April, they were confirmed as positive
cases of the new H1N1 virus.
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Figure 9.13 Pandemic influenza phases
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In nature, influenza viruses circulate continuously among animals, especially birds. Even though such
viruses might theoretically develop into pandemic viruses, in Phase 1 no viruses circulating among
animals have been reported to cause infections in humans.
In Phase 2, an animal influenza virus circulating among domesticated or wild animals is known to
have caused infection in humans, and is therefore considered a potential pandemic threat.
In Phase 3, an animal or human-animal influenza reassortant virus has caused sporadic cases or small
clusters of disease in people, but has not resulted in human-to-human transmission sufficient to
sustain community-level outbreaks. Limited human-to-human transmission may occur under some
circumstances, for example, when there is close contact between an infected person and an unprotected
caregiver. However, limited transmission under such restricted circumstances does not indicate that
the virus has gained the level of transmissibility among humans necessary to cause a pandemic.
Phase 4 is characterised by verified human-to-human transmission of an animal or human-animal
influenza reassortant virus able to cause ‘community-level outbreaks’. The ability to cause sustained
disease outbreaks in a community marks a significant upwards shift in the risk for a pandemic. Any
country that suspects or has verified such an event should urgently consult with the World Health
Organisation (WHO) so that the situation can be jointly assessed and a decision made by the affected
country if implementation of a rapid pandemic containment operation is warranted. Phase 4
indicates a significant increase in risk of a pandemic but does not necessarily mean that a pandemic
is a forgone conclusion.
Phase 5 is characterised by human-to-human spread of the virus into at least two countries in one
WHO region. While most countries will not be affected at this stage, the declaration of Phase 5 is a
strong signal that a pandemic is imminent and that the time to finalize the organisation,
communication, and implementation of the planned mitigation measures is short.
Phase 6, the pandemic phase, is characterised by community-level outbreaks in at least one other
country in a different WHO region in addition to the criteria defined in Phase 5. Designation of this
phase will indicate that a global pandemic is under way.
Source: World Health Organisation, 2009
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`The timeline of events that followed in the NHS Devon area is given in Figure 9.14.

Treatment Phase

Containment Phase

Figure 9.14 NHS Devon Influenza Pandemic notable events
28th April 2009
First probable case in Devon appears in Torbay Primary Care Trust.
This was the first case in England.
11th June 2009

World Health Organisation declares full influenza pandemic

12th June 2009

NHS Devon antiviral stock management system ready

15th June 2009

First confirmed cases in the NHS Devon area

22nd June 2009

NHS Devon antiviral collection points ready

24th June 2009

First large cluster of confirmed cases, based on Exeter

29th June 2009

First antiviral collection points opened

2nd July 2009

National change in approach from containment to treatment

13th July 2009

Start of peak week for antiviral issues

23rd July 2009

National Pandemic Flu Service launched

21st October 2009

Vaccination programme commences

11th February 2010 National Pandemic Flu Service closes
31st March 2010

Antiviral treatment and child vaccination ends

Planning and testing
Planning for an influenza pandemic started in
earnest in 2005. Pandemics are not unusual;
there are roughly three of them each century and
we had influenza pandemics in 1918, 1957 and
1968. There were also some alarming cases in the
Far East where avian influenza viruses had been
caught by people, often with fatal consequences.
While there was no evidence that an avian-type
flu virus could be spread from person to person,
the ability of flu viruses to mutate suggested it
could only be a matter of time before one of these
viruses evolved to become the new flu pandemic.
The consensus of learned opinion was that we
were probably overdue a pandemic, so we had
better plan for it.

Planning was based on what was considered to
be the credible worst case scenario, with a viral
attack rate of 50% over a single wave of flu. Up
to half the population would then catch the virus.
Assuming a population of 753,000 for the NHS
Devon area, pandemic planning needed to follow
the assumptions set out in Table 9.10.
The numbers in Table 9.10 were to be expected
over a single 15-week period, but would not be
evenly spread over that time. Flu tends to affect
populations in waves of about 15 weeks’
duration, following a characteristic flu wave form.
The bad news for health services is that in the
peak week of the flu wave, about 22% of all
cases can be expected in that single week. Figure
9.15 is an example of the expected flu wave.

Table 9.10 NHS Devon initial pandemic planning assumptions
NHS Devon initial pandemic planning assumptions
Clinical cases of flu

377,000

GP consultations

101,000

Hospital admissions

15,000

Mortality 		

up to 9,500 deaths

Source: NHS Devon, 2010
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Source: NHS Devon, 2010

Proportion of total cases, consultations,
hospitalisations or deaths

Figure 9.15 Single wave national profile showing proportion of new clinical cases by week,
as used
25% for planning purposes
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Source: Pandemic Flu: A national framework for Week
responding to an influenza pandemic, 2007

On 21st April 2009, NHS Devon published the
second version of its Pandemic Influenza Plan. By
now we had a plan that had met Department of
Health audit requirements and assurances,
including a requirement to test it locally and
regionally part way through the actual response to
the pandemic, and it had been tested by exercising
it with other organisations. A lot of work had
gone into building the plan and every directorate
within the Trust had made a contribution. How
relevant the plan was when the actual pandemic
arrived a week later is, however, open to question.
As the disproportionate impact of the pandemic
on the young became more evident, the need for
the NHS to prepare for a larger than usual influx
of paediatric cases needing intensive care became
clearer. This resulted in a requirement placed on
NHS Devon to at least double our intensive care
capacity, the work being needed in a short
timescale of about 48 hours. Our colleagues in
Northern Devon Healthcare Trust and the Royal
Devon & Exeter NHS Foundation Trust worked
with their consultants in intensive care to increase
capacity in terms of the beds available and the
additional equipment and trained nurses needed.
Overall, an increase in critical care capacity of an
additional 183% was achieved.

The containment phase
The time from the arrival of the virus in the United
Kingdom up to 2nd July 2009 saw the initial
response to the pandemic in what was referred to
as the containment phase, under the oversight of
the Health Protection Agency. During this phase,
every person with influenza-like illness had
samples taken by swabbing. The samples were
then couriered to laboratories for analysis.
Antivirals were issued to the patient and for their
immediate families or contacts in an attempt to
limit the spread of the virus. The workload created
by this containment policy fell to GPs, for whom
this was a difficult time as health services were
generally unprepared for it; everything had been
planned in accordance with existing guidance
which talked about making antiviral treatment
more freely available to symptomatic patients
without the need for laboratory samples. Towards
the end of the containment phase we
experienced a cluster of cases in Exeter, involving
a large numbers of students, which sorely
stretched local capacity to sample and treat such
a large number of patients as the containment
algorithms required. Figure 9.16 shows the
distribution of cases and how the Exeter cluster
had developed by 20th July 2009.
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Figure 9.16 Plot of antiviral issues between 29th June and 20th July 2009 showing the Exeter
cluster

Source: NHS Devon Antiviral Collection Point Dual Data Collection System, 2009
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The containment phase was a time of rapidly
changing circumstances for clinicians. As more
was discovered about the virus, the sampling and
treatment algorithms for patients suspected of
having the virus changed frequently, often twice
in a day, adding to the difficulties for clinicians to
keep abreast of the latest information and
guidance.
As the containment phase progressed, the number
of cases requiring laboratory confirmation of the
virus began to outstrip the capacity of the
laboratories to analyse the samples and send
back results quickly enough. A point was
therefore reached where it became clear that the
predominant influenza virus circulating in the
population was the pandemic H1N1 virus and
it was moving freely from person to person,
resulting in a growing number of clusters of cases.
On 2nd July 2009, the decision was taken at
ministerial level to end the containment approach
and thus we entered the treatment phase, which
continued until 31st March 2010.

The treatment phase
The treatment phase saw a much simplified
approach, as would be needed as the number of
cases increased. Clinicians could now diagnose
pandemic influenza on the presence of symptoms
without the need to involve laboratory
confirmation, although samples could still be
taken if there was a clinical need. By now we had
antiviral collection points established across the
area and the staff in them had been trained and
equipped with the technology to enable them to
record the dispensing of antiviral medication. This
technology had been designed and built by NHS
Devon because as yet, there were no national
IT-based systems available. At this time, patients
were authorised to obtain antivirals by GP
prescription and though numbers were generally
low, this was about to change.
Changes had also been made to medicines
legislation to enable antivirals to be dispensed by
non-clinicians, but with clinical supervision, thus
enabling a more flexible approach to the staffing
requirements for the antiviral collection points.

On 23rd July 2009 the National Pandemic Flu
Service (NPFS) was launched. The NPFS enabled
patients with influenza-like illness to contact a single national telephone number and then be talked
through a diagnostic algorithm by a trained
operator. If H1N1 was symptomatically diagnosed
by this process, an authorisation number was
issued to the patient, which could then be passed
on to their ‘flu friend’ to enable them to collect
the medicine on their behalf. The NPFS also had
an online capability to enable patients to check
their symptoms and obtain an antiviral
authorisation over the internet. At the antiviral
collection points, staff were now able to record
the dispensing of antivirals authorised by NPFS
on the NPFS system. However, antivirals
authorised by GP prescription could not be
recorded on the NPFS, and therefore in NHS
Devon we decided to record each issue on the
NHS Devon system as well as NPFS because it
allowed us to record all issues of antivirals.
Subsequent to the NPFS, two further systems were
launched. The Collection Point Administration
System (CPAS) was launched on 23rd October
2009 and provided a simplified method for
administering antiviral collection points at the NHS
Devon level and for notifying the NPFS of changes
to opening hours and availability of collection
points. The Stock Management System (SMS)
went live on 4th November 2009. The SMS
enabled collection points to record issues of
antivirals authorised by GP prescription or voucher
and to record their daily stocktake quantities. This
system was implemented at very short notice for
our staff and once again we needed to
continue input to our NHS Devon system,
although on a reduced number of data items, to
enable us to continue to capture the operational
intelligence needed to effectively manage our
antiviral distribution strategy.
This part of the treatment phase was the long
haul to the finish and it saw the peaks in antiviral
issues and by implication, the bulk of the
pandemic flu cases in the NHS Devon area.

129

9. Health Protection

Treatment by antivirals
Modern antiviral medicines can make a valuable
contribution to reducing the severity of influenza
and can help to contain or reduce the spread of
the virus from person to person. Antivirals are
not a cure in themselves neither will they stop
someone from catching the flu. Two modern
antivirals that have proved effective against flu
viruses are Oseltamivir and Zanamivir, which were
marketed under the brand names of Tamiflu and
Relenza respectively. The Department of Health
has stockpiled these antivirals for use in a flu
pandemic and released the stockpile to local
health trusts, with the NHS Devon supply
arriving on 4th May 2009. Tamiflu was the most
used and was available in different dose sizes in
tablet and liquid forms, with Relenza reserved for
those patients with certain health complications.

Antiviral collection points
Getting antivirals to the patients was a job for
NHS Devon to organise. In Devon we are
fortunate in having a network of community
hospitals, with most centres of population
having a hospital nearby. The community
hospitals provided us with the basis for a robust
network of antiviral collection points, well known
to local communities and open for longer hours
than most of the alternatives. Using the hospitals
also meant the necessary communications
networks were already in place with staff that
are familiar with and knowledgeable about
dealing with patients and medication. Figure 9.17
shows the distribution of all planned antiviral
collection points and indicates the ones that were
activated. The figure also shows the 30-minute
drive time area served by the activated antiviral
collection points.
The planning for our antiviral collection points
took account of national standards set for public
accessibility. The end result was a network of 30
sites identified, of which only 11 were eventually
needed for the level of flu we experienced. Each
antiviral collection point was designed to meet
national specifications, but with the local refinement
that we had developed our own in-house internet
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based system for recording the issue of antivirals
and managing our antiviral stocks. This system
was to prove invaluable as a source of information
on which to base our strategy for opening antiviral
collection points and for monitoring the progress
of the virus through our area. The system was so
good that even when national systems became
available it was still worthwhile to use and
maintain our local system as well.
Although our antiviral collection points were
prepared mainly for the issue of antivirals, staff
were also available to initially assess people for
treatment, though the need for this quickly passed
with the introduction of the National Pandemic
Flu Service.
Clearly, with patients being unwell with flu, they
would not be in any state to collect antivirals
themselves, therefore the whole antiviral
collection process revolved around the patient
having a flu friend to collect their treatment for
them. For most patients this meant a family
member or close friend would act as their flu
friend, but for others who had no-one to turn to
for help, we had to provide a flu friend for them.
In NHS Devon we worked closely with the British
Red Cross to provide us with an antiviral home
delivery service for those without flu friends.
The Red Cross is very experienced in co-ordinating
the efforts of voluntary groups and they routinely
provide a medical equipment delivery service.
The home delivery service swung into action on
20th July 2009; contacting a single number
resulted in verification of the requirement for
home delivery, after which a volunteer would be
contacted to collect the antiviral treatment and
deliver it to the home of the patient. Most of
these deliveries were completed within four hours.
The British Red Cross made a total of 249 antiviral
home deliveries
in the NHS
Devon area.
British Red Cross
Volunteer Dot
Matthews MBE on
one of her antiviral
home deliveries

Figure 9.17 Distribution of planned antiviral collection points

Source: NHS Devon Antiviral Collection Point Dual Collection System, 2009
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The H1N1 vaccination programme
From the first days of the pandemic, we began
to formulate our detailed plans for the mass
vaccination of the population of Devon.
However, as the pandemic progressed, it became
clear that for most people the symptoms were
fairly mild, but for others with underlying health
complications the effects could be more severe.
This meant that vaccination could be used in a
more targeted way during the first phase of
vaccination by making it available to people in the
following priority groups:
First priority: people who have reached the
age of six months but have not reached the
age of 65 years; and are in a clinical risk group
Second priority: women who are pregnant;
and are at a stage in their pregnancy for which
the H1N1 vaccine is licensed for use
Third priority: people who are household
contacts of immunocompromised individuals
Fourth priority: people who are aged 65
or over; and are in a clinical risk group
In addition, vaccine was to be made available to
all frontline healthcare workers.
The clinical risk groups broadly included all those
people eligible for the seasonal flu vaccination
programme.
As the pandemic developed, the risk to very young
children became more apparent, therefore it was
decided to embark on a second phase of the
vaccination programme, this time by vaccinating
all healthy children within the over six months but
under-five age group.
The vaccination programme commenced on 21st
October 2009 and was not without issue. News
came in of leaflet drops to households and
internet sites devoted to exposing a conspiracy
behind the vaccination programme and questioning
the safety of the vaccine. The NHS has enormous
experience in the use of influenza vaccines and
their method of manufacture is well tried and
tested. The vaccine developed for H1N1 swine
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flu was manufactured using the same tried and
tested methods as are used every year to make
the seasonal flu vaccine, which when used has
no other adverse side effects. Specific vaccines
were provided for the general population and a
quantity of a vaccine specially developed for
people with egg allergies was also made available.
The urgency behind the vaccination programme
necessitated specific planning within NHS Devon
to manage large quantities of vaccine and
vaccination supplies such as syringes, needles and
safe disposal bins. Seasonal influenza vaccines are
usually supplied already drawn up into individual
disposable syringes which saves time and ensures
a precise dosage, but the swine flu vaccines
arrived in bottles and needed to be mixed before
vaccination and drawn up a dose at a time. The
quantities supplied were also large and there were
a number of regulatory issues to be addressed
before the vaccines could be broken down into
smaller quantities for supply to practices if waste
was to be avoided.
To manage the vaccination programme properly,
we decided to set up a dedicated vaccination
facility or ‘hub’, as it became known, in an
unused area within one of our community
hospitals. Here the correct environment could be
created for the correct storage and splitting and
re-packaging of vaccines, the re-ordering of
vaccines and the supply of the vaccination
consumables that needed to accompany each
order of vaccine.
In the NHS Devon area we estimated there would
be 98,268 people within the four priority groups
and a further 33,000
Swine ﬂu va
ccinations
otherwise healthy children
I’ve had my
over six months old, but
swine ﬂu
under five years of age,
who would be eligible
vaccine...
for vaccination. At the
latest count we had given
88,494 vaccinations, or
67.4% of the total
eligible vaccination
have you?
cohort.
Keith Gibb, hote

l services assis

tant, Sidmouth

hospital

The eventual course of the pandemic
in Devon
The experience of the pandemic in the NHS Devon
area reflected broadly what happened in the rest
of the country. For most people, pandemic H1N1
influenza was a mild infection compared to some
more common seasonal influenzas, but for some
people it was a much more serious condition. The
pandemic flu did not behave in the same way as
seasonal flu in that it disproportionately affected
the young, affecting large numbers of children
and young adults. This form of flu was also
dangerous for those patients with underlying
health problems and in particular to women who
were pregnant or who had just given birth. For
those most badly affected, the presence of the
virus appeared to predispose the patient to viral
pneumonia, which is an extremely difficult
condition to treat, often needing a period of
intensive care with a relatively poor prognosis
for recovery.

In NHS Devon, we had at our disposal very good
systems for tracking the spread of the virus in our
area. Accepting that for some people the virus
may have been so mild it was not reported, and
others may have reported influenza-like illnesses
that were not in fact caused by H1N1, our systems
could give an indication of spread by listing the
postcodes of patients obtaining antivirals from
our collection points. This is where the system
developed by NHS Devon was so valuable
compared to national systems, which could only
indicate how many antivirals had been issued by
each collection point. We could produce
immediate graphic representations of where
the affected patients were and thus review the
implementation of our collection point strategy
to determine if more needed to be opened and
in the decline of the virus, which ones could be
closed first.
Figure 9.18 shows the distribution of patients with
an influenza-like illness obtaining antivirals for the
period 29th June to 14th February 2010. This
period includes the peak week for the pandemic
in the NHS Devon area, which was week
commencing 13th July 2009 when 1,802 courses
of antiviral treatments were issued by our antiviral
collection points. Comparing the distribution of
cases with the distribution of collection points, we
believe the provision was right for the majority of
patients and their flu friends.

Figure 9.18 Antiviral Issues
per 1,000 population between
29th June and 14th February
2010 by Devon Middle Super
Output Area

Source: NHS Devon Antiviral Collection
Point Dual Data Collection System,
2009
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Figure 9.19 shows the issues of antivirals by day
of the week from 3rd August to 13th December
2009. There is a clear pattern with many more
antivirals being issued on Mondays than on any
other day of the week.
It is interesting to see that this pandemic virus,
though mild in relative terms, was still severe
enough to make most genuine cases need bed
rest, yet only about two-thirds of those
requesting antiviral treatments qualified for
authorisation, and then only about two-thirds of
those authorised actually arranged to have them
collected.
After the initial peak of activity in July we
observed a second smaller wave of activity with
twin peaks; week commencing 19th October
2009 (674 treatments issued) and week
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commencing 16th November 2009 (685
treatments issued). There then followed a steady
decline until 11th February when, after the
cessation of the NPFS, issues of antivirals dropped
to two or three packs of antivirals per week. The
diagram at Figure 9.20 shows the weekly issues of
antivirals during the course of the pandemic. The
initial wave closely matches the expected shape
of the wave we had planned for, but at a much
lower level of intensity.
By the end of the treatment phase, NHS Devon
had issued 16,100 courses of antivirals, measured
from week commencing 29th June 2009. If a
population of 753,000 is taken for the population
in the NHS Devon area, this equates to an attack
rate of only 2.14%.
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Figure 9.19 Daily issue of antivirals, 3rd August to 13th December 2009
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Figure 9.20 Weekly issues of antivirals indicating characteristic influenza wave form for
first and subsequent waves
Antivirals Issued by Week, Devon
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Source: NHS Devon, 2010
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Management of the health response
The management of the influenza pandemic
response followed the structure set out in the
NHS Devon Pandemic Influenza Plan. The
Director of Public Health took on the role of
Pandemic Influenza Co-ordinator for Devon and
as per the plan, was supported by a Pandemic
Influenza Co-ordinating Group which consisted of
key representatives from each NHS Devon
directorate and from each provider in the NHS
Devon health economy. The Pandemic Influenza
Co-ordinating Group met as required, which
meant daily at first, then to twice weekly and then
weekly as the response began to settle down into
a steady rhythm. Latterly, a meeting every three
weeks was sufficient to bring the response to a
close by the end of March 2010. The Pandemic
Influenza Co-ordinating Group was of fundamental
importance and all meetings were documented to
track actions arising and their completion. A total
of 343 actions were allocated by the Pandemic
Influenza Co-ordinating Group, each of which
required a piece of work, some small but others of
larger scale, to complete.
While the Pandemic Influenza Co-ordinating
Group took care of the strategic issues, the tactical
delivery of the response involved literally
thousands of people across the health economy
working with patients in the provision of primary
care and intensive care; providing logistical
support; running antiviral collection points;
carrying out the vaccination programme; dealing
with communications issues such as media
enquiries and public information; all of this while
maintaining all our other services. We are
indebted to every member of staff and members
of the voluntary services who helped to make this
happen and to deliver such an excellent response,
for the hard work put in and the sometimes long
and unsociable hours.
In the final analysis, our local planning worked
well in preparing and delivering in response to the
pandemic. We had good command and control
measures in place and good team spirit across
the whole health economy, with excellent
co-operation and support.
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On 23rd September 2009, at the NHS Devon
Board Annual General Meeting and Staff Awards
ceremony, the Chairman, Dr David Radford,
recognised the work undertaken on the pandemic
by presenting his award for an outstanding
contribution to the Influenza Pandemic Planning
and Response Team. The award was received by
Mr Mike Sarsfield, the NHS Devon Resilience
Manager, on behalf of the team (below).

Communications
Good communications, both to internal NHS
audiences and the wider public, lie at the heart of
good emergency planning. Good communications
not only make good sense, but they are an
obligation for the Trust under the Civil
Contingencies Act 2004 requirements for
appropriate warning and informing. The NHS
Devon Communications Team had planned in
depth for the pandemic and made a significant
contribution to our pandemic influenza plan. On
the arrival of the pandemic, it was therefore a
relatively straightforward task to implement the
communications plan from the outset. The
Communications Team needed to provide a
wealth of information in the form of information
leaflets for antiviral collection points, posters for GP
surgeries, vaccination posters, and signage for
antiviral collection points. Public-facing
information and advice was posted on the Trust’s
website and internal communications and
information was made available on our intranet
site. The team also managed all requests from the
media for information and ensured good
communications flowed to and from the
Department of Health.
An innovative use was made of YouTube, where
information video clips had been filmed and
posted by the Communications Team.
However, the most sought-after information
was that included in “Swine Flu News”. Swine
Flu News was produced by the Communications
Team and widely circulated to health professionals
across the NHS Devon health economy. It was the
authoritative source for information and played
a hugely important part
during the containment
phase when guidance
changed frequently and
needed to be
communicated quickly
to clinicians. By the end
of the treatment phase,
Swine Flu Update had
run to 45 editions.

Choose well
As the pandemic continued towards winter, the
Public Health Directorate was required to take
over the planning and preparation of the NHS
Devon health economy for winter pressures.
This is an annual requirement for the Trust but
the first time the Directorate had taken on this
responsibility. There were concerns that the
pandemic might make a disproportionately large
contribution to the seasonal pressures on health
services during the winter months, thus requiring
greater co-ordination of the response over winter.
This additional responsibility was taken over in
September 2009 and by October, daily capacity
management meetings and weekly strategy
meetings for winter pressures were needed in
addition to those required for co-ordinating the
pandemic response. This placed a heavy
additional workload on senior staff and our
trained loggists in managing so many extra
meetings, all of which needed proper
documentation for good governance reasons.
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And finally...
At the end of the treatment phase, it might be
considered all was finished with this pandemic,
but this was not the case. The recovery phase
following on from treatment saw the return of
unissued antivirals to the central national stockpile
(we returned some 78,000 treatment courses)
and the recovery of unused Personal Protective
Equipment and other consumables. However, the
vaccination campaign is continuing until
September 2010 for the priority groups and
frontline healthcare workers and there are
unknowns about the virus; will it re-emerge in the
winter of 2010 or could it mutate into another
form? We will be monitoring what happens in
the southern hemisphere to see how the virus
behaves now we are over this first attack.
Whilst H1N1 2009 fitted the definition of a
pandemic, was it the pandemic we had been
planning for? Arguably this virus emerged from
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an unexpected direction and not from the Far
East, where the threat of an H5-type virus linked
to avian influenza is of most concern. Monitoring
of different flu types across the globe is carried
out by the World Health Organisation. Cases of
H5N1 Avian influenza infecting humans are
occurring in Vietnam and Egypt, with death
occurring in around 50% of cases. While this is
serious as the virus has, in some cases, been able
to infect humans from their animal hosts, there is
as yet no evidence of adaption by the virus to
enable it to spread from human to human. The
ability of influenza viruses to adapt and mutate
means that it is only a matter of time before the
H5N1 type emerges as a new human pandemic.
The next stage for health services is to learn from
the experience of H1N1 and prepare for the next
pandemic. The report of the Independent Review
by Dame Deirdre Hine was published in July 2010.

10. Progress on the recommendations of
previous Annual Public Health Reports
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10. Progress on the recommendations of
previous Annual Public Health Reports
Recommendations of the Annual Public Health Report
2007-08
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Recommendations

Outcome

Comments

5.3

Undertaking a health equity audit with
Primary Care regarding blood pressure and
cholesterol control to ensure that those
people who most need improved blood
pressure and cholesterol control receive the
treatment they need.

Achieved

5.4

A health needs assessment should be
undertaken of those in the criminal justice
system.

Ongoing

A prison health needs
assessment is being
completed during 2010-11.

6.1

For children who are assessed as being
overweight, multi-component interventions
to encourage increased physical activity,
improved eating behaviour and healthy
eating should be available. Parents/carers
should be encouraged to participate and
take responsibility for lifestyle changes for
their children.

Ongoing

A care pathway for children
is in progress.

6.2

Increasing the staffing infrastructure. Nine
whole-time equivalent Health Trainers are
now in post in the Provider Team, with a
total of 27 whole-time equivalent Health
Trainers due within three years.

Not
achieved

Vacancy freezes and
funding cuts to the
‘Choosing Health’ budget
have meant that this
investment has not been
possible.

Recommendations of the Annual Public Health Report
2008-09
Chapter 1: Introduction and Background
Recommendations

Outcome

Comments

Outcome

Comments

No recommendations

Chapter 2: Devon Overview
Recommendations
No recommendations

Chapter 3: Partnership Working for Children and Young People
Recommendations

Outcome

Comments

Outcome

Comments

Partially
achieved

As identified in the care
pathway, monitoring of
the public health nursing
contract should be
undertaken to ensure
compliance and that actions
reduce the gap in infant
mortality.

Partially
achieved

The Maternity Services
Liaison Committee has
recently approved an
opt-out pathway for referral

No recommendations

Chapter 4: Antenatal Care and Childbirth
Recommendations
4.1

4.2

Creating the best start to life
Infant and maternal health outcomes
should be monitored regularly to ensure
that actions to reduce the gap in infant
mortality are effective.

Smoking in pregnancy
All midwives and health care professionals
looking after women who are pregnant, or
who are planning to be pregnant, should
offer brief intervention advice and refer to
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10. Progress on the recommendations of
previous Annual Public Health Reports
Chapter 4: Antenatal Care and Childbirth
Recommendations

Outcome

of pregnant smokers to the
NHS Stop Smoking services.
Both North Devon Hospital
and the Royal Devon &
Exeter NHS Foundation Trust
will be implementing this
process during the summer
of 2010.

specialist NHS Stop Smoking Services as
necessary.

4.3

The general availability of NHS Stop
Smoking Services should be increased, and
social marketing techniques should be used
to ensure that there is a targeted approach.

Comments

Achieved

Six additional advisers to the
Stop Smoking Service have
been recruited.
The Smokefree Devon
Alliance, a tobacco control
partnership, will be formed
in April 2010. The Alliance
will adopt smoking in
pregnancy as one of its
seven key priority areas.
Social marketing principles
will be used as a general
practice by the Alliance.

Achieved

Data collected routinely by
Public Health allows any
increases in referrals and
quit attempts to be isolated.

Achieved

All maternity providers are
tasked to ensure that they
follow the Department of
Health recommendations via
development of the
appropriate care pathways
and monitoring of their
compliance.

Higher doses (5 mg daily) are recommended Achieved
for those who have had a previous Neural
Tube Defect pregnancy or who have a
family history of Neural Tube Defect.
Higher doses are also recommended for

All maternity providers are
tasked to ensure that they
follow the Department of
Health recommendations via
development of the

The performance of NHS Stop Smoking
Services for pregnant women should
be monitored, especially in relation to
minority-ethnic and socio-economically
disadvantaged groups.
4.4

4.5
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Folic acid and vitamin supplements
The Department of Health recommends
that women who could become pregnant,
or who are already pregnant, have a daily
folic acid intake of 400 micrograms before
conception and throughout the first 12
weeks of pregnancy.

Chapter 4: Antenatal Care and Childbirth
Recommendations

Comments

women who have (or whose partners may
have) a Neural Tube Defect and those who
have diabetes (Department of Health,
2000).

appropriate care pathways
and monitoring of their
compliance.

4.6

Information on the protective effects of a
folate-rich diet needs to be incorporated
into nutrition and health education at
secondary school level.

Partially
achieved

All maternity providers are
tasked to ensure that they
follow the Department of
Health recommendations via
development of the
appropriate care pathways
and monitoring of their
compliance.

4.7

During the appointment booking at the
beginning of pregnancy, midwives should
offer every woman information and advice
on the benefits of taking a vitamin D
supplement (10 micrograms per day) during
pregnancy and while breastfeeding. They
should explain that it will increase both the
mother’s, and her baby’s, vitamin D stores
and reduce the baby’s risk of developing
rickets. Health professionals should take
particular care to check that women at
greatest risk of deficiency are following
advice to take a vitamin D supplement
during pregnancy and while breastfeeding.
These include women who are obese, those
who have limited skin exposure to sunlight
or who are of South Asian, African,
Caribbean or Middle Eastern descent.

Achieved

All maternity providers are
tasked to ensure that they
follow the Department of
Health recommendations
via development of the
appropriate care pathways
and monitoring of their
compliance.

4.8

Meeting the needs of women during
pregnancy and childbirth
A health equity audit of the availability of
high-quality care before pregnancy should
be undertaken with all women being able
to access advice, information, support and
the antenatal screening they require.

Not
achieved

All maternity providers are
tasked to ensure that they
follow the Department of
Health recommendations
via development of the
appropriate care pathways
and monitoring of their
compliance.

4.9

Partially
Targeted support should be developed for
those who are young or otherwise vulnerable. achieved

Specialist midwives in some
community and acute settings.
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previous Annual Public Health Reports
Chapter 4: Antenatal Care and Childbirth

4.10

Recommendations

Outcome

Comments

Progress towards the South West Strategic
Health Authority target of a reduction in
smoking in pregnancy to no more than 5%
by 2013.

Ongoing

This is a challenging target
that will only be achieved
through multi-agency work.
The Alliance Action Plan
does not only address
quitting, but raises the
issue indirectly by promoting
smokefree homes and cars.

Outcome

Comments

Achieved

The Infant Feeding Strategy
has been produced, adopted
and endorsed by the
Maternity Services Liaison
Committee (sponsoring
body), Children’s Trust Board
and Professional Executive
Committee.

Achieved

The bid to the Department
of Health was successful;
this was for £96,000 of
funding to support
achievement of
Breastfeeding Initiative
Quality Standards.

Chapter 5: Early Years
Recommendations
5.1

5.2

Breastfeeding
To develop a comprehensive breastfeeding
strategy to increase rates of breastfeeding
in NHS Devon, to include local
breastfeeding peer support programmes.

To implement a breastfeeding policy across
Devon that includes training for staff, as
well as support for those staff who may
themselves be breastfeeding.

An action plan has been
developed and three project
workers have been
appointed to take this
forward in maternity units
and in the community.
5.3
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To follow professional advice on feeding
infants aged six months and above,
promoting an increasingly varied diet using
foods of different textures in appropriate
amounts (in addition to milk) in response to
the baby’s needs.

Achieved

This has been achieved as
part of the Infant Feeding
Strategy and Breastfeeding
Initiative standards.

Chapter 5: Early Years
Recommendations
5.4

Childhood immunisations
To undertake a media campaign based on
social marketing principles to improve the
uptake of measles, mumps and rubella
(MMR) vaccine.

Outcome

Comments

Ongoing

The Childhood Immunisation
Improvement Project (CHIIP)
will be launched in April
2010. The MMR Catch-Up
campaign has achieved a
rise in the numbers who
have received one dose and
those who have had second
doses of the vaccine.

5.5

To address the difference in uptake rates for Ongoing
the individual immunisations across the NHS
Devon area.

5.6

Family parenting support
To commission parenting programmes
that have evidence of effectiveness, and
outcomes should be monitored. Evaluation
of the Home Start programme found that
it had not made a significant difference to
mothers. However, there is evidence of
effectiveness of the Sure Start programme
in areas of high deprivation, for both
parental and child outcomes. Effective
outcomes for children’s educational
development have been shown with
intensive two-generational programmes
involving parenting skills to help their
children read, and family literacy schemes.

5.7

Achieved

To provide universal interventions that
Partially
appear to be successful in tackling common achieved
parenting needs at the lower end of the risk
spectrum. Simple and short interventions
focusing factual information and fact-based
advice to parents, including child
development and encouraging alteration
of simple behaviours, have been shown
to boost parental knowledge and change
behaviour. Knowledge is enhanced by

Individual practices have
been contacted and
supported to review their
practice in delivering the
immunisations. A link has
been made with local
regeneration projects in
North Devon.
Parenting programmes/
interventions adhere to the
Family Support principles
endorsed by the Social Care
Remodelling Board.
Parenting programmes are
commissioned as part of the
Parenting Strategy linking
with the Children and Young
People’s Plan. Localised
work has been undertaken
by some children’s centres
and Local Children’s Trust.
Achievement of this
objective is linked to the
availability of the public
health nursing service.
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previous Annual Public Health Reports
Chapter 5: Early Years
Recommendations

Outcome

Comments

Outcome

Comments

Achieved

This is part of the maternity
services dashboard. A lead
has been identified. The
area of work is owned by
the Midwifery Services
Liaison Committee.

factual information given by authoritative
professionals in a range of formats dealing
with concrete issues, effective for all types
of parents but gains are greatest for
low-knowledge, high-risk groups.

Chapter 6: Children Aged 5-12
Recommendations
6.1

Promoting a healthy weight
To provide women of childbearing age
with advice before conception and during
the first 12 weeks on the importance of a
healthy diet.

6.2

To support women who are overweight and Partially
obese during pregnancy in making healthier achieved
lifestyle choices.

A specific care pathway
is required.

6.3

To promote breastfeeding, as it has an
essential role to play in improving health
and reducing health inequalities and
protects babies and mothers from a range
of poor health outcomes, including obesity.

The bid to the Department
of Health was successful;
this was for £96,000 of
funding to support
achievement of
Breastfeeding Initiative
Quality Standards.

Achieved

Three project workers have
been appointed to take this
forward in maternity units
and in the community.
A targeted focus is included
within the action plan.
6.4
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To support parents and carers in
understanding and providing a healthy,
balanced diet for their babies and young
children.

Achieved

This has been undertaken
through maternity services
and public health nursing
service, supported by
children’s centres.

Chapter 6: Children Aged 5-12
Recommendations

Outcome

Comments
An Infant Feeding Strategy
has been agreed and
increased resources for
breastfeeding have been
secured.

6.5

To promote ‘Healthy Start’ to pregnant
women and families with children under
the age of four who are either in receipt of
specific benefits or are pregnant and under
the age of 18.

6.6

Improving levels of physical activity
To ensure ‘Early Years’ establishments such
as nurseries, childminders, and playgroups,
play a crucial role in shaping children’s
eating and physical activity patterns.

Achieved

This is undertaken through
maternity services and
public health nursing
service, supported by
children’s centres.

Partially
achieved

There are a number of
programmes in place
supporting early years
settings to promote healthy
weight among pre-school
children and their parents, in
addition to the core work of
public health nurses through
the child health promotion
programme:
all children’s centres have
actions around healthy
eating, physical activity
and positive parenting
within their core offer,
which is monitored by the
Devon Early Years Service
NHS Devon supports early
years settings to develop
their skills in these areas
by providing skills audits
and bespoke training
three trainers from Devon
are about to go forward
to become tutor-trainers
for a programme called
HENRY – Health Exercise
and Nutrition for the
Really Young to enable
a county-wide sharing
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Recommendations

Outcome

Comments
of core skills to support
healthy weight
In Exeter, NHS Devon
funds a project aligned to
the national programme,
Change4Life, which
works with two children’s
centres. Activities
include a DVD to support
parents to get ‘up and
about’, take ‘60 active
minutes’ through dance.
The project is linked to
the Skilled4Health
programme running from
St Luke’s Science and
Sports College
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6.7

To utilise play strategies to provide many
opportunities for physical activity.

Partially
achieved

This is part of the Children
and Young People’s Plan –
“Play and Positive Activity”.

6.8

To support schools through the Healthy
Schools Plus Programme to deliver
opportunities to contribute to improving
healthy weight, food and nutrition, physical
activity and fitness.

Achieved

Over 250 schools signed up
to the Healthy Schools Plus
Programme.

6.9

To support parents to negotiate a reduction
in passive activities such as watching
television and using computers, coupled
with a balanced diet with a calorie intake
that does not exceed the child’s energy
requirements.

Partially
achieved

A pilot project has been
implemented in Ilfracombe
as part of routine feedback
to the National Child
Measurement Programme.

6.10

To develop a physical activity strategy with
‘Active Devon’ that reflects the national
recommendations spanning all age ranges
and settings.

Achieved

Chapter 7: Teenagers

7.1

Recommendations

Outcome

Comments

Smoking
To develop a Devon Tobacco Control
Alliance.

Achieved

The Alliance held a launch
event in February 2010 and
a steering group is due to be
formed in April 2010.
The Stop Smoking Service
now has a communications
plan and national branding is
widely understood and used
by all advisers. A newlyrecruited communications
lead has contributed to
wider advertising and
key messages are agreed
through the Smoking
Steering Group. Clinic
posters, business cards and
short referral forms have
been sent to GP practices.
Smokefree South West has
funded additional
advertising in Devon press.
The Alliance will continue to
raise awareness of the Stop
Smoking Service through its
leads throughout the year,
particularly with workplaces.

7.2

To ensure Stop Smoking Services in Devon
are advertised and available to all age
groups in all areas, building on national
and regional advertising campaigns.

Achieved

7.3

To ensure all health workers who work
with young people are aware of the Stop
Smoking Service, and establish clear
pathways for referrals.

Partially
achieved

7.4

Alcohol and drugs
To promote alcohol awareness at an
early age.

Achieved

This has been addressed
within Devon Alcohol
Awareness Partnership and
Young People’s Alcohol Plan
Implementation Group.
Drugs: The guidance for
Schools consultation
document has clear
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Recommendations

Outcome

Comments
guidelines for drug and
alcohol work within schools.

7.5

To encourage families to lead by good
example, setting boundaries for their
children and not exposing young people
to alcohol-fuelled excesses.

Partially
achieved

There is a parenting theme
within the Devon Alcohol
Implementation Plan. It is
included in the Parenting
Matters booklet.

7.6

To work with partners to combat the illegal
sale and consumption of alcohol by young
people.

Achieved

Trading Standards
undertake underage sales
checks across the county in
partnership with the NHS.

7.7

Sexual health
To introduce a condom distribution
programme (C-Card) within Devon.

Achieved

The programme has been
rolled out in four teenage
pregnancy ‘hot spot’ areas –
Exeter, Tiverton, Barnstaple
and Teignmouth. A further
three areas (12 settings)
have been identified for
development as part of the
Health Promotion Devon
Service Level Agreement
2010-11.
Workers report that the
scheme has increased access
to quality sexual health
support, as well as condoms.
There is clear evidence that
the scheme engages young
men (particularly successful
in Exeter and Tiverton).

7.8

To introduce a quality marker, utilising the
national “You’re Welcome” criteria, so
young people can access sexual health
services with confidence that they are
young-people friendly.

Achieved

“You’re Welcome” is aligned
to young people’s sexual
health services. It is
identified within Health
Promotion Devon Service
Level Agreement 2010-11.
One setting is ready for
desk-based verification.
Four further settings are
completing the tool-kit.
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Chapter 7: Teenagers
Recommendations

Outcome

7.9

To promote locally-available services,
including where to access sexual health
advice, screening and treatment.

Partially
achieved

7.10

To ensure local publicity of national sexual
health campaigns such as the “Condom
Essential Wear” media campaign.

Achieved

7.11

Chlamydia screening
Partially
To develop a comprehensive Chlamydia
screening programme across Devon to meet achieved
national targets in 2009-10 and 2010-11.

Comments

Key messages from the
“Sex - Worth Talking About”
campaign disseminated
to partners working with
young people.
Emphasis has been placed
on embedding Chlamydia
screening in core services
of GP, contraception and
pharmacy.
The 2009-10 screening
target was not met – a
coverage of 14.4% was
achieved against a target of
25%.

7.12

To use local data to ensure that there is
effective commissioning.

Partially
achieved

A social marketing approach
has informed the
development of grab-bins
and self-test kits.
Grab-bins and a pharmacy
Locally Enhanced Service
were targeted based on
areas of highest need and
service gaps.
Local data on Chlamydia
screening has been limited.
Improved reporting
mechanisms should improve
available data to inform
commissioning.

7.13

To implement a media and communications
plan.

Achieved

A national TV, media and
radio campaign ran during
January and February 2010
as part of the “Sex – Worth
Talking About” campaign.
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Outcome

Comments
There was a local ‘uplift’ to
support this, which attracted
significant local media
coverage and was supported
by events in colleges in the
local area.

7.14
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Teenage pregnancy
To develop and implement a joint Young
People’s Contraceptive and Sexual Health
Commissioning Plan to ensure universal
and targeted provision which is
performance managed through the
Teenage Pregnancy Partnership Board.

Achieved

The findings from the Brook
Review of sexual health
services in Devon will inform
this commissioning plan.

7.15

To develop and implement, in partnership
with young people, a Devon-wide approach
to universal and targeted Sex and
Relationship Education provision.

Ongoing

Key actions have been
identified in objective four
of the Teenage Pregnancy
and Young People’s Sexual
Health Action Plan.

7.16

To develop interventions to meet the needs
of a range of vulnerable groups.

Ongoing

Key actions have been
identified in objective four
of the Teenage Pregnancy
and Young People’s Sexual
Health Action Plan.

7.17

Human Papilloma Virus (HPV)
immunisation
To implement the accelerated Human
Papilloma Virus catch-up campaign for girls
in Year 8 (12 and 13 year-olds) and those
in Years 10, 11, 12 and 13 in the academic
year 2009-10.

Achieved

Chapter 8: Deprivation and Disadvantage – Children in Special Circumstances

8.1

Recommendations

Outcome

Comments

Children living in poverty
To increase opportunities for employment
such as apprenticeships.

Not
achieved

A Children’s Trust Board
Child Poverty Sub-group was
formed to consider statutory
guidance for local duties on
child poverty (Child Poverty
Act 2010) and define and
implement a local response.

8.2

To promote non-stigmatising access to help
and support for young people, for example
implementation of the “You’re Welcome”
criteria.

Partially
achieved

A campaign to encourage
benefit take-up for children
with special needs has raised
£5 million additional benefit
for 995 families.

8.3

To focus resources on parenting – both
supporting general parenting programmes
and providing sustained, targeted support
for those most in need.

Achieved

Parenting programmes are
commissioned as part of the
Parenting Strategy linking
with the Children and Young
People’s Plan. Co-location
of health visitors has been
undertaken within children’s
centres.

8.4

To provide individual, person-centred
support for those who have a complex
range of needs that cumulatively have
massive impact, but that individually do
not meet the current thresholds (early
intervention).

Partially
achieved

A common assessment
framework was implemented
through the AXS programme
and Early Response Service.

8.5

To encourage the development of basic
skills for children, young people and their
families.

Achieved

This has been delivered
through the Devon
Parenting Strategy and
children’s centres.

8.6

To work with partners to raise the aspiration Achieved
of children and young people in Devon.

8.7

Vulnerable groups
To review and enhance definitions of,
and accurate data collection about, child
homelessness, gipsy and traveller children,

Partially
achieved

This is part of the Children
and Young People’s Plan as a
core objective of the “Every
Child Matters” outcomes.
Information collection
systems are being
developed and enhanced.
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Recommendations

Outcome

Also numbers of adults who
are parents or have caring
responsibilities are now being
monitored across Drug and
Alcohol Treatment services.

young carers, children of offenders, those
that are homeless, those living with
domestic violence and abuse.

8.8

To invest further in culturally sensitive
mental health and emotional wellbeing
services which address the needs of
minority groups.

8.9

Learning disability
To demonstrate improved health outcomes
for people with learning disabilities by
providing annual health checks in primary
care, the provision of appropriate treatment
and follow-up in the right environment,
with Health Action Plans to enable the
client/carer to take better care of their
needs.

Comments

Achieved

This has been delivered by
the Black Minority and
Ethnic Community
Development Team.

Partially
achieved

NHS Devon and the Children
and Young People’s Service
financial leads have
clarified the position relating
to the demand, capacity and
funding streams attached to
the various projects within
children’s services.
This work has informed NHS
Devon’s operational and
financial plan for 2010-11,
which includes an increased
NHS Devon funding
allocation of £1.25m for
children’s services covering
the following services under
“Aiming High for Disabled
Children”:
palliative care
equipment
short breaks
autistic spectrum
Child and Adolescent
Mental Health Service
sexual abuse assessment
and treatment
children’s therapies
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Chapter 8: Deprivation and Disadvantage – Children in Special Circumstances
Recommendations

Outcome

8.10

To demonstrate improved access by people
with learning disabilities to public health
promotion programmes such as weight
management, physical activity and
screening programmes.

Ongoing

8.11

To strengthen joint commissioning
arrangements so that resources can be
targeted to meet needs.

Achieved

8.12

Young carers
To improve information about, and support
for, young people who have a caring role.

Comments

Dedicated Devon Young
Carers Project
commissioned supports
1,329 young carers.
Actions are outlined in the
Devon Carers Strategy,
including carer health
checks. A carers training
group has been initiated to
identify training needs, map
current provision and
identify gaps.

8.13

To improve support for all carers,
irrespective of age, at times of crisis.

Achieved

A GP conference held in
June 2009 raised awareness
among primary care
practitioners. More work
needs to be done to raise
awareness in adult services
of the caring role young
carers undertake, to ensure
they are referred to the
Young Carers Project for
support.

8.14

To analyse the effectiveness of
commissioning strategies in terms of the
impact they have, not only on all children,
but on these most vulnerable groups to
demonstrably improve inequalities in health
in vulnerable children and young people.

Partially
achieved

Work is being undertaken
with Devon Children’s Trust
Integrated Commissioning
Team. Governance is
undertaken by the
Vulnerable Adolescents
Board.

155

10. Progress on the recommendations of
previous Annual Public Health Reports
Chapter 9: Safeguarding Children
Recommendations
9.1
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Safeguarding and promoting the
welfare of children
NHS Devon and Devon County Council,
through their commissioning and public
health functions, should continue to
support the development of good practice
in child safeguarding including the
prevention of unintentional injury and
the appropriate multi-agency management
of child protection concerns. Child
protection will always be a high risk activity
for commissioning and provider functions.

9.2

To establish a multi-agency partnership
group, with appropriate membership and
terms of reference, to oversee the
implementation of the recommendations
and facilitate regular reporting on progress.

9.3

Prevention of unintended injuries
To ensure processes are in place to analyse
the National Institute for Health and
Clinical Excellence (NICE) guidance and
recommendations on unintentional injury
and ensure these are reflected in local
action plans.

Outcome

Comments

Ongoing

Achieved

A multi-agency partnership
has been established.

Ongoing

Publication of NICE guidance
has been delayed.

9.4

To agree a data sharing protocol between
partner agencies to ensure a consistent
approach to data collection.

Ongoing

Agreement among agencies
for the establishment of a
Multi-agency Task Group.

9.5

To agree and develop a minimum dataset
drawn from data held by partner agencies.

Ongoing

This is an agreed task of the
Multi-Agency Task Group.

9.6

To collect routinely and review data on a
regular basis (quarterly) to provide a clear
understanding of the rates and types of
unintentional injury across Devon, to enable
actions and resources to be directed
accordingly.

Ongoing

This has been agreed as part
of the terms of reference of
the Multi-agency Partnership
Group.

9.7

To produce a multi-agency evidence-based
implementation plan for unintended
injuries.

Ongoing

Awaiting publication of the
delayed NICE guidance.

Chapter 10: Health Protection

10.1

Recommendations

Outcome

Comments

Healthcare Associated Infections
Infection control and good hygiene should
be practised in all settings.

Achieved

Clear audit and assessment
are in place.

10.2

Ongoing
Hand-washing is the single most effective
measure in preventing and controlling
infection and should be actively encouraged
at home and work.

10.3

Coughs and colds, using the “Catch it, Bin
it, Kill it” message to prevent the spread of
flu viruses.

10.4

Communicable diseases
For Norovirus, the Primary Care Trust, its
providers and the local Health Protection
Agency team, continue to support and
improve the existing systems for
Norovirus surveillance, and that rapid
testing for Norovirus is made available
for community outbreaks.

Achieved

A hand-washing audit is
undertaken at all sites and
posters are in place.
Posters and media messages
are circulated across the NHS
Devon area.

Achieved

Ongoing

10.5

The Primary Care Trust should support
education in schools, nurseries and
residential settings on infection control,
and audits, where appropriate.

10.6

Achieved
For PVL-producing Staphylococcus aureus,
there should be surveillance, awarenessraising of both the organism and the
current guidelines, and audits undertaken
of the effectiveness of treatments to remove
the organism, and to prevent recurrence,
to contribute to the development of the
evidence-based guidelines.

10.7

To prevent outbreaks of infectious disease,
swimming pool users must co-operate with
pool managers in not swimming when they
or their children have diarrhoea, and for
two weeks afterwards; any faecal accidents
should be reported to the pool supervisors,
and swimming pool managers must ensure
that their treatment processes are wellmaintained and that they have signage that

The Infection Control Link
Worker Programme has
expanded and now has five
area groups across Devon.

Ongoing
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10. Progress on the recommendations of
previous Annual Public Health Reports
Chapter 10: Health Protection
Recommendations

Outcome

reflects swimming pool users’
responsibilities for other people’s health.
10.8
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Emergency planning
Major Incident Plans and Business
Continuity Plans need to be tested and
re-tested, with improvements made as part
of a continuous process.

Achieved

Comments

Glossary of Terms

159

Glossary of Terms

This glossary is included to assist readers who may be unfamiliar with some of the words or terms
used in this document. Not all definitions of terms are included in the glossary. For further
information contact the Directorate of Public Health, NHS Devon, Commissioning Headquarters,
County Hall, Topsham Road, Exeter EX2 4QL.
Acute Services – health services normally provided by a general hospital.
Acute Care – level of healthcare in which a patient is treated for a brief but severe episode of illness,
for conditions that are the result of disease or trauma, or during recovery from surgery. This is generally
provided in a general hospital.
Agency – any organisation, statutory or private, which provides services in the community.
Acquired Immune Deficiency Syndrome (AIDS) – a term that is used to describe the latter stages of
HIV, when the immune system has stopped working and the person develops a life-threatening
condition, such as pneumonia (infection of the lungs).
Assessment – the process of defining needs and determining the eligibility for assistance. It is a
continuing process which should involve the service user, carers, and all organisations involved in the
provision of care for that person.
Average Annual Years of Life Lost – this measure allows for the different age structure of the
population considered (in this case Devon) compared with the European Standard Population (an
internationally used population distribution for the whole of Europe). The measure estimates the
average annual years of life lost before age 75 by the resident population aged under 75. It is
expressed as a rate per 10,000 population under 75.
Carer – any person looking after a relative or friend, who, because of disability, illness or the effects of
old age, cannot manage at home without help.
Care Management – a process that involves identifying a person’s needs, drawing up a care plan and
arranging provision of the services required. Services may be purchased from social services, health or
the independent (private and voluntary) sector.
Care Pathway – the approach taken to the management of a particular disease or health problem that
results in a service which is of a consistent standard and is evidence based.
Challenging Behaviour – behaviour of such intensity, frequency, or duration that the physical safety of
the person or others is likely to be at risk, or behaviour which is likely to seriously limit or deny access to
and use of ordinary community facilities.
CHD – coronary heart disease.
Commissioning – the means by which the statutory agencies plan, organise and purchase services for
people.
Community Care – a way of providing services to people to help them to stay in their own homes,
for as long as they are able, or in other homely settings in the community.
Community Health Services – health services provided for people living in the community (as
opposed to hospital care).
Community Mental Health Team (CMHT) – the specialist team working in the community giving
mental health care to those people who need it but who are not in hospital.
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Confidence Interval – this defines a range of values within which the true value is likely to lie. In the
case of Standardised Mortality Ratios (SMR) for example, confidence intervals are used to compare the
local rates with the national average to highlight if there are any statistically significant differences.
Continuing Care – an extended period of NHS funded health care that is usually arranged by teams
led by specialist consultants. Continuing health care is for people with chronic or disabling illness who
meet agreed local criteria and may be provided in hospitals, hospices, nursing homes or in patients’
own homes.
Chronic Obstructive Pulmonary Disease (COPD) – a disease in adults characterised by airflow
obstruction that is not fully reversible. The disease is particularly common in those aged over 45 with
a history of smoking or inhalation of air-borne pollution.
Critical Care Services – intensive or high dependency clinical care in hospital.
Direct Age-Standardised Rate (DASR) – the direct age-standardised rate is the rate of events that
would occur in a standard population if that population were to experience the age-specific rates of the
subject population. This allows for meaningful comparison between areas with different age structures,
allowing geographies to be directly compared with other areas locally, regionally and nationally.
Direct age-standardised rates are typically represented as rates per 100,000 population.
Domiciliary Care – help and services provided in a person’s own home to improve their quality of life
and enable them to maintain their independence. This can include home care, meals on wheels and
visits by an occupational therapist, social worker or district nurse.
Drug and Alcohol Action Team (DAAT) – a strategic body that aims to break the harm done to
society by the problematic use of drugs and alcohol. The DAAT commissions services and works with
partner agencies to meet the targets and priorities set by the Government.
Electoral Ward – a sub-division of a local authority drawn up for electoral purposes. As at
31st December 2004 the geographical area covered by NHS Devon was divided into 201 Wards.
Wards vary considerably in population size which limits their use as standard comparable areas.
Health Promotion – the process of enabling people to increase control over, and to improve, their
health.
Human Immunodeficiency Virus (HIV) – a blood-borne virus, often transmitted sexually, that attacks
the body’s immune system and which provides a natural defence system against disease and infection.
This leaves a person who is infected with HIV with a high risk of developing a serious infection or
disease, such as cancer.
Independent Sector – a range of non-statutory organisations involved in service provision, including
both private and voluntary/charitable organisations.
Index of Multiple Deprivation (IMD) – ‘The Indices of Deprivation’ is a deprivation index at Lower
Super Output Area level (see Super Output Areas), created by the Department for Communities and
Local Government (DCLG). The indices are based on the idea of distinct dimensions of deprivation
which can be recognised and measured separately. These are then combined into a single overall
measure, the Index of Multiple Deprivation (IMD). The Index is made up of seven distinct dimensions of
deprivation called domains covering income, employment, health, education, barriers to housing and
services, crime and living environment.
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Joint Commissioning – where more than one statutory agency joins together to commission or
purchase new or existing services.
Joint Funding – a funding arrangement that includes two or more funders.
Local Area Agreement (LAA) – sets out the priorities for a local area agreed between central
government and a local area (the local authority and Local Strategic Partnership) and other partners
at the local level.
Local Learning Community – these have been established as a group of schools that can work
together to improve outcomes for children through collaborative working and support. Generally they
are a group of primary schools that feed into one secondary school, including the secondary school, any
special schools, and the local children’s centre.
Morbidity Rate – the number of people who have a specific disease or condition over a given time
period and which is usually expressed as a rate per 1,000 population.
Mortality Rate – the number of people who die in a given population over a given period of time,
which is usually expressed as a rate per 1,000 population.
Multi-disciplinary – the involvement of people from different agencies or professions, combining their
specialist skills and knowledge, to work towards a common goal.
NICE – The National Institute for Health and Clinical Excellence (NICE) is the independent organisation
responsible for providing national guidance on the promotion of good health and the prevention and
treatment of ill health.
P Value – when making comparisons between two or more values (for example, the percentage of
people smoking now compared to five years ago), it is useful to have an indication of whether the
difference between them could be a chance finding or is likely to represent a genuine difference. The
P value provides such an indication and represents the probability of observing the difference obtained
in our sample if there was, in reality, no difference in the population. The smaller the P value, the more
likely it is that there is a real difference.
Practice Based Commissioning – is one method by which GPs and other front-line clinicians can
identify specific health needs within their communities and design services to address these needs.
Primary Care – care provided through the traditional family practitioner services, in other words
general practice services, pharmacists, optometrists and dentists.
Primary Health Care Team – includes the general practitioner, district nurse, health visitor, practice
nurse and others who work from, or in, a GP practice or health centre.
Quality and Outcomes Framework (QOF) – the annual reward and incentive programme detailing
GP practice achievement results.
Rehabilitation – help for a person who has a disability or loss of function to aid their recovery and
achieve maximum potential.
Respite Care – a service provided to someone for a short period of time in a setting away from their
home, to give them and/or their carers a break.
Routine and Manual Workers – the term ‘manual workers’ refers to people who perform mainly
physical work, especially in a factory or outdoors, while the term ‘routine workers’ is used to describe
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less skilled work typically governed by basic employment contracts and with limited opportunities for
promotion. The collective term ‘routine and manual workers’ covers a diverse range of activities and
settings including electricians, fitters, plumbers, bar staff, catering assistants, cleaners, farm labourers,
porters, postal workers, factory workers and truck drivers.
Secondary Care – care and treatment provided within a hospital setting.
Sensory Impairment – a loss or absence of ability to see or hear. The term does not necessarily signify
complete loss.
Socio-economic Group – a classification aimed at bringing together people with similar social and
economic status into a common group. These groups typically relate to occupation and employment
status, as defined by classification systems such as the National Statistics Socio-economic Classification
(NS-SEC) which includes 17 categories and 40 sub-categories.
Special Needs Housing – (also referred to as supported housing) describes homes for those who
require additional care, support and shared housing. These range from self-contained homes with
visiting care staff, to residential homes where care is part of the tenancy agreement.
Standard Mortality Rate (SMR) – an index of mortality that enables comparisons to be made between
populations, allowing for age and sex differences. For example, the mortality in a local government
area can be compared with the region or with England and Wales. An SMR of 100 is the average in
England and Wales. Values below 100 are better than average. The SMR is the ratio of observed or
expected deaths multiplied by 100. Expected deaths are derived by applying the five-year average age
specific death rates for England and Wales to corresponding age-specific resident populations.
Standardised Registration Ratio (SRR) – the SRR is a standardised ratio. The ratio allows for
comparisons to be made for new cancer diagnoses (registrations), allowing for differences in the age
and sex structure of different populations. Similar to the SMR, the SRR is a ratio of observed and
expected registrations.
Statutory Sector Organisations – local authorities, health authorities, NHS trusts, district councils,
central Government and similar bodies created by statute law.
Super Output Areas (SOAs) – were created by the Office for National Statistics as aggregations of
census geographies and are used for the release of small area statistics. They have the advantage that
they are not generally subject to boundary change, and that within each layer of the hierarchy the SOAs
are reasonably consistent in terms of size of population. There are two layers of SOA: Lower and Middle.
Lower Layer SOAs are subdivisions of Middle Layer SOAs, which in turn are subdivisions of local authorities.
Lower Layer SOAs have an average population of 1,500 and total 34,378 areas in England and Wales.
Middle Layer SOAs have an average population of 7,200 and total 7,193 areas in England and Wales.
User Group – the phrase used in this document to describe support groups made up of people with a
range of disabilities which are self-supporting or facilitated by a voluntary organisation. The term may
be used in other contexts to refer to client or care groups in general.
Voluntary Sector – a range of non-statutory organisations which include self-help groups, consumer
forums, umbrella organisations, users’ and carers’ groups and lobbying groups as well as organisations
providing services for certain groups of people. Voluntary sector organisations may employ volunteers
(paid staff or both) and are usually controlled by an unpaid management committee or trustees.
Funding may be received from a variety of sources including grants, donations, fundraising, legacies
and sponsorship.
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Appendix 1: Devon’s Vital Statistics
This section contains data extracted from the Clinical and Health Outcomes Knowledge Base. This is produced by
the National Centre for Health Outcomes Development (NCHOD). When appropriate, comparisons are made with
the corresponding variables for the South West region and England & Wales.
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Table 1:

Estimates of resident population: mid 2009
Devon
Males

Females

England & Wales
Persons

Males

Females

Age

No.

%

No.

%

No.

%

No.

%

No.

%

No.

%

0-4
5-14
15-24
25-34
35-44
45-54
55-64
65-74
75-84
85+

18.7
41.0
46.1
36.7
47.3
49.3
52.7
40.2
24.3
8.1

5.1
11.3
12.7
10.1
13.0
13.5
14.5
11.0
6.7
2.2

17.7
38.8
42.2
33.6
50.3
53.1
56.1
42.6
31.9
16.8

4.6
10.1
11.0
8.8
13.1
13.9
14.6
11.1
8.3
4.4

36.5
79.9
88.3
70.3
97.5
102.3
108.7
82.8
56.1
24.9

4.9
10.7
11.8
9.4
13.0
13.7
14.5
11.1
7.5
3.3

1,723.6
3,183.1
3,729.4
3,603.5
3,981.9
3,635.5
3,178.2
2,228.0
1,317.6
399.1

6.4
11.8
13.8
13.4
14.8
13.5
11.8
8.3
4.9
1.5

1,643.5
3,037.7
3,548.5
3,505.6
4,029.2
3,722.0
3,304.3
2,441.1
1,758.9
837.9

5.9
10.9
12.8
12.6
14.5
13.4
11.9
8.8
6.3
3.0

3,367.1
6,220.8
7,277.9
7,109.1
8,011.3
7,357.6
6,482.5
4,669.2
3,076.5
1,237.1

6.1
11.3
13.3
13.0
14.6
13.4
11.8
8.5
5.6
2.3

Total

364.3 100.0

383.1

100.0

747.4 100.0 26,980.1 100.0 27,828.9 100.0 54,809.1 100.0

Notes:
(1) These figures are ONS population estimates for mid-2008. They are based on ONS final mid-2001 population
estimates derived from the 2001 census with allowance for subsequent births, deaths, migration and ageing of population.
(2) Population numbers represented in thousands.
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Persons

Table 2:

Population projections: mid 2014
Devon
Males

Females

Persons

Age

No.

%

% Change

No.

%

% Change

No.

%

% Change

0-4
5-14
15-24
25-34
35-44
45-54
55-64
65-74
75-84
85+

19.2
41.8
45.8
42.1
42.8
53.7
50.7
49.4
27.3
10.0

5.0
10.9
12.0
11.0
11.2
14.0
13.2
12.9
7.1
2.6

+2.7
+2.0
-0.7
+14.7
-9.5
+8.9
-3.8
+22.9
+12.3
+23.5

18.3
39.6
41.9
37.6
44.1
58.3
54.3
52.1
33.3
18.7

4.6
9.9
10.5
9.4
11.1
14.6
13.6
13.1
8.4
4.7

+3.4
+2.1
-0.7
+11.9
-12.3
+9.8
-3.2
+22.3
+4.4
+11.3

37.4
81.4
87.8
79.7
86.9
112.0
105.0
101.5
60.6
28.7

4.8
10.4
11.2
10.2
11.1
14.3
13.4
13.0
7.8
3.7

+2.5
+1.9
-0.6
+13.4
-10.9
+9.5
-3.4
+22.6
+8.0
+15.3

Total

382.8 100.0

+5.1

398.1 100.0

+3.9

780.9

100.0

+4.5

Notes:
(1) These figures are based on ONS sub-national population projections, which are based on the ONS mid-year estimate for 2008, with
assumptions for future trends in births, deaths, migration and ageing in the population.
(2) The percentage change represents the increase or decrease in population by 2014 compared with 2009 (figures in Table 1).
(3) Population numbers represented in thousands.

Table 3:

Live births by maternal age: 2002-08
Eng/
Wales
2008

Devon
2002
Age

No.

%

0.1
11-15
5
16-19 379 6.1
20-24 1,004 16.1
25-34 3,621 57.9
35-39 1,019 16.3
40+ 226 3.6

2003
No.

%

0.1
9
386 6.0
1,019 15.8
3,657 56.7
1,140 17.7
244 3.8

2004
No.

%

0.2
16
407 6.1
1,143 17.1
3,664 54.9
1,202 18.0
237 3.6

2005
No.

%

0.2
11
395 5.9
1,118 16.7
3,669 54.8
1,233 18.4
267 4.0

2006
No.

%

0.2
12
405 6.0
1,141 16.8
3,622 53.2
1,337 19.7
285 4.2

2007
No.

%

0.2
15
434 6.1
1,186 16.8
3,808 53.9
1,323 18.7
301 4.3

2008
No.

%

0.2
14
428 6.0
1,232 17.2
3,876 54.0
1,313 18.3
309 4.3

%
0.2
6.1
19.2
54.4
16.4
3.7

Total 6,254 100.0 6,455 100.0 6,669 100.0 6,693 100.0 6,802 100.0 7,067 100.0 7,172 100.0 100.0
Notes:
(1) These figures are the number of live births to mothers resident in Devon.
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Table 4:

Stillbirths and rates (per 1,000 live births) by maternal age: 2002-08
Devon
2002

2003

2004

2005

2006

2007

Eng/
Wales
2008

2008

Age

No.

Rate

No.

Rate

No.

Rate

No.

Rate

No.

Rate

No.

Rate

No.

Rate Rate

11-15
16-19
20-24
25-34
35-39
40+

0
1
4
16
1
5

0.0
2.6
4.0
4.4
1.0
22.1

0
1
5
16
5
3

0.0
2.6
4.9
4.4
4.4
12.3

0
2
11
16
14
1

0.0
4.9
9.6
4.4
11.6
4.2

0
1
5
14
2
3

0.0
2.5
4.5
3.8
1.6
11.2

0
4
6
10
11
6

0.0
9.9
5.3
2.8
8.2
21.1

0
3
5
16
4
2

0.0
6.9
4.2
4.2
3.0
6.6

0
3
9
10
7
6

0.0
7.0
7.3
2.6
5.3
19.4

6.6
5.5
5.6
4.6
5.3
7.3

Total

27

4.3

30

4.6

44

6.6

25

3.7

37

5.4

30

4.2

35

4.9

5.1

Notes:
(1) Still births are defined as late fetal deaths (those occurring after 24 weeks).

Table 5:

Live births in NHS hospitals and low birth weights: 2005-08
Live births occurring in NHS hospitals
Devon

Births (live and still) under 2,500 grams

England and Wales

Devon

England and Wales

Year

No.

%

No.

%

No.

%

No.

%

2005
2006
2007
2008

6,245
6,355
6,603
6,741

93.3
93.4
93.4
94

625,318
647,298
665,861
683,889

96.9
96.7
96.5
96.5

451
467
438
456

6.7
6.8
6.3
6.4

51,046
52,487
51,577
52,954

7.9
7.9
7.5
7.5

Notes:
(1) Still births are defined as late fetal deaths (those occurring after 24 weeks).
(2) Birthweight is obtained from NHS birth notifications.
(3) Birthweight is not always available from NHS birth notifications.

Table 6:

Legal abortions and rates (per 1,000 women) by maternal age: 2007 and 2008
2008

2007
Devon

England and Wales

Devon

Age

Number

Rate

Number

Rate

Number

Rate

Number

Rate

Under 18
18 to 19
20 to 24
25 to 29
30 to 34
35+

223
216
448
286
194
245

16.4
23.0
21.0
16.8
10.6
4.7

20,289
23,666
56,963
41,704
27,257
28,620

19.8
33.9
32.0
23.8
15.7
6.9

203
228
427
291
190
231

15.1
23.6
20
16.8
10.8
4.5

19,387
23,303
56,171
41,896
26,985
27,554

19.1
33.2
30.8
23.5
15.9
6.7

Total

1,612

12.2

198,499

17.8

1,570

12

195,296

17.6

Notes:
(1) Figures for abortions were derived from notification forms returned to the Chief Medical Officer.
(2) Total includes those with age not stated.
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Table 7:

Abortions by gestational age and abortions in the NHS: 2008

Devon

England and Wales

Percentage of all abortions where gestational age was 0 to 9 weeks
Percentage of all abortions where gestational age was 10 to 12 weeks
Percentage of all abortions where gestational age was 13 weeks plus

71.5
20.6
7.9

73
17.2
9.7

Percentage of all abortions where gestational age was 17 weeks plus
Percentage of all abortions where gestational age was 21 weeks plus

2.9
1.1

3.3
1.0

Percentage of all abortions which were performed by the NHS
Percentage of all abortions which were performed by a NHS agency
Percentage of all abortions which were performed within the NHS
Percentage of all abortions which were performed outside the NHS

66.8
26.4
93.2
6.8

38.1
53.2
91.3
8.7

Notes:
(1) Figures for abortions were derived from notification forms returned to the Chief Medical Officer.

Table 8:

Mortality in infancy and childhood: 2002-08

Devon
2002

2003

2004

2005

2006

2007

2008

Eng/
Wales
2008

Age

No.

Rate

No.

Rate

No.

Rate

No.

Rate

No.

Rate

No.

Rate

No.

Perinatal
Neonatal
Infant

8
13
17

1.3
2.1
2.7

8
10
14

1.2
1.5
2.2

23
26
34

3.4
3.8
5.1

21
26
34

3.1
3.9
5.1

17
21
28

2.5
3.1
4.1

16
21
31

2.3
3.0
4.4

12
19
24

1.7
2.6
3.3

2.5
3.2
4.7

1-4 yrs
5-14 yrs

*
9

-

*
5

-

*
6

-

*
6

-

*
*

14.2
10.1

7
8

15.6
6.8

4
6

17.6
6.9

21.8
10.9

Rate Rate

Notes:
(1) Perinatal rate is the number of still births plus deaths of infants aged less than 7 days per 1,000 births.
(2) Neonatal rate is the number of deaths of infants aged less than 28 days per 1,000 births.
(3) Infant mortality rate is the number of deaths within one year of birth per 1,000 live births.
(4) Mortality rates for 1-14 age groups are the number of deaths per 100,000 in the age group, rates displayed for 2008 are for 2006-08
pooled.
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Table 9:

Deaths from selected causes by age and sex: 2008
ICD Code

Sex

All malignant neoplasms

C00-C97

Males
Females

0
1

2
2

3
6

220
236

300
209

661 1,186
658 1,112

Malignant neoplasm of small intestine, 		
colon, rectum and anus

C17-C21

Males
Females

0
0

0
0

0
0

26
20

42
27

78
81

146
128

Malignant neoplasm of trachea,
bronchus and lung

C33-C34

Males
Females

0
0

0
0

0
0

46
38

58
29

111
93

215
160

Malignant melanoma of skin

C43

Males
Females

0
0

0
0

0
0

3
5

7
7

11
7

21
19

Malignant neoplasm of female breast

C50

Females

0

0

2

46

27

93

168

Malignant neoplasm of cervix uteri

C53

Females

0

0

2

2

2

2

8

Malignant neoplasm of prostate

C61

Males

0

0

0

10

34

157

201

Diabetes

E10-E14

Males
Females

0
0

0
0

0
1

4
6

7
3

40
37

51
47

All circulatory diseases

I00-I99

Males
Females

0
1

0
0

8
2

167
66

230 987 1,392
109 1,433 1,611

Coronary heart disease

I20-I25

Males
Females

0
0

0
0

1
0

115
26

146
56

461
529

723
611

Cerebrovascular disease

I60-I69

Males
Females

0
1

0
0

2
0

21
19

27
28

289
512

339
560

Asthma

J45-J46

Males
Females

0
0

1
0

0
0

0
2

0
2

1
8

2
12

Bronchitis, emphysema and other COPD

J40-J44

Males
Females

0
0

0
0

0
0

11
12

38
25

118
104

167
141

Chronic liver disease including cirrhosis

K70,
K73-K74

Males
Females

0
0

0
0

0
0

24
14

5
6

6
6

35
26

N18

Males
Females

0
0

0
0

0
0

0
0

0
2

14
12

14
14

V01-V89

Males
Females

0
0

0
0

11
2

5
2

1
1

2
3

19
8

Accidental falls

W00-W19

Males
Females

0
0

0
1

0
0

1
2

6
5

20
30

27
38

Suicide, self-inflicted injury and injury
of undetermined intent

X60-X84, Males
Y10-Y34 Females
exc Y33.9

0
0

0
0

13
3

18
12

0
6

3
1

34
22

Males
Females

2
2

3
3

57
21

535
411

Chronic renal failure
Land transport accidents

ALL CAUSES

Notes:
(1) The all cause of death totals include causes not identified separately in the table.
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1-4 5-14 15-34 35-64 65-74 75+

Cause of death

All

693 2,510 3,800
451 3,621 4,509

Table 10:

Standardised mortality ratio for selected causes of death: 2006-08
NHS Devon

South West GOR
SMR*

Confidence
interval *

88-94
92-98

93.77
93.93

93-95
93-95

106.54
104.61

97-117
94-116

95.39
97.91

92-99
94-102

625
433

68.73
64.23

63-74
58-71

82.22
75.06

80-85
72-78

Males
Females

57
62

115.95
152.81

88-150
117-196

126.41
131.95

114-139
118-147

C50

Females

571

101.48

93-110

97.45

94-101

Malignant neoplasm of cervix uteri

C53

Females

32

81.08

55-114

95.1

83-108

Malignant neoplasm of prostate

C61

Males

560

108.96

100-118

103.31

100-107

Diabetes

E10-E14

Males
Females

132
133

94.21
82.86

79-112
69-98

92.83
88.24

87-99
82-94

All circulatory diseases

I00-I99

Males 4,150
Females 4,704

92.5
93.89

90-95
91-97

91.83
94.27

91-93
93-95

Coronary heart disease

I20-I25

Males 2,179
Females 1,820

90.04
92.95

86-94
89-97

90.39
91.69

89-92
90-93

Cerebrovascular disease

I60-I69

Males
95.97
971
Females 1,680 101.56

90-102
97-107

96.3
101.01

94-99
99-103

Asthma

J45-J46

Males
Females

10
34

60.84
85.61

29-112
59-120

79.75
80.91

64-99
70-93

Bronchitis, emphysema and other
COPD

J40-J44

Males
Females

492
392

70.61
62.56

65-77
57-69

84.18
75.43

81-87
73-78

Chronic liver disease including
cirrhosis

K70,
K73-K74

Males
Females

118
85

64.05
77.49

53-77
62-96

85.08
84.11

80-90
78-91

N18

Males
Females

42
31

92.85
73.28

67-126
50-104

88.94
72.42

78-101
62-84

V01-V89

Males
Females

80
33

94.68
106.93

75-118
74-150

106.19
106.43

98-115
93-122

Accidental falls

W00-W19

Males
Females

103
117

121.83
124.85

99-148
103-150

102.91
90.02

94-112
82-98

Suicide, self-inflicted injury and
injury of undetermined intent

X60-X84,
Y10-Y34
exc Y33.9

Males
Females

120
56

87.43
120.84

72-105
91-157

102.81
106.24

96-109
95-118

Males 11,422 88.33
Females 13,108 89.68

87-90
88-91

92.06
92.38

91-93
92-93

Sex

Confidence
SMR* interval *

Cause of death

ICD Code

All malignant neoplasms

C00-C97

Males 3,456
Females 3,293

90.5
94.84

Malignant neoplasm of small
intestine, colon, rectum and anus

C17-C21

Males
Females

437
381

Malignant neoplasm of trachea,
bronchus and lung

C33-C34

Males
Females

Malignant melanoma of skin

C43

Malignant neoplasm of female breast

Chronic renal failure
Land transport accidents

ALL CAUSES

No.

Notes:
(1) The all causes of death totals also include causes not identified separately in the table.
(2) Deaths are pooled over a three year period, 2005-07.				

		

* See glossary of terms.
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Table 11:

		

Standardised average annual years of life lost (per 10,000 resident population aged

under 75) by selected causes of death: 2006-08*
Males

Females

Persons

SW

NHS
E&W Devon

SW

NHS
E&W Devon

4.55

6.89

8.80

4.72

5.89

6.32

0.08

0.53

0.81

0.26

0.22

0.49

Cause of death

NHS
ICD Code Devon

Infectious and parasitic diseases

A00-B99

Tuberculosis

A15-A19

SW

E&W

4.64

6.37

7.55

0.18

0.37

0.65

Malignant neoplasm of small
C17-C21 14.69 14.84 15.85 11.42 10.14 10.80 13.02 12.44 13.27
intestine, colon, rectum and anus
Malignant neoplasm of
trachea, bronchus and lung

C33-C34 25.07 28.33 34.12 16.89 18.69 24.62 20.85 23.38 29.24
4.97

3.40

4.57

3.63

0.69

0.44

0.84

0.79

3.02

4.42

2.49

4.99

5.62

2.40

3.12

3.23

2.29

3.55

3.92

5.76

5.81

4.35

3.68

4.82

4.28

4.72

3.32

0.37

0.77

1.51

0.85

1.56

2.40

4.29

C43

Malignant neoplasm of female
breast

C50

34.18 32.78 34.31

Malignant neoplasm of cervix uteri

C53

4.12

4.89

4.71

Malignant neoplasm of prostate

C61

6.91

6.54

6.54

Hodgkin’s disease

C81

0.31

0.94

0.89

0.57

0.75

Leukaemia

C91-C95

3.48

6.96

6.84

1.52

Diabetes

E10-E14

2.19

4.00

4.63

Epilepsy

G40-G41

3.97

4.30

Hypertensive disease

I10-I15

1.38

2.39

Coronary heart disease

I20-I25

70.43 65.24 80.79 17.64 17.02 20.79 43.23 40.55 50.25

Cerebrovascular disease

I60-I69

15.44 16.03 18.80 12.67 12.41 14.60 14.01 14.19 16.66

Pneumonia

J12-J18

6.81

9.46

10.34

5.34

5.68

6.93

6.06

7.54

8.60

Bronchitis, emphysema and
other COPD

J40-J44

8.39

9.28

12.52

5.00

6.29

9.03

6.64

7.74

10.73

Asthma

J45-J46

2.31

1.23

1.87

0.93

1.88

1.93

1.63

1.55

1.91

Gastric, duodenal and peptic ulcers K25-K27

2.93

2.61

2.96

0.70

1.18

1.44

1.80

1.88

2.19

Chronic liver disease including
cirrhosis
Chronic renal failure
Land transport accidents

3.38

3.42

4.20

K70,
18.27 23.60 29.17 11.70 11.00 14.58 14.85 17.17 21.79
K73-K74
0.40

0.71

0.82

0.06

0.30

0.59

0.27

V01-V89 31.38 31.81 29.71

9.24

9.21

7.93

20.51 20.72 18.93

5.48

2.33

1.87

1.93

2.72

N18

0.50

0.50

4.53

3.19

3.70

Accidental falls

W00-W19 3.13

Suicide, self-inflicted injury and
injury of undetermined intent

X60-X84, 36.76 39.42 39.50 10.77 10.66 11.29 23.82 25.09 25.41
Y10-Y34
exc Y33.9

ALL CAUSES

458.41 499.22 555.95 288.81 302.46 337.05 372.49 399.99 445.49

Notes:
(1) Years of life lost are up to age 75.
(2) The all causes of death totals also include cases not identified separately in the table.
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2.98

Malignant melanoma of skin

		

* See glossary of terms.

Table 12:
		

Standardised mortality ratios for ‘Avoidable’ and other potentially reducible causes of
death: 2006-08
NHS Devon
Confidence
Deaths SMR* interval *

South West GOR
SMR*

Confidence
interval *

1-178
2-338

75
35

43-122
10-91

106

89-125

101

94-108

13

72

38-123

102

85-122

Males
Females

1
1

31
47

1-174
1-259

101
101

63-153
57-167

I05-I09

Males
Females

0
1

0
221

0-1012
6-1232

0
89

0-134
18-262

Cerebrovascular disease

I60-I69

Males
Females

57
51

60
71

45-77
52-93

81
84

74-89
76-93

Acute myocardial infarction

I21-I22

Males
Females

122
26

71
59

59-85
39-87

79
80

74-85
70-91

I20, I23-I25

Males
Females

228
53

98
91

85-111
68-119

83
83

79-88
74-92

J45-J46

Males
Females

2
0

95
0

11-343
0-177

52
105

22-102
60-170

Cause of death

ICD Code

Sex

Tuberculosis

A15-A19

Males
Females

1
1

32
61

Malignant neoplasm of female breast

C50

Females

140

Malignant neoplasm of cervix uteri

C53

Females

Hodgkin’s disease

C81

Chronic rheumatic heart disease

Other ischaemic heart disease
Asthma

Notes:
(1) Deaths are pooled over a three year period, 2006-08.
(2) The list of ‘avoidable’ and other potentially reducible causes of death is from the paper by Charlton J R H, Bauer R, Lakhani A
Outcome measures for district and regional health care planning, Community Medicine, 1984, 6:306-315		
* See glossary of terms
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Table 13:

Standardised registration ratios for selected cancers: 2004-06
NHS Devon

SRR*

Confidence
interval *

ICD Code

Sex

Malignant neoplasm of the oesophagus

C15

Males
Females

224
122

98
95

86-112
79-113

104
106

99-110
99-114

Malignant neoplasm of the stomach

C16

Males
Females

207
117

87
89

76-100
74-107

82
86

77-87
80-93

Cause of death

Deaths SRR*

Malignant neoplasm of small intestine,
colon, rectum and anus

C17-C21

Males 1,053
Females 903

111
113

104-118
106-121

102
109

100-105
106-112

Malignant neoplasm of trachea,
bronchus and lung

C33-C34

Males
Females

765
477

74
66

69-80
60-72

82
79

80-84
77-82

Malignant melanoma of skin

C43

Males
Females

319
348

169
160

151-189
144-178

149
141

142-156
135-147

Other malignant neoplasm of skin

C44

Males 3,468
Females 2,726

178
169

172-184
163-175

169
166

166-171
163-168

Malignant neoplasm of female breast

C50

Females 2,181

109

105-114

109

107-111

Malignant neoplasm of cervix uteri

C53

Females

113

110

91-132

106

98-114

Malignant neoplasm of prostate

C61

Males

1,739

103

98-107

111

109-113

Malignant neoplasm of bladder

C67

Males
Females

326
141

95
102

85-106
86-121

102
94

97-106
87-100

* See glossary of terms
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South West GOR

Confidence
interval *

Table 14:

Immunisation rates for selected age groups: 2008-09
Aged 1

District
East Devon
Exeter
Mid Devon
North Devon
South Hams
Teignbridge
Torridge
West Devon
NHS Devon

DTaP/
IPV/
Hib
96.6%
95.1%
95.7%
94.7%
90.6%
94.6%
97.6%
94.3%
95.0%

Men C

96.1%
93.5%
94.6%
94.7%
89.9%
94.2%
97.2%
93.9%
94.4%

Aged 5

Aged 2
DTaP/
IPV/
Hib
97.5%
98.1%
96.5%
96.1%
91.5%
95.3%
98.8%
95.6%
96.3%

Men C

MMR

DT/
Pol

Hib

Men C

MMR
(1)

MMR
(2)

95.7%
95.2%
94.4%
95.2%
91.2%
93.8%
98.1%
95.6%
94.8%

88.9%
90.7%
88.2%
82.7%
79.0%
87.9%
91.3%
90.8%
87.5%

97.4%
96.6%
97.3%
96.6%
92.6%
95.0%
97.5%
96.3%
96.2%

96.6%
94.6%
96.4%
95.9%
91.6%
94.4%
97.7%
96.1%
95.4%

96.8%
94.9%
96.7%
95.9%
91.6%
94.6%
98.0%
96.5%
95.6%

92.5%
91.3%
91.9%
88.0%
84.5%
89.6%
92.0%
90.8%
90.2%

87.2%
84.7%
84.3%
76.0%
76.1%
81.9%
86.7%
85.1%
82.7%

Notes:
Aged 1 DTaP/IPV/Hib – Percentage of children who have been immunised for Diphtheria, Tetanus, Polio, Pertussis, Haemophilus influenza
type b by their first birthday.
Aged 1 Men C – Percentage of children who have been immunised for Meningitis C by their first birthday.
Aged 2 DTaP/IPV/Hib – Percentage of children who have been immunised for Diphtheria, Tetanus, Polio, Pertussis, Haemophilus influenza
type b by their second birthday.
Aged 2 Men C – Percentage of children who have been immunised for Meningitis C by their second birthday.
Aged 2 MMR – Percentage of children who have been immunised for measles, mumps and rubella by their second birthday.
Aged 5 DT/Pol – Percentage of children who have been immunised for Diphtheria, Polio by their fifth birthday.
Aged 5 Hib – Percentage of children who have been immunised for Haemophilus influenza type b by their fifth birthday.
Aged 5 Men C – Percentage of children who have been immunised for Meningitis C by their fifth birthday.
Aged 5 MMR (1) – Immunisation rate for children aged 5 who have been immunised for measles, mumps and rubella (first dose).
Aged 5 MMR (2) – Immunisation rate for children aged 5 who have been immunised for measles, mumps and rubella (second dose).
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Appendix 2: Mental Health Profiles
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