Annual Public Health Report 2011-12

A celebration of 60 years of Public
Health in Devon 1952-2012

If you would like this in a different
format such as large print or Braille,
or in a different language,
please contact the Public Health
Directorate on 01392 267790.
For further information you can contact
the Directorate of Public Health, NHS Devon
Post: Directorate of Public Health, NHS Devon,
Commissioning Headquarters, County Hall,
Topsham Road, Exeter EX2 4QL
Phone: Denise Burton (Public Health Business Manager)
01392 267790
Fax: 01392 267885
Email: deniseburton@nhs.net
Published by NHS Devon 2012

Acknowledgements
Written by:
Dr Virginia Pearson
Project manager and researcher:
Theresa Lawless
With contributions from:
Betsy Allen, Sarah Bird, Simon Chant, Ruth Dale, Tracy Fabiano,
Theresa Lawless, Tracey Polak and Ian Tearle.
Design:
Naomi Cudmore at Lighthouse Communications
www.lighthousecommunications.co.uk

L ghthouse

Printing:
First Design and Print www.firstdesignandprint.co.uk

Communications

Contents
Dedication

3

Chapter 1: Introduction			

5

1.1

Introduction by the Joint Executive Director of Public Health for NHS Devon
and Devon County Council

Chapter 2: Executive summary			
2.1

Executive summary							

7

9
11

Chapter 3: A brief history of health and healthcare, 1952-2012

13

3.1
3.2
3.3
3.4
3.5
3.6
3.7
3.8
3.9

Public health
Human genetics			
Diagnostic technology		
Antibiotics		
Immunology								
Surgery
Cancer treatment
Fertility treatment and maternity services					
Psychiatry

14
14
15
15
17
17
19
19
19

Chapter 4: The healthcare system in Devon, 1952-2012:
social, economic, historical and political perspectives

23

4.1
4.2
4.3
4.4
4.5

24
25
27
27
29

Healthcare settings
The creation of the NHS and administrative reform
District general hospitals
The role of the community
A fairer system

1

Chapter 5: A review of health in Devon 1952-2012.
How has the county’s health changed over the last 60 years?
5.1
5.2
5.3
5.4
5.5
5.6
5.7

33
Demographic change and life expectancy
40
Pregnancy and birth			
43
Infant mortality		
44
Deaths		
Communicable diseases and the impact of immunisation programmes				 48
50
Preventing ill health screening programmes
52
Healthy eating and physical activity
Feature articles:
55
Healthy Schools and Healthy Schools Plus
59
The School Meals Service
61
The School Tuck Shop
62
Physical Education Then and Now

5.8
5.9
5.10
5.11

Smoking					
Alcohol
Sexual health
Skin health
Feature article:
‘Love Your Skin’
Mental health
Healthy children
Feature article:
Insights into the role of the School Nurse
Infection control in hospitals

5.12
5.13
5.14

Chapter 6: Progress on the recommendations of previous
Annual Public Health Reports
Appendix: Devon’s Vital Statistics						

2

31

64
65
67
68
69
70
71
74
79

83

101

Dedication
This year’s Annual Public Health Report is dedicated to all my
predecessors who have held this public health role,
especially Dr L Meredith Davies who was the County
Medical Officer for Devon for an incredible 26 years. I would
particularly like to thank all those who held either county or
regional posts during the past 60 years. Their Annual Reports
have been fascinating reading and really helped us in the
creation of this celebratory edition. I would especially like to
highlight the publications of Dr Edward D Irvine,
Medical Officer of Health for Exeter (1952-1969), who was
both insightful and eloquent in his writing on the health issues
of that time. His words also epitomised the very definition of
‘public health’, demonstrating a genuine concern for all age
groups and the factors that impacted on their health.
I am grateful to my teachers and mentors who
preceded me as Directors of Public Health in Devon:
Dr Peter Sims, Dr Mike Owen and Dr Peter Gentle.
Dr Virginia Pearson
Joint Executive Director of Public Health
NHS Devon and Devon County Council
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1. Introduction

© NMPFT/Kodak Collection / Science & Society Picture
Library – All rights reserved.

5

01 Introduction

Young couple and baby, 1956.
© NMPFT/Photographic Advertising/
Science & Society Picture Library –
All rights reserved.
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“Non est vivere, sed valere vita est. ” [Life’s not just being alive, but being well]
Martial, ‘Epigrammata’, book 6, no.70

1.1 Introduction by the Joint Executive Director of Public
Health for NHS Devon and Devon County Council
My Lords, Ladies and Gentlemen,
I present to you my Annual Report on the health of the people of Devon,
and my recommendations for improving health and wellbeing.
This is my fifth report for NHS Devon and Devon County Council. My
previous reports focused on specific areas of health and wellbeing, namely
inequalities in health (the report for 2007-08), children and young people
(2008-09), mental health (2009-10) and older people (2010-11).
In this report we have taken the opportunity, at this time of the celebration
of Her Majesty the Queen’s accession to the throne 60 years ago, to look
back over those six decades at health and wellbeing in Devon and to review the extent to which health
and healthcare has changed during that time.
We have much to be grateful for – advances in science, technology and medicines have extended our
lifespan and enabled the creation of cures where previously none existed.
At the same time, the effects of increasing wealth in society have been felt too – although our quality
of life has improved, we are now seeing the consequences of a less physically active society and one
which consumes excessive fast foods and alcohol.
For those readers who enjoy local history, I hope that the information contained within this report
proves interesting and helps to form part of the record of our progress over the last 60 years. At this
time, we should also reflect on the contribution that NHS staff have made over the years to the
continuing improvements to our health.
I commend this report to you.
Dr Virginia Pearson
Joint Executive Director of Public Health
NHS Devon and Devon County Council
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2. Executive summary

Queen Elizabeth at her Coronation, 1953.
© Manchester Daily Express/Science Museum/Science & Society
Picture Library – All rights reserved.
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02 Executive summary

Elderly couple in the doorway of their home, 1950.
© Photography Advertising Archive/National Media Museum/
Science & Society Picture Library – All rights reserved.
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Executive summary
The priorities for improving the health and wellbeing of the population of Devon are:
1.

To target preventive interventions in those people whose health is poorer and where health
inequalities exist.

2.

To prioritise health-promoting interventions, such as smoking cessation, healthy eating, the
promotion of physical activity, prevention of skin cancer, mental health and emotional wellbeing
and sexual health.

3.

To promote the early detection of cancer through screening programmes or awareness-raising
among the public.

4.

To prevent falls in vulnerable populations and to ensure effective treatment if injuries occur.

5.

To reduce the harm from alcohol and drugs by public protection, promoting self-help and
providing accessible treatment services.

6.

To encourage self-care and independence in older people.

7.

To support carers, including safeguarding their health and wellbeing.

8.

To build community resilience through social networks and increasing local opportunities for
volunteering.

9.

To continue to work with schools, academies and communities to promote health and
wellbeing.

10.

To commission evidence-based services for vulnerable groups, for example children and families
with complex needs, or offenders, or those who experience domestic and sexual violence and
abuse.
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3. A brief history of health and healthcare,
1952-2012

A boy smiles as he is immunised by a doctor, 1962.
© Manchester Daily Express/Science Museum/Science & Society
Picture Library – All rights reserved.
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T

ravelling back in time to 1952 – before I was born – and looking at what we take for granted now
but which had only just been discovered, or was yet to take place over the following six decades,
represents an amazing journey.
There are many examples of what seem to have been almost chance discoveries which subsequently
had major benefits for us, in terms of our longevity or even our survival. The second half of the
twentieth century saw the introduction of some of the major diagnostic tools – and prevention and
treatment interventions – within the context of a health service free at the point of delivery for all.
With increasing scrutiny and understanding of how our bodies respond to age and disease, and the
treatments available, more and more is possible, but we should not lose sight of the importance of the
major public health lessons learned in the previous century. Good housing, good hygiene, good
nutrition and physical exercise, together with a safe and loving environment to grow up in – all of
these are as important today as they were in 1812, 1852 or 1912.

3.1 Public health
Public health is concerned with the health of
populations rather than that of the individual.
During the nineteenth century, public health
advances came about mainly as a result of
environmental changes and improvements in
hygiene – and public health was concerned with
managing the scourge of infectious disease in
malnourished people, living in poverty and
squalor.
Some of the advances covered in this chapter –
such as immunisation and antibiotics – are
nowadays taken for granted, but in 1952 these
were relatively new population interventions
(Lyons and Petrucelli, 1987). In the years
following the Second World War, as the country
continued to undergo rationing and our
bomb-damaged inner-city areas began to be
rebuilt, we moved towards the creation of the
National Health Service in 1948, and also saw
improved standards of living and an increase in
life expectancy as a result.
When we look at the health of populations today,
we are invariably as interested in social and
environmental factors which exert their influence
Left to right: Penicillin being grown in a petri dish

(Wellcome Images); influeza virus (David Gregory and
Debbie Marshall); HIV virus (John Wildgoose);
Pulmonary TB: plain chest X-ray (Wellcome Images);
HIV with Kaposi’s sarcoma (Wellcome Images);
DNA molecular model, 1993 (Science Museum/
Science & Society Picture Library – All rights reserved).

14

as we are in the effectiveness of NHS treatments.
However, ‘nature’ is as important as ‘nurture’ in
determining how healthy we are and how long
we live, so we begin here with developments in
genetics.

3.2 Human genetics
It was during the 1940s that research into human
genetics started to gather pace and the following
decade the first chromosomal abnormalities were
recognised as being the cause of inherited disease.
Each human cell contains 46 chromosomes in
the form of 23 matched pairs. It was discovered
that children with Down’s syndrome had an extra
chromosome number 21 – hence the description
of Down’s syndrome as ‘Trisomy 21’ – making 47
chromosomes.
On 25 April 1953, in the scientific journal Nature,
James Watson and Francis Crick published their
ground-breaking research on the structure of DNA
– deoxyribonucleic acid – which is what genes are
made of. Their discovery of the double helix is
one of the most important in the history of

“Prior to penicillin and medical research, death was an everyday occurrence. It was intimate.”
Katherine Dunn, American Novelist, Twentieth Century

physiology and in 1962 they were awarded the
Nobel Prize in Physiology or Medicine, shared with
Maurice Wilkins. James Watson later wrote about
the discovery in his book The Double Helix, which
was published in 1968.
During the 1960s, the analysis of chromosomes
in amniotic fluid (the sac of fluid containing the
foetus carried by a pregnant woman) made it
possible to diagnose abnormalities before birth
and led to a range of attendant ethical implications.
More recently, mapping not just chromosomes but
the individual genes within them, has resulted in
an even greater understanding of how family
characteristics pass from generation to generation.
Now, the future lies in the replacement of
unhealthy genes by ‘patching in’ healthy ones to
remove the cause of the disease in the body – a
technique known as gene therapy.

3.3 Diagnostic technology
Until the invention of the electron microscope in
the 1930s, no one had seen what a virus looked
like. The tobacco mosaic virus, the first to be
visualised, wasn’t the most exciting of viruses, but
our knowledge of viral structure and function
then increased rapidly over the ensuing 60 years.
The discovery of the human immunodeficiency
virus which causes AIDS (acquired immune
deficiency syndrome) was another example of
science revealing the cause of a mysterious illness
manifesting itself through a puzzling increase in
cases of a very rare cancer – in this case Kaposi’s
sarcoma.
In 1895 Wilhelm Roentgen, Professor of Physics
in Worzburg, Bavaria, became the first person to

discover the possibility of using electromagnetic
radiation to create what we now know as the
X-ray, and which within just a few years was being
increasingly used to show the structure of the
body. Work by a number of other scientists,
notably the radiation research carried out by Marie
Curie and her husband Pierre, took the
development forward. Cancers and tuberculosis
were found to be visible on X-rays, and following
the Second World War radiotherapy was
increasingly used to treat cancer.
During the 1980s the CAT (computerised axial
tomography) scan was brought into use to
generate much more detailed images of the body
– a progression in medical imaging which has
radically improved the diagnosis and treatment of
many conditions, from strokes to cancers.

3.4 Antibiotics
In 1929, Alexander Fleming published his paper on
the potential antibacterial properties of penicillium
in the British Journal of Experimental Pathology.
There was then virtually no research carried out
until 1941 when Howard Florey and Ernst Chain
realised the therapeutic potential of penicillium
and their research was transferred into full-scale
production. Penicillin has made a significant
contribution to the treatment of infections since
the Second World War, and still does today.
Other major antibiotics were also discovered
around this time, including streptomycin, which
was identified in 1952 (Lyons and Petrucelli,
1987). There has been an exponential growth in
the number and range of antibiotics available to
treat bacterial diseases, and an associated modern
problem of antibacterial resistance, highlighted by

15
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Howard Florey and Ernst Chain with colleagues at
Oxford. Back row, left to right: S. Waksman,
H. Florey, J. Trefouel, E. Chain, A. Gratia; front row
left to right: P. Fredericq and Maurice Welsch.
Wellcome Library, London

Above left: 1950s display of ‘Iron lung’
for treating symptoms of polio.
© Science Museum/Science & Society Picture
Library – All rights reserved.

Left: Equipment used for making early forms
of penicillin; glass flasks and leads into tops of
milk churns. Wellcome Library, London
Right: Dr Jonas Salk administers a trial polio
vaccine to David Rosenbloom of Pittsburgh in this
1954 photo from the National
Foundation March of Dimes.
(AP Photo/National Foundation March of Dimes)
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the emergence of MRSA – Meticillin Resistant
Staphylococcus aureus – which has been the focus
of media and clinical attention for the last few years.

3.5 Immunology
Towards the end of the nineteenth century,
immunology was developing as a branch of
science in its own right. There had been a longstanding interest among doctors as to why people
who had recovered from certain illnesses then
became resistant to further infection. Smallpox is
the classic example of this, and the development
of vaccines as a result of Edward Jenner’s work
with cowpox in the late 1700s (Williams, 2010)
is a fascinating story of how we learned to use
the body’s own defence mechanisms to protect
against specific diseases.
Within the last 60 years, we have seen many fatal
diseases virtually eradicated or significantly
reduced by the use of population immunisation
programmes. In 1954, Dr Jonas Salk and
colleagues tested their vaccine for poliomyelitis –
a very serious viral infection causing weakness of
muscles, which in some cases results in permanent
disability – and this was introduced the following
year. Dr Albert Sabin then developed the oral
‘live attenuated’ vaccine which many people will
remember used to be given on a lump of sugar.
When I worked in accident and emergency
medicine as a junior doctor, senior colleagues
readily remembered children being brought in
with breathing difficulties due to diphtheria, or
isolating very ill children with measles because of
its highly infectious nature. Diseases like these are
rarely seen by doctors nowadays, and if they are, it
is due to immunity in the wider population falling
as a result of parents choosing not to have their
children immunised. Infection with these viruses
can be fatal to people who have reduced immune
response, such as those with leukaemia.
Further important developments over this period
included the introduction of vaccines for rubella,
measles, mumps, influenza and hepatitis B, and
today’s children – unlike those growing up in 1952
– have the benefit of protection against diseases
that a century earlier were killers.
Our growing understanding of the way that the
body recognises and reacts to foreign material

has been critical to the development of not just
vaccines, but also immune therapies and
transplant medicine (Lyons and Petrucelli,
1987).

3.6 Surgery
Many technological advances have been made
during the last 60 years – in 1953, after 19 years
of research, John Gibbon and his colleagues finally
succeeded in using a heart-lung machine to divert
a patient’s blood supply while open heart surgery
was being performed, so that oxygen could still
reach the rest of the body and be pumped around,
leaving the heart free to be operated on. Until
this time, heart defects (such as holes in the heart
muscle) could not be closed under direct vision.
In Paris, in 1952, the first repair of an abdominal
aortic aneurysm (a ‘blow-out’ in the main artery
(pipe) that carries blood from the heart to the
lower part of the body) was carried out, using a
section of aorta transplanted from another
person. This procedure has since been refined and
now involves the use of artificial repair materials,
but it was an important step forward in treating
this potentially serious condition.
Other notable developments over the last 60 years
include the advances made in transplant medicine,
allied to a growing understanding of immunology.
The first successful kidney transplant in the United
Kingdom took place in 1960 (using a kidney
transplanted between twins, to overcome the
problem of rejection) and in 1967 in the Groote
Schuur Hospital in Cape Town, South Africa, the
very first heart transplant was performed by Dr
Christiaan Barnard.
Since then, the development of increasingly
specialised surgical tools, such as binocular
magnifying equipment, has facilitated microsurgical techniques whereby tiny blood vessels and
nerves can be joined and severed limbs can be
re-attached. Similarly ground-breaking has been
the growth of laparoscopic techniques whereby
procedures which previously required large
incisions (’open surgery’) can now be carried out
using ‘keyhole surgery’. Nowadays, the
laparoscopic removal of gall bladders and other
internal organs is the procedure of choice in many
cases, enabling shorter hospital stays and swifter
post-operative recovery.

17
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Above: ‘Expectant mothers’, public health poster,
1948, produced by the Ministry of Information.
© Health Education Authority/Science & Society Picture
Library – All rights reserved.

Left: Women packing the contraceptive pill, 1965.
© NMPFT/Daily Herald Archive/Science & Society
Picture Library – All rights reserved.

Below: Scientist conducting IVF research, Jessop
Hospital, Shefﬁeld, 1970.
© Manchester Daily Express/Science & Society
Picture Library – All rights reserved.
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3.7 Cancer treatment
The development of epidemiological techniques
has played a large part in our understanding
of cancer over the last 60 years. The seminal
publication was that of Richard Doll and Austin
Bradford Hill in 1954, when they studied a cohort
of British doctors and identified a significant risk
factor for lung cancer – smoking. Over the
following years, Doll and Peto published research
reports which showed that half of smokers die
from a tobacco-related disease and that they also
die younger (Doll and Peto, 1976, 1994, 2004).
The impact of genetic inheritance on cancer risk
was already well known, but the effects of
excessive radiation on humans in causing cancer
was confirmed with the increase in leukaemia and
other malignancies after the detonation of the
atomic bombs at Hiroshima and Nagasaki in 1945.
The early detection of cancer through understanding
the pre-cancerous appearance of cells was
exemplified by the work of Dr George
Papanicolaou which resulted, in the mid-twentieth
century, in the cervical cancer screening (‘Pap’) test.
From a treatment perspective, the impact of
radiotherapy and chemotherapy in the treatment
of cancer has developed significantly over the last
60 years. It had been discovered during the First
World War (and confirmed during the Second
World War) that mustard gas could slow down
the growth of cancer for a short period of time.
This led to an increasing research programme into
cancer drugs from the 1950s onwards (Lyons and
Petrucelli, 1987).

3.8 Fertility treatment and
maternity services
The wider availability of contraceptives to help
couples prevent unwanted pregnancy and to
manage the number of children they had was a
major change during the 1950s and ‘60s. The
widespread availability of the oral contraceptive
created a different social milieu for young women
and has been linked to increasing sexual
independence for women. Initially, it was only
available to married women, but was made more
widely available so that by 1969 more than a
million women were taking ‘the pill’.

While many women were actively preventing
pregnancy, major advances were made in the field
of fertility treatment as we came to understand
more about how hormones affect fertility. In-vitro
techniques pioneered by Steptoe and Edwards
resulted in the birth of the first ‘test tube baby’,
Louise Brown, in 1978.
The pattern of childbirth has changed over the
last six decades too – births at home and in
nursing homes were once the usual option for
low-risk births, with hospital deliveries being
reserved for those with complications, whereas
nowadays a hospital delivery is the most common
option chosen by women.

3.9 Psychiatry
At the beginning of the nineteenth century,
major changes were taking place in the field of
psychiatry, with Sigmund Freud and Carl Jung at
the forefront of a psychoanalytical approach to
mental health problems. Over the subsequent
decades, three interrelated approaches to
psychiatry developed – one was based on
understanding and analysing human experience
(the psychoanalytical approach), one was based
on there being an imbalance in the physical
characteristics of the brain (organic) and the
third was predicated on there being a social or
environmental cause of mental ill health. All
three factors are interrelated, but different
treatment regimes have been applied over the last
60 years. The manifestation of these treatments is
very different – from psychosurgery in the 1940s
and 1950s (lobotomy) through to electroconvulsive therapy (ECT) for severe depression.
During the 1950s, a major breakthrough occurred
in psychiatric treatment with the use of haloperidol,
chlorpromazine and other antipsychotic drugs.
The availability of these new drugs meant that the
age of the asylum was almost over, and during the
early 1960s there was an active development of a
community rather than an institutional approach
to psychiatric treatment, catalysed by the
Hospital Plan presented to Parliament in 1961
by the then Minister of Health, Enoch Powell,
wherein he challenged the traditional asylumbased model of psychiatric care in his famous
‘water tower speech’ (box 3.1).

Extract from Enoch Powell’s ‘wa19
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Box 3.1 Extract from Enoch Powell’s ‘water tower’ speech (1961)
Beds in General Hospitals
“But that 50 per cent or less of
present places in hospitals for the
mentally sick – what will they look
like and where will they be? We know
already what ought to be the answer to
that question: they ought for the most
part to be in wards and wings of general hospitals. Few ought to be in great
isolated institutions or clumps of
institutions, though I neither
forget nor underestimate the continuing
requirements of security for a small
minority of patients.
Now look and see what are the
implications of these bold words.
They imply nothing less than the
elimination of by far the greater part
of this country’s mental hospitals as
they exist today. This is a colossal
undertaking, not so much in the new
physical provision which it involves,
as in the sheer inertia of mind and
matter which it requires to be
overcome. There they stand, isolated,
majestic, imperious, brooded over by
the gigantic water-tower and chimney
combined, rising unmistakable and
daunting out of the countryside – the
asylums which our forefathers built
with such immense solidity to express
the notions of their day. Do not for
a moment underestimate their powers of
resistance to our assault. Let me

describe some of the defences which
we have to storm.
First there is the actual physical
solidity of the buildings themselves:
the very idea of these monuments
derelict or demolished arouses an
instinctive resistance in the mind.
At least, we find ourselves thinking,
“Can’t we use them for something else
if they cannot be retained for the
mentally ill?”
“Why not at least put the subnormals
into them?”
“Wouldn’t this one make a splendid
geriatric unit, or that one a
convalescent home.”
“What a pity to waste all this
accommodation!”
Well, let me here declare that if we
err, it is our duty to err on the side
of ruthlessness. For the great
majority of these establishments there
is no appropriate future use, and I for
my own part will resist any attempt to
foist another purpose upon them unless
it can be proved to me in each case
that, such, or almost such, a building
would have had to be erected in that,
or some similar, place to serve the
other purpose, if the mental hospital
had never existed.”
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Above: Photograph taken on the occasion of the visit of the Rt Hon. Enoch Powell, Minister of Health,
23 September 1963, to the former Pauper Lunatic Asylum, Menston. Back Row, first on left: A.L.
Ashworth, Hospital Secretary. Back row, second from right: S.G. Beaumont, Chairman Wakeﬁeld Hospital
Management Committee. Front row, second from right: Rt Hon. Enoch Powell. © Mark Davis Photography.
Enoch Powell’s speech was thus named for the mental hospital water towers that loomed above these
Victorian buildings. The whole speech can be read here: http://www.highroydshospital.com/resource/
enoch-powells-water-tower-speech-1961/
Below: An 1870 engraving of Wonford House, Exeter, retreat for the insane. Wellcome Library, London
Left:
Examples
of the coins
used by
patients
in mental
health
institutions.
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Nurse and child, 1955.
© 20thcenturyimages.co.uk
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04 The healthcare system in Devon, 1952-2012: social, economic,

D

evon has a very different set of characteristics
from much of the rest of the country – it is
one of the largest counties in England, with
countryside ranging from coastland to moorland,
woodland to river valleys (Gray, 2003). While the
area’s natural beauty has long attracted thousands
of visitors each year, their mode of arrival has
changed; the railway and buses have increasingly
been replaced by car with the advent of better,
faster roads (the Devon section of the M5 was
completed during the 1970s) and visitor numbers
have increased as a result. It is not only the
volume of visitors and traffic which soars
during the period May to October, and particularly
during the peak months of July and August
(Hignell, 1990) – pressure on health services is
felt too.
The main economic activities in Devon have
historically been tourism and agriculture, with
the NHS and local authorities being major
permanent employers, sitting alongside the
significant seasonal employment of the leisure,
catering and hotel trades.
The arrival of tourism was followed shortly
afterwards by the movement of retired people into
Devon. East Devon was a popular destination,
particularly Sidmouth and Budleigh Salterton, and
coastal areas that were mainly fishing settlements,
such as Exmouth, were redeveloped to provide the
amenities that visitors expected (Gray, 2003).
This inward migration to Devon gives it a
population profile which is skewed towards the

older age groups and contains a smaller
proportion of young people. This also impacts on
the demand for health and social care.

4.1 Healthcare settings
Across the county, arrangements for medical and
hospital care have historically been quite varied.
It was the creation of the NHS that enabled a
universal health service to be put in place. If we
go back to the nineteenth century, there were
several different types of healthcare setting.
Exeter was the main centre of population and
the first hospitals were created here, for example,
the Dispensary (from 1801, serving the sick poor),
the Eye Infirmary (from 1808, one of the earliest
specialist hospitals in the country) and two ‘Poor
Law’ hospitals, a city hospital (the Workhouse,
originally dating from 1707) and a county hospital
(Redhills, dating from 1836).
Before 1834 parishes could help poor people in
many ways – by giving them money or food, for
example, or by building workhouses to shelter
them. The New Poor Law was an Act of Parliament
passed in 1834 (amending the original Poor Law
Act of 1601) which was designed to provide a
consistent approach to the problem of the poor.
Parishes were grouped into ‘Unions’, and each
Union had to build a workhouse. The poor were
then housed in these local workhouses and had
to work in return for food and lodging; some
education was also provided for their children.
Beggars were thus removed from the streets and
the cost to the public purse was minimised.
Immortalised by Charles Dickens in his novel Oliver
Twist of 1837, workhouses frequently provided
a place of respite for the sick, which is why they
developed into local authority ‘hospitals’.
The care of people with mental health problems
or learning disabilites was very different from that
which is seen today – attitudes towards the
mentally ill were fearful and care was based on
the removal of people from society rather than
Left: ‘Glorious Devon’, BR poster, 1923-1947,
by Gyrth Russell showing Clovelly.
© NRM/Science & Society Picture Library/Science
& Society Picture Library – All rights reserved.
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historical and political perspectives
“If Florence Nightingale were carrying her lamp through the corridors of the NHS today she
would almost certainly be searching for the people in charge.”
Roy Griffiths, Griffiths Report, Department of Health and Social Security, 1984
on integration and support. The provision for the
mentally ill included the Asylum for the Insane
at Bowhill House, St Thomas, which was
transferred in 1869 to Wonford House, and the
Devon County Lunatic Asylum at Exminster, built
in 1845. The ‘Exeter and Western Counties
Idiot Asylum’ at Starcross was opened in 1864.
Although the very names of these hospitals now
makes one uncomfortable, Exeter had a pioneer
of community mental healthcare in its midst, in
the shape of Dr JC Bucknill, the first Medical
Superintendent of the Devon County Lunatic
Asylum from 1848-1860, who advocated informal
admissions and boarding out of female patients
(Irvine, 1969).
It was infectious diseases which precipitated a
need for local councils to create the position of
‘Medical Officer of Health’, the forerunner of
today’s Director of Public Health. The first
full-time Medical Officer of Health for Exeter
was Dr PH Stirk, who was appointed in 1914,
followed by Dr GFB Page and Dr ED Irvine.
The importance of managing patients with
infectious diseases (such as smallpox, typhoid,
diphtheria and tuberculosis) was reflected in the
building of isolation hospitals such as Whipton
Isolation Hospital, built in 1915. The Local
Government Act of 1929 brought the City (Poor
Law) Hospital under the control of Exeter City
Council, plus the Honeylands Hospital (given in
1924 by Dame Violet Wills of the tobacco
company family), and the Exeter City (Digby)
Mental Hospital, which opened in 1886. As well
as these local authority hospitals, there were what
were known as voluntary hospitals – hospitals paid
for by wealthy donors or by public subscription or
fundraising – such as the Royal Devon and Exeter
(which was originally sited at Dean Clarke House
in Southernhay and opened in 1743), the Princess
Elizabeth Orthopaedic Hospital (1927), the West
of England Eye Infirmary and Wonford House,
serving Devon patients. The City Hospital continued
as a Public Assistance Hospital, and in 1939 it
became an Emergency Medical Services Hospital,
with its maternity unit being transferred to a
private nursing home, Mowbray House. The hospital
suffered bomb damage in 1942 (Irvine, 1969).

4.2 The creation of the NHS
and administrative reform
The creation of the NHS in 1948 resulted in all
hospitals becoming state-owned and managed by
local hospital management committees on behalf
of the South Western Regional Hospital Board.
Family doctors, dentists, pharmacists and opticians
also became part of the NHS but worked as
‘independent contractors’ (figure 4.1). ‘Personal
health services’ were administered by the City
Council and covered maternity, child health,
ambulance transport, home nursing, school
health, immunisation and some preventive and
aftercare services, for example those relating to
mental health and tuberculosis (Irvine, 1969).
Concerns about the complexity and fragmentation
of the healthcare system under the NHS and the
need for administrative reform grew during
the late 1950s. An independent report was
commissioned by medical professional groups,
and in 1962, the Porritt Committee published its
recommendations that all health services
administration should be brought together in
a single area.
The Labour victory under Harold Wilson in 1964
was followed by political recognition of the fact
that administrative reform of the NHS was
needed. The Minister of Health, Kenneth
Robinson, was responsible for the publication of a
green (consultation) paper (Department of Health,
1968) which set out recommendations for the
creation of about 50 area boards in a single
organisational tier, taking responsibility for all
of the health functions in that area.
By 1965, the local hospital management
committees had already merged to form the
Exeter and Mid-Devon Hospitals Management
Committee. The Exeter Clinical area covered
Torbay, Exeter and east, central and north Devon
(a population of more than 500,000 people
at that time, having 7,000 hospital beds, half
of which were for the “mentally ill or mentally
handicapped”) (Irvine, 1969). The Royal Devon
and Exeter Hospital was relocating to a new site
at Wonford, with an eventual capacity of 900 beds
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Right: Music by E. Carpentier de Selvier, opus 243, published by
Carpenter (Exeter), written in aid of the funds of the Devon and Exeter
Hospital. The central engraving shows the façade of the hospital with
men and women walking along a cobbled street lined with trees.
The Devon and Exeter Hospital was founded in 1741 as a ‘Voluntary
Hospital’. It became the Royal Devon and Exeter Hospital in 1867.“
© Science Museum/Science & Society Picture Library – All rights reserved.

“The Queen has graciously consented to the use of the Royal Title for
the present hospital in Southernhay, the City Hospital and the new
building at Wonford. Together they will constitute the new Royal
Devon and Exeter Hospital”. So wrote Dr G Stewart Smith,
Chairman, Exeter and
Mid-Devon Hospitals
Management
Committee, 1970.
The programme
for the laying of the
foundation stone at the hospital is shown on the left.

Above: Nurses at Tyrell Cottage Hospital, Ilfracombe, October 1952.
North Devon Journal Archive Glass Negative Collection ref NDJ-Bx 350-03.
Courtesy of the North Devon Athenaeum.
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planned by the late 1970s. Early praise for its
architectural design diminished when the building
was found to be suffering from ‘concrete cancer’
which meant that deterioration of the fabric of
the building necessitated demolition in 1985. The
demolition and clearing of the site took a year to
complete, with the new Royal Devon and Exeter
Hospital being opened in phases during
the 1990s.

4.3 District general hospitals
New district general hospitals were built in Torbay
and Barnstaple as part of the new hospital
building programme (Department of Health,
1966), with the first phase being the opening of
the maternity unit in Barnstaple in 1968. These
new ‘district general hospitals’, as promised
by Enoch Powell’s plan for health services
(Department of Health, 1962), were conceived as
heralding a new approach to healthcare, with far
fewer beds (box 4.1). Each local area was planned
to have its own district general hospital, serving
a population of about 125,000 people.
It was envisaged that within primary care, similar
developments would be made in terms of
streamlining access to services. Devon County
Council was very much seen as a leader in this
area, with up to 30 ‘health centres’ being built
during the 1960s and early 1970s in local towns
including Cullompton, Holsworthy, Sidmouth and
Exeter. These health centres were designed as the
place where family practice could be delivered in
conjunction with the services of other healthcare
professionals such as district nurses, health visitors
and midwives. Part of this new approach to
healthcare would be the development of
information technology (box 4.2).

4.4 The role of the community
Alongside the range of health services funded
by the public purse as part of the NHS, the
community and voluntary sector played a
significant role. Just as public funding created
what is now the Royal Devon and Exeter Hospital,
voluntary support continued to play a part during
the twentieth century. Devon’s cottage or
community hospitals were actively supported by
their own Leagues of Friends and are still supported
by local fundraising activities. Lynton Cottage

Box 4.1 Plans to reduce the
number of community hospital
beds 40 years ago
“The Minster of Health’s ten-year plan
for health services, as revised in
1966, indicates that he expects many
of the smaller hospitals to be closed
when the new district [general] hospitals
are built. Considerable opposition
has been expressed to this probable
loss of general practitioner hospital
beds and also because communications
within the area are difficult in the
height of summer by reason of tourist
traffic, and during very severe winters
because of snow on moorland roads.
The Minister visualises as the main
geriatric centres, Exeter City, Newton
Abbot and Barnstaple Hospitals.”
Irvine, E.D. in Barlow, F. (1969). Exeter and its Region.
Exeter: University of Exeter. Page 290.

Box 4.2 Aspirations for NHS
information technology in 1969
“An integrated health services
computer project to serve all the
health activities in the Devon and
Exeter Clinical area, based upon an
integrated patient record (for ready
retrieval of information by doctors
entitled to have it, the obviously
necessary precautions operating
throughout), has now received the
support of the Ministry of Health and
will be operated through the Regional
Hospital Board. For some years,
this development will be experimental,
but it aims to provide an operational
service to all branches of the health
services locally, in 1972 or 1973.”
Irvine, E.D. in Barlow, F. (1969). Exeter and its Region.
Exeter: University of Exeter. Page 294.

Hospital, North Devon, even had a statuette of
a nurse in a niche on the front of the building
holding out her apron for donations of coins.

27

28

Local
Offices

National
Insurance
Act 1946

Care of
deprived
children.
Supervision
of children
fostered
or for
adoption.

Children’s
Committee

Children
Act 1948

HOME
OFFICE

(Part III)

National
Assistance
Act 1948

School
Health
Service
including
handicapped
pupils.

Education
Committee
Care of
homeless,
aged and
infirm and
blind, deaf
and physically
handicapped
over school
age.

Welfare
Committee

(Part II)

(Part IV)

Public
Health Act
1936

Care of mothers
and children.
Health visiting
Domiciliary
nursing and
midwifery.
Home Helps
Ambulances.
Health Education.

Hospitals and
Specialist
Services

Public Health
Committee
Infectious Diseases.
General
Cleansing.
Practitioner Statutory Nuisances.
Services
Water and Sewage.
Clean Food.
Factory hygiene.
Housing.

Hospital
Management
Committee

DISTRICT
COUNTY
COUNCILS

Housing
Acts 1936
to 1954

MINISTRY OF
HOUSING AND
LOCAL
GOVERNMENT

Food and
Drugs Acts
1938 to
1950

MINISTRY OF
AGRICULTURE,
FISHERIES AND
FOOD

REGIONAL
LOCAL
HOSPITAL EXECUTIVE
BOARD
COUNCIL
Health
Committee

(Part III)

National
Health
Service
Acts 1946
to 1952

MINISTRY OF HEALTH

COUNTY COUNCILS

Education
Act 1944

MINISTRY OF
EDUCATION

Source: The Devon County Health Handbook – The Health & Allied Social Services in the County of Devon 1957. Exeter: Devon County Council.

National
National
Assistance Insurance
Grants
Benefits

Local
Offices

National
Assistance
Act 1948
(Part II)

N.A.B.

MINISTRY OF
NATIONAL
INSURANCE

Factory
workers’
hours,
safety,
welfare,
etc.

Factory
Inspectors

Factory Acts
1937 and
1948

MINISTRY OF
LABOUR AND
NATIONAL
SERVICE

Figure 4.1 Departments, organisations and persons concerned in administration of the health and social welfare services

04 The healthcare system in Devon, 1952-2012: social, economic,

historical and political perspectives

Other voluntary sector organisations which have
been active over the last few decades have
included the British Red Cross Society which
assisted with Devon’s response to Pandemic
Influenza in 2009 (page 130 of the Annual Public
Health Report 2009-10 includes a description of
how local Red Cross volunteers delivered
antiviral medication to people’s homes as part
of the response coordinated by the NHS Devon
Directorate of Public Health).

4.5 A fairer system
In 1974, the administrative reforms were
implemented with the creation of Area Health
Authorities, which constituted an extra
administrative tier designed to improve planning,
particularly through their co-terminosity with
local authorities. However, the failure of this as a
model coupled with the financial crisis into which
the country was plunged in the 1970s, led to a
Royal Commission being tasked with examining
the problem areas. The unequal distribution of
resources across the NHS was tackled by the
creation of a fair-funding formula – the product
of the Resource Allocation Working Party
(Department of Health and Social Security, 1976).
The change in the political landscape raised the
issue of increasing efficiency and competition in
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the county’s health changed over the last 60 years?

Woman weighing a baby.
© Photographic Advertising/NMeM/Science & Society Picture Library
– All rights reserved.
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“Above all it is the people themselves
who matter, not alone because it is
their health, our health, we are trying
to maintain but because unless they are
enlightened, receptive and co-operative,
all our efforts in the personal health
field are likely to be vain, and all
our efforts in the environmental field
subject to frustration and delay.
Health education has as its basic lesson
this thought: that to lose health is
the dearest way to learn its value;
to recover it is harder than to
preserve it.”

Irvine, 1953, page 6.
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“We know that sickness in the community is a burden on resources which money alone
cannot meet. Health means more than money.”
E.D. Irvine, 1957, Annual Report of the Medical Officer of Health for 1956

5.1 Demographic change
and life expectancy
The most significant change in the population
profile since 1952 is the increase in the older
population (figure 5.1.1). The post-war baby
boom accounted for a slight shift in the profile

in the 1950s but the changes predicted by
previous Medical Officers of Health are now
visible. The inward migration of people looking
for a happy retirement with good access to health
and social care services also skews the profile
(figure 5.1.2). The impact of this is particularly
noticeable along the east Devon coastal area.

Figure 5.1.1 Devon population by age band, 1951-2011
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Figure 5.1.2 Devon population pyramid comparing 1951 with 2011
Population pyramid 2011 (% compared to 1951)
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Age group

Female

Male

0-4
5-9
10-14
15-19
20-24
25-29
30-34
35-39
40-44
45-49
50-54
55-59
60-64
65-69
70-74
75-79
80-84
85+

17,925
18,222
20,469
22,887
23,389
19,697
19,231
21,957
27,088
28,907
26,783
25,778
29,817
25,054
19,947
17,007
14,538
17,023

19,013
19,343
21,765
23,989
23,178
20,072
19,045
21,444
26,322
28,063
25,690
24,520
28,513
24,184
18,438
14,612
10,577
8,583

Total

395,719

377,351

The table and population pyramid in figure 5.1.2
show the population broken down by age and sex
for the area against England. The age and gender
profile of the population can have a significant
impact on health and social care needs.
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Life expectancy has had more of an impact on the
population than anything else. The advances in
medical science and the improvements in
healthcare, as described in chapters 3 and 4,

have extended the life expectancy of a man by
12.6 years and a woman by 11.3 years compared
with 1952 (figure 5.1.3).

Figure 5.1.3 Changes in male and female life expectancy, 1901-2008
90.0
Male
Female

80.0

70.0

60.0

50.0

40.0

30.0

20.0

2006

2003

2000

1997

1994

1991

1988

1985

1982

1979

1976

1973

1970

1967

1964

1961

1958

1955

1952

1949

1946

1943

1940

1937

1934

1931

1928

1925

1922

1919

1916

1913

1910

1907

1904

0.0

1901

10.0

Source: Social Trends 41, Office for National Statistics, 2011

Although less obvious in the South West where
the proportion of people from an ethnic group
other than white British remains low, the ethnic

diversity of the population has changed (table
5.1.1). Ethnicity has only been recorded in the
National Census since 1991.

Table 5.1.1 Ethnicity, Devon, 1991 and 2001
1991

Ethnic group
White British
White Other
White Irish
Mixed
Black
Asian
Chinese and Other
Total

638,408 (98.69%)
4,645 (0.72%)
839 (0.13%)
1,101 (0.17%)
1,910 (0.30%)
646,903

2001
683,236 (96.99%)
9,969 (1.42%)
3,385 (0.48%)
3,343 (0.47%)
807 (0.11%)
1,549 (0.22%)
2,181 (0.31%)
704,470

Source: 1991 Census; 2001 Census
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Figure 5.1.4 The pattern of health inequalities across Devon in 1952

Source: County Medical Officer Report for Devon, 1952
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Figure 5.1.5 The pattern of health inequalities across Devon in 2010

Source: ONS Annual Mortality Extract for Devon, 2010
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“The prime responsibility for keeping a watchful eye on the environment lies
with the District Medical Officer of Health. It is essential that he should be
specially qualified and be experienced in this branch of medicine, and also be
free to devote an adequate amount of time to preventive work – hence the policy
of the Ministry of Health for full time Medical Officers of Health.”
Doyle, 1963, page 16.

The standard of living in households in Devon has
changed markedly over the last 60 years – it is
interesting to review the high proportion of the
population sharing what we would now consider
basic household amenities such as a toilet or a
bath (figure 5.1.6 and table 5.1.2). A comparison

with today’s patterns of deprivation shows an
interesting similarity between 1952 and today, and
perhaps indicates some of the origins of today’s
‘deep rural’ deprivation in Devon – our rural areas
are much more socio-economically deprived than
average.

Table 5.1.2 Number and percentage of households without sole use of amenities, 1951
Amenity

Sole use
Number %

Piped water
Cooking stove
Water closet
Kitchen sink
Fixed bath
All 5 arrangements

115,297
145,320
122,402
126,553
86,990
79,910

Shared use
Number %

75.1% 16,194
94.7%
4,118
79.8% 12,136
82.5%
5,065
56.7%
8,498
52.1%
-

10.6%
2.7%
7.9%
3.3%
5.5%
-

Without use
Number %
21,938
3,991
18,891
21,811
57,941
-

14.3%
2.6%
12.3%
14.2%
37.8%
-

Shared or without
Number %
38,132
8,109
31,027
26,876
66,439
73,519

Source: 1951 Census, Devon County Report

Mother pouring tea for her children whilst they eat bread and syrup, 12 March 1952.
© Daily Herald Archive/ National Media Museum/Science & Society Picture Library – All rights reserved.
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24.9%
5.3%
20.2%
17.5%
43.3%
47.9%
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Figure 5.1.6 Percentage of households without sole use of five household amenities
(piped water, cooking stove, kitchen sink, fixed bath and water closet), 1951

Source: 1951 Census, Devon County Report
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5.2 Pregnancy and birth
Before the advent of the contraceptive pill,
and prior to the Abortion Act which legalised
termination of pregnancy, women’s fertility was
not as controllable as it is today. The pattern of
births over the last six decades shows a post-war

increase, followed by an increase in the 1960s
(the baby boom), followed by a slump in the
1970s (the ‘generation X’ effect) resulting in a
lower proportion of people currently in their 30s
and 40s who will make national insurance
contributions to pay for the state pensions of the
‘baby boomers’ when they retire (figure 5.2.1).

Figure 5.2.1 Total number of births, UK, 1901 to 2008
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Source: Social Trends 41, Office for National Statistics, 2011

The impact of fertility regulation can be observed
when we look at the change in the age at which
women give birth, which in turn affects family
size. Women now can choose to start
‘Little Jessy Woodcock was
Britain’s ﬁrst water baby. She
was born underwater, in a plastic
paddling pool in her parents’
living room in 1982. She swam into
the world as mum Judy squatted
with her husband, Duncan, in 18ins
of warm, salty water. Judy, 34,
said: “It was wonderful”.
© Manchester Daily Express/
Science & Society Picture Library
– All rights reserved.
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childbearing later in life and the average number
of children has fallen from 2.4 in 1952 to 1.9
today, with the average age at first birth
increasing from 25 to 28 (figure 5.2.2).
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Figure 5.2.2 Changes in number of births by maternal age group, 1938-2008
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Place of birth has changed significantly over the
years, with a marked reduction in women having
babies at home, although this percentage is
currently a quality marker for local services being
able to provide greater choice for women as part

of their maternity care (figure 5.2.3). Figure 5.2.4
shows that South Hams has the highest rates of
home birth in the country, with a quarter of births
in Totnes occurring at home.

Figure 5.2.3 Percentage of births at home, 1960-2010
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Source: Office for National Statistics, Live births in England and Wales by characteristics of birth, 2010
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Figure 5.2.4 Map of rates of home births across Devon, 2008 to 2010

Source: Office for National Statistics Annual Births Extract, 2010
* See glossary of terms on page 111
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5.3 Infant mortality
Infant mortality rates have fallen considerably
since 1952. In 1952 (figure 5.3.1), there were 177
deaths of children below the age of one in Devon,
with an infant mortality rate of 25.8 per 1,000 live

births. The figure fell sharply during the 1950s,
1960s and 1970s, and has continued to fall more
gradually from the 1980s onwards. In 2010,
there were 32 deaths of children below the age
of one, with a rate (4.3) around an eighth of the
rate seen in 1952.

Figure 5.3.1 Infant Mortality Rate, Devon, 1952 to 2010
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Source: County Medical Officer reports for Devon and ONS Annual Mortality Extracts for Devon

Premature babies in oxygen tents, December 1953.
© Daily Herald Archive/NMeM/Science Museum/Science & Society Picture Library - All right reserved.
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5.4 Deaths
Over the last 60 years the pattern of deaths has
changed, with large declines in overall mortality
rates in all age groups but particularly in childhood
and adolescence (figure 5.4.1). The specific causes

of death have changed to reflect the impact of
immunisation and antibiotic treatment on deaths
from infectious diseases, including tuberculosis,
but the recent increases in healthcare associated
infections mean that the mortality rates for the
elderly have actually increased (figure 5.4.2).

Death Rate per 1,000 Population by Age Group, Devon, 1952 vs 2010

Figure 5.4.1 Death rate per 1,000 population by age group, Devon, 1952 vs 2010
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Death Rate per 1,000 Population by Age Group, Devon, 1952 vs 2010

Figure 5.4.2 Death rate per 1,000
population
byDiseases
age group, Devon, 1952 vs 2010:
Infectious
and Parasitic
		
infectious and parasitic diseases
1.20

Rate per 1,000 population

1.00
0.80
0.60
0.40
0.20
0.00
00 to 00

01 to 04

05 to 14

15 to 24

25 to 44

45 to 64

65 to 74

75 and
over

Rate per 1,000 1952

0.60

0.10

0.06

0.12

0.26

0.36

0.43

0.56

Rate per 1,000 2010

0.00

0.00

0.00

0.00

0.01

0.01

0.23

1.00

Age group

Source: County Medical Officer Report for Devon, 1952 and ONS Annual Mortality Extract for Devon, 2010

44

health changed over the last 60 years?

A striking feature is the way that deaths from lung
cancer were less obvious among all these other
causes of death – due to changes in all types of
preventive care over the succeeding decades,

coupled with the time lag between starting
smoking and the development of lung cancer
(figures 5.4.3 to 5.4.5).
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Source: County Medical Officer Report for Devon, 1952 and ONS Annual Mortality Extract for Devon, 2010
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Figure 5.4.4 Death rate per 1,000 population
All Cancersby age group, Devon, 1952 vs 2010:
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Mortality rates from transport and other accidents
have fallen (figures 5.4.6 and 5.4.7), and suicide
rates have fallen overall – although there has been
a slight increase in suicide rates in younger age
groups, highlighting the changing pattern over

time. The impact of a ready means by which to
kill oneself in 1952 (carbon monoxide poisoning
from coal gas, as used in domestic ovens) can be
seen in the suicide patterns (figure 5.4.8).

Death Rate per 1,000 Population by Age Group, Devon, 1952 vs 2010

Vehicle Accidents
Figure 5.4.6 Death rate per 1,000Motor
population
by age group, Devon, 1952 vs 2010:
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Source: County Medical Officer Report for Devon, 1952 and ONS Annual Mortality Extract for Devon, 2010
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Figure 5.4.7 Death rate per 1,000 population
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Figure 5.4.8 Death rate per 1,000 population
Suicide by age group, Devon, 1952 vs 2010:
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5.5 Communicable diseases
and the impact of immunisation
programmes
“In November, 1952, an advertising
campaign was carried out with the
help of press and cinema and theatre
publicity in respect of diphtheria
immunisation, but it did not appear
to have much effect.”
Irvine, 1953, page 76.

The impact of infectious diseases in 1952 was
considerable. Diseases which are now almost
never seen due to successful immunisation
programmes caused both acute disease and
longer-term problems, even disability. Isolation
hospitals existed to separate infected patients
from those requiring routine medical or surgical
care. Immunisation has always had its detractors
(Williams, 2010) but, as a scientific rather than
a hygienic public health intervention, it probably
has no equal. It is very easy to take our protection
from these lethal diseases for granted, but the
impact on death rates in young children 60 years
ago was significant. Poliomyelitis was one of the
diseases that was preventable by vaccination:
Dr Archer comments: “The advent of
oral poliomyelitis vaccine has been
a blessing, particularly as
immunisation against poliomyelitis
comes at the time when babies both
sense very quickly any maternal
anxiety and begin to recall settings
having an unpleasant association.
They seem to enjoy their vaccine given
in rosehip syrup and the atmosphere
suggests a babies’ “elevenses” café
rather than an immunising Clinic.”

A disease which was associated with poverty and
overcrowding was tuberculosis. The development
of antibiotics was a huge step forward in the
control of tuberculosis, and mass X-ray was
undertaken to detect and treat undiagnosed
disease. Even in 1952, the impact of better
treatment was noticeable:
“Better methods of treatment have,
during the past four years, produced
a diminishing death rate. In 1952
the number of deaths was only 23 – the
lowest it has been since 1935. This
remarkable change has brought about
its own problems, because those who
formerly died after a relatively short
stay now remain in hospital to
undergo what may be a successful form
of treatment but which occupies a very
long time. The consequence of this
is that it is more difficult to get
a quick turnover of beds – a
better survival rate may even produce
an increased waiting list before the
problem is finally overcome. It is
mainly the better understanding of the
recently discovered anti-tuberculosis
drugs which has produced this
remarkable change, and not only are
they valuable life-saving measures in
themselves, but they also bring within
the field of practical surgery many
patients who would never otherwise
reach this stage.”
Davies, 1953, pages 55-56.

Doyle, 1963, page 10.

There are always new vaccines being researched
and manufactured but they have to undergo
rigorous testing before being approved by the
Joint Committee on Vaccination and Immunisation
(JCVI), and they also have to be demonstrated as
being cost-effective before forming part of the
current immunisation schedule.
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Polio vaccination scene, Barnstaple, May 1956.
© North Devon Journal Archive Glass Negative
Collection ref NDJ-Bx 350-03. Courtesy of the North
Devon Athenaeum.
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Table 5.5.1 The development of immunisation programmes, 1952-2012
by Tracy Fabiano, Immunisation Co-ordinator
Year by decade
1952
1953
1954
1954
1955
1957
1958
1962
1963
1967
1970
1971
1974
1977
1978
1981

Vaccination
Polio vaccine introduced
Tuberculosis (TB) vaccine introduced
Japanese Encephalitis vaccine
Anthrax vaccine
Pertussis vaccine
First vaccine for adenovirus-4 and 7
Polio and Diphtheria Vaccine programme
launched
First oral Polio vaccine
Measles vaccine introduced
Mumps vaccine introduced
Rubella vaccine introduced

2008

Smallpox vaccination programme ended
Chicken pox vaccine introduced
Pneumonia (Streptococcus pneumoniae)
Meningitis (Neisseria meningitidis)
Hepatitis B (first vaccine to target a cause
of cancer)
Haemophilus influenzae type b (HiB)
Measles Mumps Rubella (MMR)
Hepatitis A vaccine introduced
Catch-up programme for Measles
Rubella (MR)
Rubella vaccine programme ended and
2nd dose MMR pre-school introduced
Lyme disease vaccine introduced
Rotavirus vaccine introduced
Pertussis booster vaccine
First nasal vaccine for influenza in USA
Introduction of 5 in 1 vaccination to
vaccination programme
BCG vaccine programme ended in schools
First human papillomavirus vaccine (HPV)
(protection against cervical cancer)
Pneumococcal vaccination catch up
programme introduced
HPV introduced as a school programme

2010

Pneumococcal conjugate vaccine (PCV 13)

1985
1988
1992
1994
1996
1998
1998
2001
2003
2004
2005
2006
2006

Identified cohort

All school children 15 years
and under

School programme girls
11-14 years

All females not immunised
with rubella or MMR
Children 3-5 years

Children 3-5 years
Babies 2, 3 and 4 months
All children 13 years
Identified ‘at risk’ cohort
All children up to 2 years of
age
Year 8 and catch up programme
for 13-18 years (girls)
Babies 2, 4 and 13 months
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5.6 Preventing ill health
screening programmes
As well as antibiotics and immunisation
programmes, a major contributor to preventing
disease and early deaths has been the introduction
of screening programmes. The first female cancer
to be the subject of a screening programme was
cervical cancer, with population screening being
introduced in the mid-1960s, to be followed by
breast cancer screening starting in 1988. Bowel
cancer and abdominal aortic aneurysm (AAA)
screening programmes have followed (box 5.6.1).
The value for money of these programmes has
been and continues to be scrutinised, as does their
effectiveness, although these diseases were
concerning Medical Officers of Health in the
1950s and 1960s:

Mortality rates have also fallen considerably over
recent years, with mortality rates from breast
cancer falling steadily throughout the 1990s and
2000s as survival rates have continued to improve
(figure 5.6.1). The decline in cervical cancer
mortality has been even more marked, with
mortality rates in 2008 around a quarter of what
they were in 1971 (figure 5.6.2).

“Very little has yet been done here
in regard to education of the public
in the recognition of the usual early
indications of cancer in the breast
and womb. I think we should be doing
more than we are doing in this matter.”

“The number of breast cancers
registered showed an increase of over
a third on the 1965 registrations.
The only hope we have at present of
modifying the prospect in this disease
is to encourage women to report lumps
in the breast as soon as they are
observed, to their doctors. We have
started teaching women self-examination
but it is too early to say whether
this will prove of great value. We do
not want women to be worried about the
possibility of cancer; but equally, it
appears self-examination tends soon to
be abandoned.”

Irvine, 1954, page 24.

Irvine, 1968, page 28.

Figure 5.6.1 Age standardised mortality
rates, breast cancer, females, UK,
1971 to 2008

Figure 5.6.2 Age standardised mortality
rates, cervical cancer, females, UK,
1971 to 2008
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Box 5.6.1 Ages at which national screening tests are offered by the NHS

Source: © 2010-11 UK National Screening Committee and used with permission.
Find out more at www.screening.nhs.uk/england
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5.7 Healthy eating and physical
activity
“There are too many overweight
children in my schools at present.”
Doyle, 1963, page 63.

Physical activity and food consumption have
changed considerably over the last 60 years
(figure 5.7.1). The experience of a child growing
up in the 1950s would have been one of
rationing, as this continued after the Second
World War until 1954. By today’s standards, the
restrictions on fat and sugar are striking
(box 5.7.1).
Figure 5.7.1 shows the average number of grams
of different foodstuffs consumed per week from
1954, when rationing came to an end, to 2008.
This highlights that the consumption of potatoes,
and sugar and preserves has fallen considerably,
while the consumption of fruit has actually
increased.

Ministry of Food ration book, 1952-53.
© Science Museum /Science & Society Picture Library –
All rights reserved.

Figure 5.7.1 Average number of grams of selected foodstuffs consumed per person,
per week, 1954 to 2008
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Box 5.7.1: Rationing continued until 1954
Typical rations were:
Bacon and Ham
2oz (57g) per person a fortnight
Cheese
1½oz (43g) a week
Butter/margarine
7oz (198g) a week
Cooking fats
2oz (57g) a week
Meat
1 shilling’s worth a week
Sugar
8oz (227g) a week

Tea
2oz (57g) a week
Chocolates and sweets
4oz (113g) a week
Liquid milk
3 pints a week
Preserves
4oz (113g) a week
Points-rationed foods
4 points per week
Eggs
No fixed ration: 1 egg for each ration
book when available

Even staple foods, like bread and potatoes, were rationed during this period.

Bread rationing started in Britain with enormous queues in some districts,
where housewives, from as early as 7am, lined up with their new ration
books for the ﬁrst rationed bread. © SSPL/Pastpix/Science & Society Picture
Library – All rights reserved.
Left: © The National Archives/SSPL/Science & Society Picture Library –
All rights reserved.
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Getting the balance of diet and physical
activity right
The combination of a low-fat, low-sugar diet and
lots of physical activity (especially out of doors)
resulted in a cohort of children who were much
less obese than today’s children. The recent
increase in the proportion of children who are
overweight and obese has been monitored by the
National Child Measurement Programme, but
influencing this requires us to recognise the
interaction between family eating habits, the
amount of time spent watching television, using
computers or gaming, and physical activity. Much
has been made of the downward trend in families
sitting down together at a meal table in the
evenings to eat, and children’s reduced exposure
to the growing, preparation and serving of food –
resulting in a loss of cooking skills. School-based
programmes which encourage family involvement
in improving diet and physical activity are strategic
priorities. The recent “Healthy Schools Plus”
programme in Devon and the “Food for Life
Partnership” are two of the ways that improvement
in health and wellbeing in young people has been
supported in Devon. The promotion of physical
activity is an integral part of this, making physical
activity a positive experience for everyone.
“The 1992 annual report also contained
results of some research on what made
the difference between low exercisers
and high exercisers among children
from Okehampton and Crediton. The
principal differences were that low
exercisers did not like competitive
sport and that they lacked encouragement
from their family to exercise. These
data suggest that schools should
provide a choice of non-competitive
physical activity and that links to
local sports clubs and leisure
facilities may promote sustained
physical activity.”
Owen, 1999, page 25.
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Food hygiene
In the past, food hygiene was the responsibility of
the Medical Officers of Health. Now, this
responsibility rests with environmental health
departments of district councils. Of interest is the
content of past reports citing some of the food
hazards in 1962 and 1972:
“The Public Analyst reported that
of the 967 samples 63 were either
adulterated or gave rise to some other
irregularity. 35 of the 63 samples
were of milk and 14 contained added
water… The remaining 28 samples other
than milk reported on by the
Public Analyst included a wholemeal
loaf containing pieces of cotton
material, a meat pie containing flakes
of iron rust, chocolate containing
a piece of iron wire, sponge cakes
with a growth of mould, pasties
contaminated with a growth of mould
and a sausage roll contaminated with
a growth of mould. There were
prosecutions in these 6 instances and
warning letters were sent in 5 other
cases.”
Doyle, 1963, pages 16-17.
“The Public Analyst reported that of
the 2,305 samples he received, 134
were either adulterated or gave rise
to some other irregularity. 24 of
the samples were of milk… The
remaining 110 samples… included: a
bee embedded in a swiss roll,… a can
of peeled tomatoes containing a shiny
ground beetle,… a packet of ground
rice containing four larvae of the
confused flour beetle,… cashew nuts
heavily infested with active
Australian spider beetles,… 28 of
these cases resulted in prosecution.”
Lyons, 1972, page 62.
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The publication of “Every Child Matters”
(Department of Education, 2003) and the Children
Act (HM Government, 2004) led to a revision of
the Programme in September 2005, to make it
more rigorous and consistent in approach.

DEVON 2011

Healthy Schools and Healthy Schools Plus
by Theresa Lawless, Healthy Schools Plus
Co-ordinator

Over the past 60 years there has been an
increasing awareness that schools are not only
centres of learning, they also have a vital role to
play in supporting the health and wellbeing of
children and young people. This understanding
that healthier, happier children and young people
do better in learning and life has reinforced the
mutual benefits of a partnership between Health
and Education.
A clear example of this partnership approach
occurred in 1999 with the launch of the
National Healthy School Standard. It was based
on the commitments made in the Excellence in
Schools White Paper (1997) and Saving Lives: Our
Healthier Nation (1999) and was a joint initiative
between the Department of Health and the
Department for Education and Employment.
The National Healthy School Standard was part of
the Healthy Schools Programme, highlighting the
important links between good health, behaviour
and achievement.
“A healthy school understands the
importance of investing in health to
assist in the process of raising
levels of pupil achievement and
improving standards. It also
recognises the need to provide both
a physical and social environment
that is conducive to learning.”
Department of Health and Department for Education
and Skills 2002, page 3.

In Devon, Link Officers worked to support schools
in completing a self-evaluation of their
‘healthiness’. This process helped schools to
identify any gaps in their provision and to plan
and implement health improvements, such as
changes to the curriculum to help the children
and young people make informed decisions about
their health and giving children and young people a
voice to influence ‘whole-school’ decisions. Such
actions enabled schools to successfully achieve
the 62 criteria which linked directly with the five
outcomes of the “Every Child Matters” framework
and laid the foundations for good health.
The most successful schools create a genuine
health-promoting ethos – one which encourages a
‘whole school’ approach that responds not only to
the health needs of the children and young people
but also to those of the staff, governors,
parents/carers and the wider community as
well. It is essential to ensure that everyone feels
included in the process of continual health
improvement.
In 2009, the Healthy Schools Programme
celebrated its tenth birthday. It has been an
important and long-term initiative that has made
a difference to the health and achievement of
many children and young people in Devon. By the
end of 2010, 356 out of 371 Devon schools had
achieved “Healthy School” status.
A natural progression from the original Healthy
Schools Programme was the introduction of the
“Healthy Schools Plus” programme which was
launched via an extensive countywide training
programme in spring 2009. While all Healthy
Schools in Devon were encouraged to participate,
the NHS Devon commitment was to engage and
fund 187 schools (50%) that were located in the
most deprived communities.
The aim of Healthy Schools Plus was to reduce
health inequalities by targeting the most
disadvantaged children, although all children
would benefit from the focus on healthier
outcomes.
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Schools used published health- and school-based
data, as well as their knowledge of local health
issues in their catchment area, to select one of the
four health priorities they wanted to focus upon.
The most popular choice of health priority was
improving emotional health and wellbeing (47%
of schools) followed by actions to maintain a
healthy weight (40%), then reducing drugs
and alcohol misuse (7%) and finally reducing
teenage pregnancies (6%).
The new programme provided schools with a clear
framework which gave them the ‘freedom’ to
choose interventions/strategies that would make
positive, measurable changes to the health
behaviours of their children/young people and
wider school community. Schools chose to
implement actions that they had either created
themselves to suit the particular needs of their
children or they selected published programmes,
such as THRIVE, Forest Schools, Food for Life
Partnership and Let’s Get Cooking, which they
personalised to their schools.
The documentation from the schools underwent
a rigorous process of quality assurance both at
the beginning and end of the programme.
From the original 187 target schools, 154
submitted their final documentation. Of these,
143 (76%) were successful in being ‘recognised’
as a Healthy Schools Plus School and 29 were
judged ‘outstanding’ for the quality of their work.
A celebration event was held in September 2011
to acknowledge the achievement of these
outstanding schools and to encourage them to
share their good practice with others.

The success of Healthy Schools Plus was
demonstrated, both in terms of the before and
after data collected by the schools and also the
feedback and observations of the children,
parents/carers, staff and other members of the
school community. Schools had clear evidence to
show that their actions to improve the health of
their children and young people had had a
positive impact.
The legacy of Healthy Schools Plus is crucial.
Collaboration within federations, learning
communities and across the county would help
to share the good practice and inspire schools to
try some of the original and innovative health
approaches that were adopted. Enlisting the
support of the outstanding schools as
‘champions’ is vital in order to encourage other
schools to develop their work around the health
and wellbeing agenda. The case studies of the
outstanding schools have also been shared on
the NHS Devon and PEDPASS (Physical Education,
Daily Physical Activity and School Sport) website
within the Babcock Learning Development
Partnership. All of these actions could ensure
that the significant achievements of the Healthy
Schools Plus programme continue to be an
important element of the health improvement
of Devon’s children and young people.

“Nearly 90% of our pupils are now bringing a healthy packed lunch that contains
a good balance of healthy foods, including two or more pieces of fruit and
vegetables. This is a fantastic achievement and mostly due to a very successful
and effective collaboration between teaching staff, mealtime assistants, parents
and pupils.
“We are also immensely proud of our achievements in getting all our children,
especially our target groups of Year 6 pupils, to participate in sport outside
of lessons. Sport is now a way of life here at Manor and it is wonderful to
see those children who would not normally get involved being eager participants.
The ‘Active in School’ programme has given our target group of exercise–shy
children an extremely intensive fitness boost that has been both fun and
influential in their everyday life.”
Healthy Schools Plus Lead Teacher and Co-ordinator for Personal, Social, Health and Economic education,
Manor Primary School.
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Healthy Schools Plus Celebration Event, 27 September 2011

Above left: Councillor Andrea Davis, Cabinet
Member for Children, Health and Schools,
presenting the Healthy Schools Plus
certiﬁcate to Manor Primary School,
Ivybridge.
Above right: Pathﬁeld School, Barnstaple,
receive their certiﬁcate for healthy eating and
increasing opportunities for physical activity.
Left: Dr Phil Norrey, Chief Executive of Devon
County Council, congratulating outstanding
Healthy Schools Plus schools in Devon.
Below left: Children from Two Moors Primary School, Tiverton, demonstrating their cooking skills
at the Healthy Schools Plus celebration event.
Below right: Ide Primary School’s outstanding work on increasing physical activity.
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School dining room, 1962. © 20thcenturyimages.co.uk

School dinner, 1981. © Manchester Daily Express/Science Museum/Science & Society Picture Library

– All rights reserved.
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The School Meals Service

by Theresa Lawless, Healthy Schools Plus
Co-ordinator
In autumn 1962, 43,744 (70%) of the children in
maintained primary and secondary schools were
eating a school meal (made up from full and half
payment and free school meals), with 48,288
(77%) drinking milk (Doyle, 1963).
Schools are in a unique position to influence the
diet of and promote healthy eating to schoolaged children and young people. Over the past
60 years, school meals have continued to be an
essential public service. Originally born out of
public concern about severe child malnutrition,
the School Meals Service can be traced back to
the work of charities in the mid-nineteenth
century. However, it was not until 1941 that the
first nutritional standards for school meals were
created, setting levels of protein, fat and calories
to be provided by a school dinner (School Meals
Review Panel, 2005). Unfortunately these
standards were abandoned less than four decades
later when the Education Act (1980) was passed.
This Act also removed the requirement of the
Local Education Authorities to “provide a school
meal suitable in all respects as a main meal of the
day” and prompted the introduction of menus
based on convenience foods to cut the cost of
public expenditure on school meals.

Improving the quality of school meals
Anxiety about the nature of school meal provision
began to emerge in the 1990s. But despite the
creation of scientifically-based nutritional
guidelines for school meals by The Caroline
Walker Trust in 1992, they were not made a
statutory requirement. It was not until April 2001
that minimum nutritional standards for school
lunches were reintroduced in England under
the Education (Nutritional Standards for School
Lunches) Regulations 2000.
By 2005, the increasing concern about the quality
of children’s diets, government policies seeking
real improvements in public health and a
groundswell of public support for the improvement
of school meals (influenced by TV chef Jamie
Oliver’s campaign) formed the backdrop to the
creation of the School Meals Review Panel
(SMRP). As a result of the recommendations

from the SMRP on school lunches and on a
number of wider issues concerning food in schools
such as tuck shops and food curriculum, the
newly established School Food Trust (SFT) was
commissioned to develop standards that were
both food- and nutrient-based for school lunches
and other school food.
At the same time in Devon, the Fresh Start menu,
Devon’s new healthy eating programme, was
being launched in schools following a successful
pilot of menus in 23 Devon schools. In 2004,
Devon County Council’s then Director of Education,
Dr Phil Norrey, proposed a comprehensive review
of the county’s primary school meals. The review
was chaired by Mr Ian Tearle, Head of Health
Policy, with representation from public health,
dieticians and education among others. As a
result of the recommendations, Devon Direct
Services (Devon’s catering provider) created a
menu that replaced all ‘junk’ food with meals
that provided a third of a child’s daily nutritional
requirements (Devon County Council, 2004).
These actions meant that the county was well
prepared for the introduction of the School Food
Trust’s food- and nutrient-based standards which
became mandatory in September 2008 for
primary schools and in September 2009 for
secondary and special schools. The actions also
led to the Devon Catering and Cleaning Services
(formerly known as DDS) achieving the Soil
Association’s Food for Life Bronze Catering Mark
in February 2009. Devon was only the third
school meals provider in the country to win a Food
for Life Award across the whole service at this
level. Since September 2011, Devon Catering
and Cleaning Services (now known as Devon
Norse) continues to provide the majority of school
meals with the remainder provided by the schools
themselves as a result of becoming ‘self-performing’.
This means that they have taken over the full
management of the school meals service within
their school. A small number of schools have
chosen to use external suppliers.
The combination of the rigorous food standards,
government health policies and school-based
health improvement initiatives have all helped to
transform the food culture of schools and
colleges. There has been a significant improvement
in the quality and nutritional value of school meals
in recent years. Menus now reflect a reduction in
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fat, sugar and salt and an increase in the servings
of fruit and vegetables, oily fish, quality meat
and the provision of water. As a result, menus
have moved away from processed products such
as ‘turkey twizzlers’ and ‘fish sharks’, followed
by puddings like chocolate-chip sponge and iced
gateaux. Today children can choose meals such as
roast dinner made with West Country roast beef
and vegetarian options such as roast vegetable
tart and sweet potato and lentil curry. Pudding
choices include muesli crunch with milkshake and
fruit smoothies.

Free school meals
In terms of reducing health inequalities, the
Education Act (2002) amended the criteria for
free school meals (FSM), increasing the numbers
of eligible children. The importance of free school
meals contributing to the nutritional quality of the
diets of children from low-income families cannot
be underestimated but there has been an ongoing challenge to schools to ensure that all children
who are eligible, take up their entitlement. A
number of Devon schools, particularly the larger
secondary schools, have invested in ‘cashless’
card payment systems which, alongside actions
through the Healthy Schools and Healthy Schools
Plus programmes, have helped to produce a
Free school milk, 1952. Photograph produced as
propaganda for the Labour Party. Photograph by Wallace.
© Daily Herald Archive/NMeM/Science & Society Picture Library
– All rights reserved.
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measurable increase in the uptake of these meals
and reduce some of the stigma associated with
free school meals.
More schools have used programmes such as the
Food for Life Partnership to continue to develop
the quality of their School Meals Service by
achieving the Bronze, Silver and Gold Awards.
The increasingly challenging criteria require the
ingredients to be locally produced, of the
highest quality and from sustainable sources.
One of the aims of these improvements is to
increase the number of children and young people
eating healthy school meals – particularly those
who are entitled to free school meals.
Alan Johnson, Education Secretary in 2006, was
very clear that the introduction of the food and
nutrient standards had started to “undo decades
of neglect and ensure that healthy eating is the
norm in every school”. The quality of school meals
in Devon has definitely improved. The aim now is
to ensure that not only is this quality maintained,
but so too is the actual provision of a meal
service, so that the children and young people
continue to enjoy nutritious food, develop healthy
eating habits and practice making healthy food
choices.
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The School Tuck Shop

by Theresa Lawless, Healthy Schools Plus Co-ordinator
The rising levels of childhood obesity and its
associated health problems have prompted much
discussion regarding the quality and quantity of
food available in schools, including that sold at
break times in the tuck shops and vending
machines. However, such dilemmas are clearly
not a recent phenomenon. In his Annual Report
“Devon’s Health in 1962”, the County Medical
Officer and Principal School Medical Officer,
Dr W Doyle, lamented the fact that: “Tuck
Shops which mostly sell dental decay-producing
confectionery are common in our schools”
(Doyle, 1963, page 71).
In recent years though, progress has been made
not only in replacing the confectionery with
healthier options, but also in removing from sale
the highly processed snack products and
sugary drinks as a result of government
food-based standards for food other than
lunches, which came into effect in September
2007 (School Food Trust, 2007).

It now highlights the variety and seasonality of
fruit and vegetables available and encourages
children to try different flavours and textures.
The children have also been introduced to
concepts such as Fair Trade and organic foods.
In schools where the children have been given
the responsibility of managing the tuck shop
themselves, they are also learning important
skills relating to handling money, portion control,
stock rotation, and food hygiene.
This scheme, plus initiatives such as Healthy
Schools/Healthy Schools Plus and other
programmes that help schools transform their
whole school food culture, have reinforced the
importance of providing healthy food across the
school day.
Dr Doyle was correct in his recommendation:
“It is clear that whilst apples present some
marketing difficulties, dried fruit and nuts in
packets prove just as profitable and equally
acceptable as biscuits.” (Doyle, 1963, page 71).

The School Fruit and Vegetable Scheme was
introduced after the NHS Plan 2000 included a
commitment to implement and fund a national
school fruit scheme by 2004. It was part of the
5 A-Day programme to increase the consumption
of fruit and vegetables. The School Fruit and
Vegetable Scheme was a significant step
forward in terms of promoting healthy
break-time snacks, as it provided a free piece of
fruit or vegetable to every four- to six-year-old
child in local-authority-maintained infant,
primary and special schools throughout England.
The scheme set a national template to develop
healthy eating habits in the early years and
demonstrated that raw fruit and vegetables
can be enjoyed as a snack.
This scheme continues and many schools in
Devon have since taken up the challenge to
extend this good practice and offer healthier
options to the older children, from Key Stage
2 upwards. Tuck shops have been the focus of
much consultation with children through the
School/College Councils and School Nutrition
Action Groups. As a result, the food sold at
break-time has become healthier.

Above: School sets up sweet shop.
© Planet News Collection/Science & Society Picture
Library – All rights reserved.
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Physical Education Then and Now
by Ian Tearle, Head of Health Policy

Facilities, teaching skills and the scope of sports
and activities have and continue to be factors in
the development of physical education in schools.
The Annual Report of the County Medical Officer
and Principal School Medical Officer, “Devon’s
Health in 1962” (Doyle, 1963), included a review
of physical education in schools. While it was
reported that in primary schools physical
education had made “steady progress during the
year”, one of the main issues identified was one
of space.
“Inevitably pupils in the schools
without halls are at a disadvantage
in wintry weather, but most teachers
realise the need for some form of
physical activity, however small the
space in which to do it.”
page 85

Batting practice in the school gym, 1962.
Other headlines in the report are the uptake of
the refresher courses in ten different centres, the
lack of large climbing equipment, 13 schools
having their own swimming pools and the
participation in dance, particularly in the
summer months. The report also notes, from
a secondary school perspective, the lack of
women teachers.
“The staffing of schools with suitably
qualified women teachers is still a
problem and seems likely to remain
so for some long time. Three men left
us after a comparatively short time
in Devon to teach in the Forces, but
in general the position for boys is
satisfactory.”
page 86

Five new concrete swimming baths came into use
during the year, more schools had pupils taking
the Duke of Edinburgh award, 14 schools took
part in the Ten Tors Expedition and a major
development was nine schools including
Physical Education as a subject in the Devon
Secondary Schools Examination. Fifty years on
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from this report, the focus for the work in schools
is the Physical Education, Daily Physical Activity
and School Sport (PEDPASS) strategy. The County
strategy challenges Devon’s children and adults to
make a commitment to regular and routine
physical activity and encourages all children and
young people to be active for a minimum of one
hour each day (7 x 60 minutes) per week in line
with health recommendations (Department of
Health, 2011). Within the context of the school
setting, it is anticipated that five hours of this will
come from a package of two hours of curriculum
PE and three hours of additional activity per week
either as daily physical activity, sports or
enrichment activities. It is estimated that 75%
of Devon schools are actively engaged in taking
these recommendations forwards. This approach
builds a proven track record of partnership
working to support schools, led by the county’s
Physical Education Advisory team. Consequently
a range of good practices become embedded,
including the development of physical literacy
skills through the taught physical education
curriculum, the “Fit to Succeed” and “Leap
into Life” initiatives as well as wider
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community-focused programmes for “Active
Travel” and “Bikeability”. The need to increase
levels of physical activity within our communities
has never had a higher priority with the health
impact of obesity on the near horizon (Pearson,
2011). The London 2012 Olympics present an
ideal opportunity to achieve a child-focused
legacy that reinvigorates participation levels in
physical activities and sport. It would be
heartening to read in the Annual Report 2012-13
that sustainable progress had been made in
relation to the PEDPASS vision which seeks to:
Ensure that all children’s and young people’s
experiences of physical education, physical
activity and sport are enjoyable and
meaningful, and contribute to their personal
development, health and wellbeing
Actively encourage high standards in
PEDPASS, through developing exemplary
practice in learning and teaching, effective
leadership and management and expert
advice and support at county and local level
Provide one influential voice for PEDPASS in
Devon, so that we can meet the needs of
everyone involved in delivering this approach
in schools and the local communities
of Devon
Challenge current inequality in movement
and sports provision across Devon

Torch bearer John Mark,
London Olympics, 1948.
© Daily Herald Archive/
National Media Museum/SSPL
/Science & Society Picture
Library – All rights reserved.

© Planet News/Science & Society Picture Library – All rights reserved.
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5.8 Smoking
“Cancer of the lung caused 40 deaths
[in Exeter] – nine more than in 1961 –
a very disagreeable record figure; all
but seven of the deaths were in men.
It is difficult to believe we are
making much headway in persuading
people not to smoke. But any doctor
will tell you that medical meetings,
formerly conducted in a fog of tobacco
smoke, now provide striking examples
of the changed habits of doctors;
and they know!”

bans, to warn smokers of the risks and prevent
passive smoking – the inhalation of other people’s
tobacco smoke. In 2007, smoking was banned
in public places.
In 1962, the County Medical Officer wrote to
all parents about the risks (box 5.8.1). The special
pamphlets had the title “Only A Square Smokes”.
All County Council envelopes were stamped on
the reverse side with the slogan “Let’s prevent
youngsters starting”.

Irvine, 1963, page 2.

The ground-breaking epidemiological research by
Richard Doll and Austin Bradford Hill (Doll and Hill,
1954) demonstrated that smoking was a major
risk factor for lung cancer. We are now seeing
sustained decreases in smoking in Devon, with
average adult smoking levels now below 20%
compared with 80% of men and 40% of women
smoking in the early 1950s. Increasing concern
about the strength of the link resulted in voluntary
and then compulsory measures, such as transport

A group of girls in beehive hairdos attending
a Tony Bennett concert, 1965.
© Manchester Daily Express/Science & Society
Picture Library – All rights reserved.

Box 5.8.1 Letter to all parents from the County Medical Officer
and Principal School Medical Officer (1962)
Dear Parents,
As you know, smoking is the main known cause of lung cancer and it is also a
factor in other illnesses, particularly chronic bronchitis. It is important
that young people should never acquire the habit, as some of us know from
experience how difficult it is to give up smoking.
This letter is an invitation to you to join us in making children aware of the
hazards. A campaign is starting in the schools so that every child will know
the facts, and special pamphlets will be available to teenagers.
As the subject is bound to come up at home, I hope you will talk to your
children about it and encourage them to think for themselves. You can help
them to see that to be “grown up” is not necessarily to follow the crowd and
pressures of advertising, but rather to use their own judgement in making a
decision.
Yours sincerely,
W.J. Doyle
Doyle, 1963, page 23.
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5.9 Alcohol
“We know that to bring about a change in the attitude of the public to health
education is a very long term process. This will, I am sure, be the most
arduous but potentially the most effective aspect of the work of this section.”
Lyons, 1972, page 41.

relatively little over time, but the most striking
change is in the increasing consumption of wine,
which itself has increased in strength over the last
few years (figure 5.9.1).

Like obesity, excess alcohol consumption has
always been present as a public health issue,
but both have increased as society has become
more affluent. The consumption of beers,
fortified wines and spirits may have changed

Figure 5.9.1 United Kingdom estimated alcohol consumption by type (litres of pure
alcohol per person aged over 14 per year), 1956 to 2007
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Men drinking beer in a pub.
© NMPFT/Daily Herald Archive/Science &
Society Picture Library – All rights reserved.

Changes to legislation in 2005 meant that
opening hours of public houses and bars were
no longer restricted, and ready availability of
alcohol through supermarkets rather than just via
off-licences and pubs has meant that alcohol is

more accessible than ever before. The damage
being done by alcohol can be seen by the
increasing rate of cirrhosis of the liver over time
(figure 5.9.2).

Figure 5.9.2 Chronic liver disease deaths, direct age standardised rate per 100,000 –
Devon
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Source: The NHS Information Centre for health and social care, Compendium of Population Health Indicators 2012
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5.10 Sexual health
“Sexual health is a positive concept. Although prevention and response
to problems are needed, any strategic policy should have at its core,
the promotion of positive attitudes towards sexual health.”
Owen, 1999, page 30.

The changes in behaviour following the Second
World War, coupled with the improvement in
surveillance systems as part of the NHS, revealed
the transmission of diseases associated with sexual
activity as an emerging problem. Sexuallytransmitted diseases have always impacted on
demand for healthcare – the lack of effective
treatment for syphilis, which could result in ‘Grand
paralysis of the Insane’, created a demand for
psychiatric care. However, with the advent of
better treatment for syphilis, and the availability
of antibiotics for treatment, it was gonorrhoea
which became the dominant sexually-transmitted
disease.
In 1959, the Ministry of Health issued a Health
Circular to tackle the increasing incidence of
gonorrhoea. Over six years, between 1951 and
1957, the number of cases in the country had
increased by 50%, with nearly 20,000 men and
5,000 women having been treated, with even
more cases being recorded in 1958.
The cause of the increase was attributed to “a
relatively small group of promiscuous women...
it is the apparent enlargement of this infected
group that is the principal cause for concern”
and “repeated infections in men... particularly
amongst men who spend long periods away
from home” (Ministry of Health, 1959a).

The part that education had to play in this was
acknowledged, but the prevailing attitudes
towards sex education were very different in the
1950s: the sexual liberation of the 1960s was yet
to come. The problem of increasing bacterial
resistance was recognised as one of the
challenges:
“It is considered that publicity and
other established means of health
education have a valuable part to
play in making generally known the
increased incidence of venereal
disease and the greater risks run by
those who contract it now that some
strains appear to respond less readily
to treatment with penicillin.”
Ministry of Health, 1959a.

Despite this, attending a local ‘Venereal Diseases
Treatment Centre’ in Devon would have required
a significant degree of motivation – in 1961, the
only centre in Devon was at the Royal Devon and
Exeter Hospital, open for males on “Mondays 7-8
and Fridays 2-3” and for females on “Mondays
6-7 and Fridays 3-4” (published by the Ministry
of Health in “list 7”).

Old man staring at a kissing couple on the beach, 1960s.
© NMPFT/Tony Ray-Jones /Science & Society Picture Library – All rights reserved.
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5.11 Skin health
Over the last 60 years, the holiday patterns of
people in the United Kingdom have changed –
the advent of package holidays to popular tourist

areas such as Spain has meant that skin exposure
to sunlight has increased. The dangers of ‘binge
tanning’ are well known but skin cancer rates
continue to rise (figure 5.11.1)

Figure 5.11.1 Age standardised incidence rates per 100,000 by sex, malignant
melanoma, Great Britain, 1975 to 2008
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Sunbathing in 1976.
© Manchester Daily Express/Science Museum/
Science & Society Picture Library – All rights reserved.
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‘Love Your Skin’ – an award-winning social marketing project on skin cancer prevention
by Ruth Dale and Sarah Bird
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NHS Devon, together with
Exeter College, won the
prestigious Health Service
Journal (HSJ) award ‘Best
Social Marketing Project’ for
the skin cancer prevention
project ‘Love Your Skin’.

‘Love Your Skin’ is the flagship project in the NHS
Devon dedicated skin cancer behaviour change
programme. It works by training college beauty
students to run mini skin consultations for their
peers, beginning with the use of an ultraviolet
(UV) facial scanner to highlight skin type and any
areas of sun damage, followed by personal
advice, a fake tan demonstration, free samples
and information.
In 2009, NHS Devon took the strategic decision
to adopt a social marketing approach to tackling
skin cancer and the first stage of the process, the
scoping phase, was led by the Peninsula Cancer
Network.
The insights developed in this first phase
identified appearance-based interventions,
including the use of UV scanners, as the most
effective approach for teenagers. This, together
with the understanding of young people, their
motivators for tanning and their barriers to
changing behaviour, confirmed the behavioural
challenges and formed the framework for the
design of the intervention ‘Love Your Skin’.
Implementation was timed alongside the Sunbed
Legislation of April 2011, but the desired
behavioural steps covered all safe sun
behaviours, including:

The design and implementation in 2011 was
developed in partnership with Exeter College
who were pivotal in making the project a
success. The intervention adopted the four key
elements of marketing – price, product,
promotion and place. The evaluation was
framed to capture any increase in knowledge,
change in attitude or intended behaviour as outlined in the behavioural steps.
The HSJ awards panel said: “The project has
a clear behavioural focus, is replicable across
the rest of the country and could have a major
impact on the prevention of skin cancer among
young people.” The intervention is now being
rolled out across all Devon Further Education
Colleges, and NHS Devon is working with the
University of the West of England to evaluate the
impact on long-term behaviour change.
Further information: to hear from the students
themselves watch: http://www.youtube.com/
watch?v=vq0IxMN_DSM
To know more about how to deliver your own
‘Love Your Skin’ campaign download the support
guide here: http://www.devonpct.nhs.uk/Library/
Skin_Cancer_Love_Your_Skin/Love%20Your%20
Skin%20Support%20Guide.pdf

Love Your Skin explained
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support guide

Know your skin type

home

Avoid burning

love your skin
explained

Higher sun protection factor (SPF) use
Seek shade
Cover up
Reduce sunbed use

skin cancer
facts

learning
outcomes
success
checklist

Love Your Skin is a skin cancer
prevention intervention that raises
awareness about skin cancer with
teenagers and encourages safe
sun behaviours.
It is a peer-led, ‘mini skin
consultation’, beginning with
the use of a UV facial scanner to
reveal early signs of sun damage, followed by personal
advice based on skin type, skin protection tips and a
fake tan demonstration.
Teenagers are a sun-loving group and associate
having a tan with being attractive. However, their
behaviour can change if you appeal to their concerns
about appearance, not just health – ie by explaining
that sun exposure causes premature ageing, wrinkles
and leathery skin and by offering fake tan as an
alternative way to look tanned.

How much does the
campaign cost?
The UV scanner can
cost as little as £170
to buy.
South West FE
Colleges can
borrow a scanner
from Nick Bridge at
Exeter College.
Email him at:
nickbridge@exe-coll.ac.uk

SunSmart, the
national skin cancer
campaign, produces
free leaflets and
posters. Go to:
www.sunsmart.org.uk
If you have a beauty
faculty, they may
be able to get you
free samples of
sunscreen/fake
tan.

contacts

A sample page from the interactive electronic
training tool which was developed to help all
those rolling out the programme.
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5.12 Mental health

by Tracey Polak, Assistant Director of Public Health
When the NHS came into existence in 1948
there were three hospitals serving the Devon area,
excluding Plymouth. They were: Exminster
Hospital (Devon County Lunatic Asylum) which
opened in 1845, Digby Hospital (Exeter City
Lunatic Asylum) which opened in 1886 and
Wonford House Hospital, opened in 1869.
Prior to the NHS, the majority of patients within
asylums were detained involuntarily. The hospitals
themselves, which were often understaffed and
overcrowded, were usually in open countryside
away from the cities that were home to many of
the patients, making it difficult for families and
friends to visit. Until the 1950s, much of the care
was controlling and often extreme, with restraint
being frequently used. Other commonplace
treatments included pre-frontal leucotomies, insulin
coma therapy and electro-convulsive therapy.
Patients were admitted for one of four categories:
mania, dementia, melancholia and moral insanity.
In reality, those admitted represented a mixture of
people with genuine mental health problems and
individuals who had been rejected by society,
including those who could not be managed by
the workhouse. The 1959 Mental Health Act
excluded promiscuity or other immoral conduct as
grounds for detention. After the First World War
many patients were ex-servicemen, particularly in
Wonford House, which was at that time a private
hospital.
Patients often worked on hospital farms to begin
with, but during the 1950s, when many of the
farms closed, there was a move towards industrial
rehabilitation work whereby patients could earn
‘pocket money’ which could be spent at the
hospital shop.

Pharmaceutical developments
As evidence emerged that insulin comas and other
pre-1950s treatments were not effective, there
was a move towards using some of the newer
pharmaceutical treatments.
In the 1950s, the introduction of major tranquillisers
such as chlorpromazine was a significant new
option for treating patients. There were some
unpleasant side-effects such as tardive dyskinesia
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(which saw involuntary jerky or slow writhing
movements) but the medication did help many
individuals live a less restrictive life, with some
returning home.
Further pharmaceutical treatments included the
development of antipsychotics in the 1970s,
selective serotonin re-uptake inhibitors (SSRIs)
in the 1980s and the introduction of atypical
antipsychotics in the 1990s which were both
effective and caused fewer side-effects for patients.

Hospital-based to community care
In 1959, the Mental Health Act described the
scope of community care and noted that the
community was the most appropriate place for
individuals with mental health problems to live
and be treated.
In 1962, the Hospital Plan for England and Wales
(Department of Health) recommended that most
large asylums should close. In common with
much of the country, most local hospitals closed
during the late 1980s and early 1990s, with
Exminster closing in 1986 and Digby Hospital in
1990. Wonford House Hospital retains inpatient
beds to this day.
The number of patients being held involuntarily
continued to reduce, as did the proportion of
those being treated as inpatients compared with
those being cared for in the community. The
average length of inpatient stay has decreased
and services have been established to support
more people as outpatients, to provide early
diagnosis and offer crisis resolution.

Suicide
In 1961, the Suicide Act meant that suicide was
no longer a crime. Suicide remains one of the
leading causes of premature mortality, with men
being more likely to kill themselves than women.
There are gender differences in the mode of
suicide, with men typically being more likely to
kill themselves in a violent manner such as by
firearms or hanging, whereas women are more
likely to kill themselves by self-poisoning. Methods
of suicide have varied over the last century, with
high rates from coal gas poisoning which peaked
in the 1920s disappearing as natural gas was
introduced. Suicide rates have generally reduced
since a peak during the Great Depression in the 1930s.
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5.13 Healthy children
Children could be cared for by their family doctors
in the community or might require hospital care.
Today’s family- and child-friendly hospital
accommodation was not the experience of most
children decades ago. In 1956, a special committee
was appointed by the Central Health Services
Council of the Ministry of Health to “make a
special study of the arrangements made in
hospitals for the welfare of ill children – as distinct
from their medical and nursing treatment – and
to make suggestions which could be passed on to
hospital authorities” (Ministry of Health, 1959b).
The inquiry was carried out as a result of concerns
about visiting restrictions – “three memoranda
which were issued to hospital authorities between
1949 and 1956, asking hospital authorities to
allow daily visiting for children in all hospitals.”
The report noted that on Census night in 1951
there were 38,856 children in hospital in England
and Wales, which represented 0.387% of the
child population (0-15 years).
While noting that “the child of today is better
housed, better clothed and better nourished than
at any time in our history... his individuality is
recognised and appreciated both at home and in
school and there is a growing readiness to
understand and care for his emotional needs”
(Ministry of Health, 1959b). This recognition of
“new attitudes to patients of all ages”, which
pre-dated the coming Hospital Plan of 1962, was
grounded in the reality of many of the hospital
facilities built 50 years previously being unsuitable
for the care of children.
“When most of our hospitals were
built, the purpose of hospital care
was primarily to permit the nursing of
sick people many or most of whom had
a background of poverty, bad housing
and often malnutrition, while children
of better off families were nursed
at home or in private nursing homes.
Today ten years of a National Health
Service have widened the hospitals’
sphere to cover the whole community,
and have removed financial barriers to
general medical care and specialist
advice in the home.”
1956 special committee appointed by the Central
Health Services Council of the Ministry of Health, page 2.

The report is interesting because it recognises the
critical relationship between the child and their
family and the impact of separation on the child
and his or her recovery. The different approach
needed when caring for ill children compared with
adults was stressed and the report recommended
that “special attention should be paid to devising
methods of management of the sick child which
avoid admission to hospital.” A letter to Miss
Hellier, Secretary of the East Devon Hospital
Management Committee, dated 3 November
1961, from Mr M Carter, Secretary of the South
Western Regional Hospital Board, asks for an
assurance that the recommendations of the report
have been implemented. The response letter from
Miss Hellier notes that: “As described in my report
to the Minister dated 4 August 1960... there are
only 12 children’s beds in the Group, of which
9 are in Exmouth Hospital and 3 at Sidmouth
Hospital, and very few child patients are admitted.”

The health visitor
The role of the health visitor had been increasingly
important since the creation of the NHS and the
growing emphasis on the welfare and communitybased care of children.
“More and more demands are being made
on the Health Visitor, who is now
concerned with the care and social
problems of the family as a whole, and
not merely with the “under fives.”
Hospitals and General Practitioners
are making much more use of the Health
Visitors, by referring to the County
Medical Officer cases ranging from
neglected children to requests for
general advice... on the many intimate
problems of social and family life.”
Davies, 1953, page 22.

This raises the issue of the safeguarding of children.
On page 112 of Dr Irvine’s Annual Report of the
Medical Officer of Health for 1952, he notes that
“By and large the amount of serious cruelty to
children by neglect is extremely small, and even
then, much of what there is, is due not so much
to malice as to ill-health, ill-housing, and ignorance.
But to say this is not to deny that in some cases
the parents must shoulder a heavy burden of
responsibility for laziness, indifference, and even
wickedness.”
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The school nurse
The school nurse (and the School Medical Service
in the past) has always been important, whether
in supporting personal health and relationship
education or more prosaic matters:
On personal relationships and the morality of
young people:
“On the subject of personal
relationships Dr. Budding recounts
what she describes as “an interesting
and somewhat shattering experience –
During the Spring Term I was invited
to be one of a panel at a meeting of
200 school girls aged 14+ from South
West Devon and Plymouth, who had been
discussing with the Rev. Chad Varah
the question of personal relationships.
The rest of the panel consisted of
a psychiatrist, a dentist and a
housewife – all of us rather unwilling
starters. We came away with mixed
feelings; how much good was done was
debatable, but the questions were
remarkably frank and I think the
answers were equally so. The panel
was unanimous in trying to put the
whole matter in perspective, using
the analogy of an iceberg with the
physical side there, but only as a
part of the greater whole.”
Children buy off-ration sweets, February 1953.
© NMPFT/Daily Herald Archive/Science & Society
Picture Library – All rights reserved.

Partnership with voluntary agencies
The longstanding contribution of the community
and voluntary sector to the welfare of children
was noted in past annual reports:
“Voluntary workers continue to give
most valuable help on the clerical
and social sides of the Child Welfare
Centres and their assistance is
greatly appreciated. It is worthy of
record that there are quite a number
who have regularly devoted their time
to this work for more than a quarter
of a century.”
Doyle, 1963, page 29.
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From facts gathered from reliable
sources, as far as her area is
concerned, Dr. Budding concludes that
there has been no deterioration in
morals in the past 50 years, and at
present a serious problem does not
exist.”
Doyle, 1963, page 65.

Schoolgirls walking along station platform,1966.
© National Railway Museum/Science & Society
Picture Library – All rights reserved.
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On sex education:
“It was also brought out very
forcibly that a surprisingly high
percentage of the remaining 85 per
cent were completely ignorant of the
whole matter, and in these cases they
were each given a leaflet to read at
home and show their mothers… At least
two schools have approached me on this
subject, as the Domestic Science
Mistresses have been shocked at the
ignorance, and sometimes the bad
psychological effect on these girls,
perhaps starting to menstruate for the
first time in school.”
Doyle, 1963, pages 58-59.

The subject of head lice attracted an inordinate
amount of attention. Even today, the ‘nit nurse’
remains in the memory of many people as
their experience of the school nurse, but an
examination of statistics from the time shows how
relatively small a public health issue this actually
was in relation to the effort being devoted to it:
“In 1970 and 1971 we had reports from
health visitors in various parts of
the County that head-lice being
encountered were larger than had ever
been seen before in the nurses’
experience. In addition these
head-lice were proving increasingly
resistant to the treatments which had
previously been effective.”
Infestation with Vermin:

On footwear:
“Dr. Archer says that one of the
points most frequently discussed with
mothers both in school and in Welfare
Centres is the care of the feet and
the provision of suitable footwear...
‘I am often invited to intervene in
a tussle between mother and daughter
concerning suitable footwear. With
a certain amount of sympathy towards
both sides of the discussion, one can
only point out that whereas shoes come
and go, feet have to be made to last
a life time.
I think perhaps the problem in the
next few years will be amongst boys,
as I have been shocked to see the
number of Upper Sixth Form Grammar
School boys following the prevailing
fashion of “Winkle Pickers”.’
Doyle, 1963, page 60.

(i)
Total number of examinations
in the schools by the school nurses
or other authorised persons
46,274
(ii) Total number of individual
pupils found to be infested
128
Lyons, 1972, page 18.

By the 1990s, head lice were still subject to the
attentions of public health, although by this stage
they had developed resistance to treatments:
“A Devon-wide policy on the control of
head lice was produced in 1994; this
has coincided with a national epidemic
of head lice!”
Owen, 1995, page 40.

Today’s non-chemical treatment regime of plenty
of hair conditioner combed through wet hair with
a lice comb on a regular basis is just as effective.
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A nurse checks a girl’s tonsils during a round
of school medicals.
© Daily Herald Archive/NMeM/Science Museum/
Science & Society Picture Library – All rights reserved.

Insights into the role of the School Nurse
Interview by Theresa Lawless, Healthy Schools
Plus Co-ordinator

Although school nurses had been working in
schools since the creation of the School Medical
Service in 1907, the Education Act 1944 placed
a statutory obligation on local authorities to
provide a school nursing service as part of the
health provision for all school-aged children and
young people.
The Court Report (DHSS, 1976) was the first
enquiry to carry out a detailed examination of this
healthcare provision since the start of the NHS.
Among its many recommendations, the report
highlighted the need for school nurses to
undertake specialist training in addition to their
general nursing qualification. It also stressed the
need for strengthening the School Health Service
with improved nursing provision so that the
school nurse could function effectively as “the
representative of health in the everyday life of
the school” (While and Barriball, 1993).
In October 1977, the year of the Queen’s silver
jubilee, Brenda Madge was appointed as the
first school nurse in Exeter to be based in a
secondary school (now West Exe Technology
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College). As such, Brenda was given a ‘freedom’
to create her new role, but there were a number
of challenges which she and her school nurse
colleagues experienced and needed to overcome
in order to be successful in their school-based role.

Difficulties and challenges
The role of the school nurse is unique in that
there is no other setting where a health
professional works in a totally non-health-related
environment. Working in an organisation with
different protocols, peer support and management
structures did generate a sense of ‘powerlessness’.
There was a need to respect these different rules
but sometimes there was a clash of values,
particularly relating to issues of confidentiality.
The accommodation allocated for the use of
school nurses varied. In the early days they were
given a dedicated office with hand-washing
facilities and display boards. In recent years,
however, space has been at a premium, with
schools desperate to use any rooms they perceive
to be ‘empty’, if they are not being used on a
full-time basis. This has resulted in school
nurses sharing multi-purpose rooms with various
agencies.
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Overcoming these challenges and
building positive relationships with staff

also meant that the school nurse saw the
children in the classroom environment as well.

All of the school nurses interviewed commented
on the amazing relationship that they had with
their schools and said that they were deeply
valued by the staff. One nurse said: “I trusted
them and they trusted me.” Such relationships
take time to develop.

Carrying out first aid, although not encouraged,
was, they found, a good way of meeting the
children and young people and liaising with their
parents where necessary.

Gaining the support of the head teacher was
considered key if the school nurse was going to
fulfil her role successfully. They also understood
that they had to develop a good working
relationship with staff in order to be seen as part
of the school ‘team’. This was achieved by:
Developing excellent negotiation skills
Going to the staffroom at break times (a
sometimes intimidating place!) and listening
to the information given to the whole staff
Starting work early and being available to
speak to children and parents when they
arrived at the school
Listening to the perceptions of staff and
demonstrating commitment to and support
for the work of the school by, for example,
not allowing the young people to opt out of
lessons and spend time in the school nurse’s
office because they felt ‘poorly’
Accepting invitations to speak to governors,
helping them to understand the role of the
school nurse in the school
Having a coffee in the staffroom also gave
members of staff the opportunity talk to
them if they had any concerns about a
child. Such informal information sharing
‘meetings’ were positive for the staff, as
well as the school nurse

Building positive relationships with the
children and young people
The various medical checks throughout the child’s
time in school ensured that the school nurse
knew every child individually – and they knew
who she was. Delivering aspects of the Personal,
Social, Health and Economic education curriculum

Although a potential source of conflict, the issue
of confidentiality was described as being quite
liberating. Once the children, young people and
parents realised that the school nurse was a part
of the school but also ‘separate’, an empowering
relationship began to be built.

Change in role
When they first started their school nursing
careers in the late 1970s and early 1980s, they
continued the traditional role that had been
established by their predecessors. A lot of actions
were task orientated, the timing of which was
closely linked to the school calendar. When
Maggie Gatcum was appointed, she clearly
remembered being told by her nursing officer on
her first day that “medicals are your beacon!” –
they were such a fundamental part of the role.
The medicals, annual eye and hearing tests,
scoliosis checks, vaccinations and leaver medicals
all allowed for structured contact to take place
and the opportunity for the school nurse to see
every child in the school at least once a year.
In the medicals, which happened at points of
transition such as entry into primary school, the
school nurses described their role as being that
of ‘the doctor’s handmaiden’. They did all of the
preparation for the medicals, checking height and
weight and collecting the records. They would
meet and greet the children... and then sit...
while the school doctor carried out the
examination. The school nurse’s lack of status was
also signified by her non-admission to the followup meeting between the school doctor and the
head teacher. This was one of a number of ways
in which the school nurses felt marginalised.
The late 1990s saw a period of great change
as the school nurses took over the whole
process of medicals. The changes were prompted
by research and policy directives, resulting in
the targeting of resources towards the most
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vulnerable children and young people. This
meant that instead of the truly universal service it
had been, ‘selective medicals’ were introduced –
a move which unfortunately also brought with it
a stigmatisation which the school nurses
considered to be extremely sad. A new phrase
relating to health economics also emerged, that
of ‘measuring outcomes’. Historically, the School
Nurse Service has always struggled to measure its
impact. A significant amount of statistical data
has been collected in recent years but the
qualitative evidence regarding how effective the
service is, in the form, for example, of school
drop-in centres, remains a challenge not only for
the service in Devon but also nationally.
However, the impact of these changes on the
School Nurse Service was huge. In her capacity
as Service and Development Manager: School
Nursing, Jill Rose managed the implementation
of these complex changes and viewed them as
positive for the profession because, for the first
time, the school nurses felt that they had a
voice. Their clinical decision-making skills and
professional judgement were now being respected.
They were also able to make direct referrals to
other professionals to support a child’s case and
so the school nurse became an important part of
the multi-agency approach.
Since 2007-08, school nurses have worked in
public health nursing teams alongside health
visitors and operate from ‘health bases’ rather
than schools. Written referrals come from the
schools and they are discussed at an ‘allocation
meeting’ where they are prioritised. This means
that any one of the school nurses within the team
can respond, ending the consistent link schools
had with one particular school nurse and the
opportunity to build the kind of relationships that
were enjoyed with schools in the past.
The biggest changes noted by the school nurses
have been in both physical and mental health.
There has been an improvement in the physical
health of children and young people due to
better immunisation and standards of living. At
the same time, there has been an increasing
awareness of their emotional health needs.
When the nurses interviewed first started in the
role, a lot of the sensitive issues in families such
as domestic violence and marital break-up, were
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not really discussed. By the end of their careers,
conversations were much more open because of
the quality of the trusting relationships they had
developed. They were also setting up and
running small group activities for children and
young people who were identified as
experiencing low self-esteem. This was a genuine
form of early help which had positive results –
although school nurses today no longer have the
capacity to be involved in such interventions.

Child protection and safeguarding
The school nurses interviewed recalled that the
initial focus of child protection related entirely
to physical abuse. The concepts of sexual and
emotional abuse, and more recently internet
abuse/cyber bullying, began only gradually to
be discussed. Research, policy and an increased
understanding of all aspects of safeguarding have
now become embedded in the consciousness
of professionals dealing with children and young
people. School nurses were, and continue to be,
part of the front line of professionals who deal
with child protection issues. Betsy Allen, the
current School Nursing Lead, highlighted that
across Devon it has been calculated that 85% of
a school nurse’s time is now spent dealing with
actions relating to child protection and children
in need (those very vulnerable children who have
complex needs). In some areas such as Exeter
the figure increases to 95%. An unintended
consequence of this involvement is that much
of the other fantastic work undertaken by school
nurses relating to early intervention has had
to be discontinued.

Sex and relationships education
All of the school nurses interviewed remembered
working alongside teachers in the classroom to
deliver lessons on health and, specifically, Sex and
Relationships Education (SRE). Although this was
an aspect of their role that they enjoyed, it was
also rather daunting, particularly standing in front
of a class of 14-year-old boys discussing the
subject. Clear boundaries were quickly established
and great care was taken in the language used
so that it could not be misconstrued. However,
confusion did occur as one school nurse recalled
how a young boy introduced her to his mum and
described her as ‘the Sex Lady’!
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Public health campaigns
All the school nurses interviewed had fond
memories of when they worked in the most
unexpected settings as a result of their involvement
in health campaigns. They described these
experiences as ‘very enriching’. Being a school
nurse was quite an isolated role, so when they had
the opportunity to work with other colleagues
it was purposeful but at the same time clearly a
source of much joy and laughter due to the
unusual circumstances they found themselves
dealing with – delivering a one-off programme of
the MMR vaccine, for example, in a large lecture
theatre in Exeter College with no work surface
other than a grand piano on which to set out the
needles, syringes and vaccine pots was partcularly
memorable.

And finally... head lice
Dealing with head lice was a major part of the
school nurse’s role up until around 1985 when
the head inspections were gradually being
phased out. Jenny White was appointed to the
unenviable post of Pediculosis (head lice)
Consultant. Without any training, but armed

with a pack of slides and a box containing some
head lice, she was given a brief of trying to dispel
the myths surrounding head lice. She delivered
training and went into schools, encouraging
parents to comb their children’s hair for head lice,
giving out lotion and combs to help them in this
task. Jenny also accompanied the Environmental
Health Officer on home visits to give treatments
to entire families where head lice had become an
issue. All of the nurses remembered, with a
mixture of fondness and exhaustion, the
numerous head inspections that they had carried
out during their careers.
The children also had clear memories of this:
“I suppose that this is where “Nora
the Nit Nurse” set out from on her
daily search for head lice, in the
hair of children’s heads at local
schools. I well remember her visits
to Heavitree Primary School, where
we stood in line awaiting inspection,
and sneered at the infected kids!”
Peter Hinchliffe
(Exeter Memories – www.exetermemories.co.uk)

School nurses, left to right: Maggie Gatcum, Specialist Practitioner (School Nursing), Exeter City (1985
to 2010), Jill Rose, Service Development Manager: School Nursing (1986 to 2010), Betsy Allen,
Professional Lead for School Nursing (Devon) (countywide) (1990 to present day), Jenny White, school
nurse (Clyst Vale) and Clinical Nurse Specialist in sex education (countywide) (1985 to 2001) and
Brenda Madge, school nurse St Thomas High School (West Exe) Exeter City (1977 to 1999).
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Comparative chart compiled by Theresa Lawless and Betsy Allen (Professional Lead for School Nursing, Devon)

Tasks of a school nurse, 1952 Tasks of a school nurse, 2012
Role undertaken by health visitor (70%
health visiting and 30% school nurse
duties)

A Registered Nurse + BSc or MSc Specialist Community in public health
nursing, health visiting and school nursing

December 1952 – 40 health visitors across
Devon

December 2011 – 30 school nurses across Devon (whole-time equivalents)

Assist in first statutory medical of
school child (aged 5) – ensure that the
immunisation record is up to date

Delivering the Public Health ‘Healthy Child Programme 5 -19’ to ensure a
healthy start for every child – including health needs assessment and TB
status for all children at school entry into primary school, National Child
Measurement Programme, some PSHE (Personal Social Health and Economic
education) (classroom-based) and drop-in clinics in secondary schools

Separate but usually work together in public health nursing teams

(The medicals were all done by the
medical officer – the school nurse
recorded height and weight and
was the ‘doctor’s handmaiden’)

Approximately 120 health visitors (whole-time equivalents)

Agreements between head teacher and school nurse whereby a school health
needs assessment is completed and a support programme is set and carried out

Hygiene inspections, including head lice
inspections

A source of early help as part of a multi-agency team (including, for example,
Child and Adolescent Mental Health Services, education psychologists, SEN
and Police) – intervention, support and referral

‘Child Life Protection’ duties –
carrying out home visits to families
identified as a concern and any homes
where children were to be fostered. Child
protection work largely medical model,
with emphasis on height and weight

Health assessment, analysis and agreement of suitable interventions within
multi-agency context for vulnerable children, ie those with a child protection
plan, those with a common assessment framework plan, children in care,
children in need and other vulnerable children. Holistic, detailed and
therapeutic outcomes expected

Support and advice for children
with medical needs

Providing support for vulnerable children and young people with complex
healthcare needs. This includes awareness raising for education staff about
caring for a child who may have a medical emergency in school, for example,
those who may have a severe allergic reaction and need an adrenaline
injection or who are epileptic

Such health programmes did not exist

Delivering cost-effective programmes/interventions to contribute to the health
and wellbeing of children and young people, for example, reductions in child
obesity and teenage pregnancy rates

SAFEGUARDING role – including domestic violence and sexual exploitation

In late 1950s and by the late 1970s:
Annual vision testing in primary school
and once in secondary school, a common
sight in playgrounds and corridors!

Vision tested by optometrist/orthoptic service

Colour vision checked in primary school
Hearing tested twice in primary school

At school entry: hearing tested

Frequent weighing and measuring

At primary school entry and in year 6: height and weight measured

No way!

Establishing Drop-In clinics providing sexual health services in schools: advice,
condoms, pregnancy testing, emergency hormonal contraception

Employed by local authority

Employed by NHS but about to go back to the Local Authority
Providing support, education and training for families, carers and school staff
NB School-based immunisations are completed, in Devon, by a separate immunisations team.
School nurses often join the team for sessions in ‘their’ school.
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5.14 Infection control in hospitals
“Experience has shown that the continued use of any antibiotic in a hospital
community is accompanied by the emergence of staphylococcal strains against
which the drug in question is powerless to act.”
Irvine, 1953, page 76.

Cleanliness and infection control were as
important 60 years ago as they are today, but the
spectre of antibiotic resistance had not emerged
as the problem it was to become. Penicillin was
widely used during the latter part of the Second
World War, as described in chapter 3, and its use
after the war had a huge impact on streptococcal
infections. However, by the 1990s the growing
use of antibiotics, particularly broad-spectrum
antibiotics in primary care, contributed to the
development of increasing resistance of bacteria
to antibiotics. Concern about the emergence of
Meticillin Resistant Staphylococcus aureus, also
known as MRSA, resulted in a drive to improve
hospital hygiene, cleanliness and infection control
during the recent decade. In 1959, the Ministry
of Health produced a series of reports from the
Central Health Services Council Standing Medical
Advisory Committee. One of these was
“Staphylococcal Infections in Hospitals”, as a
result of increasing concern about the number
of staphylococcal infections in hospital and the
associated problem of resistance to antibiotics,
and even, by the late 1950s, the virtual
ineffectiveness of penicillin against staphylococcal
infections. This
report aimed to
raise awareness
of staphylococcal
disease in hospitals
and to summarise
the control
measures needed
at that time
(Ministry of Health,
1959c). Several
interesting
paragraphs
(between
paragraphs 167 177) of that
report note:

“The hospital Control of Infection
Committee should meet regularly
to review the sepsis record.”
“The Hospital Management Committee or
Board of Governors should ensure that
adequate arrangements are made to
control hospital infection.”
“It is important to maintain adequate
liaison both within the hospital and
with relevant agencies outside it.
Greater collaboration between
hospitals, general practitioners and
local authority services is highly
desirable.”

Staphylococcal disease and its presence as a
post-operative complication were a significant
hospitals issue in the 1950s. The report
encouraged surveillance and the widespread use
of aseptic techniques to reduce the risk of sepsis
on the wards. Interestingly, it was on maternity
wards and neonatal units that it was judged to
constitute a ‘major hazard’. Post-operative sepsis,
where the surgical wound becomes infected, had
an incidence which was “by no means negligible”:
“A figure of 5 per cent. is not
uncommon and rates of more than 10 per
cent. have been recorded… Minor sepsis
rates [in maternity units] of 5 per
cent. to 20 per cent. are not
exceptional.”
Ministry of Health, 1959c, page 6.

Evidence of the improvement in diagnostic
capacity comes from the observation in the report
that the problem of disease “may well be
overlooked if a hospital has no adequate system
of recording or if appropriate facilities for
bacteriological investigation are lacking”. A list of
sites of staphylococcal infection serves to remind
how infrequently we see these particular
infections today, due to improved hygiene and
hospital cleanliness (table 5.14.1).
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“The future of hospital cross-infection is impossible to predict, but
its present toll of misery is such that it would seem wiser to
contemplate any measure that might reduce its incidence.”
Dr B Moore, Public Health Laboratory, Royal Devon and Exeter Hospital, page 26.

Table 5.14.1 Common sites of staphylococcal infection, 1959
				
* These are also common healthy carrier sites
Site of infection
Nature of lesion
*Skin			
Furunculosis, impetigo, pemphigus neonatorum, other pustular eruptions
Breast			
Abcess, cellulitis
*Umbilical stump
Suppuration
Wounds		
Sepsis
Burns			
Sepsis
Eye			
Conjunctivitis, ophthalmianeonatorum
Ear			
Otitis externa, otitis media
*Nose			
Furunculosis
Sinusitis, pharyngitis, laryngitis, tracheitis, bronchitis, pneumonia, lung abcess
Respiratory tract
*Intestinal tract
Post-therapeutic diarrhoea
Genito-urinary tract Urethritis, cystitis, pyelitis
Source: Ministry of Health, 1959c

Over the last two decades, there have been a
number of national requirements regarding ward
leadership, notably the creation of ‘Modern
Matrons’ in hospitals to re-institute nurse
leadership. The importance of clinical leadership
in the management of hospital infection control
is illustrated in this quotation from 1961:
“Two of the older ward sisters in
Torquay were overheard, in 1959,
admitting to each other with some
surprise that since Sister Cottrell’s
activities had begun the junior nurses
were taking far greater care in the
performance of ward routines. The
not unusual intimation that a ward
sister in Exeter or Torquay has taken
an unofficial swab from the wound of
Mr. or Mrs. X “just to make quite sure
the wound is not infected” is, too,
a welcome change from the mental
attitude of 1955, which considered
the visit of a bacteriologist to the
wards as something comparable to an
inquisition at the hands of the C.I.D.”
Moore, B. (1961). ‘Control of Infection – the employment
of a senior member of the nursing staff as a member of
the control of infection team in general hospitals’, page 25.
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6. Progress on the recommendations of previous
Annual Public Health Reports

Woman in a kitchen with a basket
of vegetables, c.1950.
NMPFT/Photographic Advertising/Science
& Society Picture Library – All rights reserved.
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Recommendations of the Annual Public Health Report
2007-08
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Recommendations

Outcome

Comments

5.4

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

Completed

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.

Completed

Information on the
Change4Life programme,
with extra support from
the school nurse or GP as
required, is sent to parents
as part of the National Child
Measurement Programme.

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

Funding no longer available
and service has been
restructured accordingly.

Health Reports

Recommendations of the Annual Public Health Report
2008-09
Chapter 4: Antenatal Care and Childbirth
Recommendations

Outcome

Comments

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.

Ongoing

Within the current context
of schools developing
autonomy, Public Health
Nursing Service continues to
develop relationships with
secondary schools to enable
promotion of healthy
lifestyle messages as part of
the curriculum, including
support and advice on
healthy eating, nutrition
and the benefits of a
folio-rich diet.

4.8

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

4.10

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

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.
In Devon, smoking in
pregnancy is 9.7%. National
targets have now changed
and “Healthy Lives Healthy
People: A Tobacco Control
Plan for England” sets a
new national ambition of
reducing smoking in
pregnancy to 11% or less
by end of 2013.
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Chapter 5: Early Years
Recommendations
5.4

5.5

5.7

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

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

Outcome

Comments

Completed

The Childhood Immunisation
Project (CHIP) was 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.

Ongoing

Year-on-year improvement
in uptake rates. Targeted
support to individual
practices.

Family parenting support
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
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.

Achievement of this
objective is linked to the
availability of the Public
Health Nursing Service.
Significant investment being
made in additional public
health nursing posts in
Devon as part of the
national “Call to Action”
implementation plan.

Chapter 6: Children Aged 5-12

6.2

6.7

86

Recommendations

Outcome

Comments

Promoting a healthy weight
To support women who are overweight
and obese during pregnancy in making
healthier lifestyle choices.

Partially
achieved

Advice and support via
midwives.

Completed

District Councils produced
play strategies and received
national funds for play
equipment.

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

Health Reports

Chapter 7: Teenagers
Recommendations
7.3

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

Outcome

Comments

Ongoing

Included in Smokefree
Devon Alliance Action Plan
for 2011-12. Referral
details for local stop smoking
services are available on NHS
Devon Choices website.
The public-facing NHS
Devon website also carries
details of all local NHS stop
smoking services in Devon.
School nursing staff
working in Pupil Referral
Units are fully trained in
delivering stop smoking
advice and support. All
other school nurses are able
to refer to the specialist stop
smoking service and plan
to attend further training in
2012-13.

7.15

7.16

Teenage pregnancy
To develop and implement, in partnership
with young people, a Devon-wide
approach to universal and targeted Sex
and Relationship Education provision.
To develop interventions to meet the
needs of a range of vulnerable groups.

Partially
achieved

Actions for partners now
included in the Devon Sexual
Health Board, Sexual Health
Review Recommendations
Action Plan.

Partially
achieved

The sexual health service
specification includes the
development of outreach
services to target vulnerable
groups including young
people and ‘hotspot’ areas
(as identified through needs
assessment).
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Chapter 8: Deprivation and Disadvantage – Children in Special Circumstances

8.1
8.4

8.10

88

Recommendations

Outcome

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

Completed

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).

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

Comments

Ongoing

Commitment to
individualised personcentered support for those
with complex needs remains
a high priority and work
towards this is now actioned
under the auspices of the
multi-agency Early Help
Board and the Troubled
Families Executive
Leadership Group.

Ongoing

Joint work has been
undertaken with Devon
County Council to create
a mechanism whereby
individuals who are
registered on the Care First
system and due to be invited
for national screening
programmes can be
identified.

Health Reports

Chapter 9: Safeguarding Children
Recommendations

9.1

9.4

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.
Prevention of unintended injuries
To agree a data sharing protocol between
partner agencies to ensure a consistent
approach to data collection.

Outcome

Comments

Ongoing

Via Devon Safeguarding
Children Board’s Business
Plan.

Completed

9.5

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

Completed

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.

Completed
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Chapter 10:

Health Protection

Recommendations
10.2

10.5

10.7
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Outcome

Comments

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

National campaigns
supported and included
in mandatory training
programmes for staff.

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

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

To prevent outbreaks of infectious disease,
swimming pool users must cooperate 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
well-maintained and that they have signage
that reflects swimming pool users’
responsibilities for other people’s health.

Ongoing

Ongoing

Health Reports

Recommendations of the Annual Public Health Report
2009-10
Chapter 4: Using Evidence to Improve Health and Healthcare
Recommendations

Outcome

Comments

4.1

Ensure best practice in the use of
anti-psychotic medication for patients
with dementia.

Completed

See pages 52-54 of Annual
Public Health Report
2010-11 for details of
further work carried out
to ensure quality
prescribing and care of
people with dementia.

4.2

Assess care pathways for depression with
particular reference to those suffering from
chronic and long-term conditions.

Completed

Chapter 5:

Lifestyle Approaches to Emotional Health and Mental Health

Recommendations

Outcome

5.2

Improve access to healthy lifestyle advice
Completed
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
limited long-term conditions.

Completed

Comments

Long-term Conditions
Strategy.
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Chapter 6:

92

Mental Health Between Birth and Adulthood
Comments

Recommendations

Outcome

6.1

There should be continuous involvement
by healthcare professions for a pregnant
woman at different stages of pregnancy
and after childbirth, with communication
regarding any mental health problem and
its treatment.

Completed

6.2

Women should have access to a specialist
perinatal mental health service (this
encompasses antenatal and postnatal care).

Completed

New service being
commissioned for 2012-13.

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.

Partially
achieved

Only available outside Devon
at present.

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.

Completed

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.

Completed

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.

Completed

6.7

Completed
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.

Family mediation services
have been implemented,
and the changing role of
health visitors from the
new “Call to Action”
Implementation Plan
supports the ongoing work
with teenage parents.

Health Reports

6.8

Recommendations

Outcome

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.

Partially
achieved

Comments

Chapter 7: Mental Health in Adults and Older People
Recommendations

Outcome

Comments

7.1

Ongoing
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.

7.4

Leadership and training on dementia
should be improved in hospitals.

Completed

GP Clinical Lead for
Dementia appointed by
NHS Devon.

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.

Ongoing

Care home patients are
included as part of the
audit of the management
and treatment of patients
with dementia and integral
in the action plans at
GP practice level and
highlighted to Devon
Partnership NHS Trust in
relation to care plans.

7.7

Support community development
programmes that address deprivation,
social fragmentation and promote safety,
security and positive social relationships.

Ongoing

Work being done by Health
Promotion Devon.

Chapter 8: Individuals in Special Circumstances and Partnership Working

8.3

Recommendations

Outcome

Organisations are increasingly able to
demonstrate how feedback from carers
is used to improve services.

Completed

Comments
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Recommendations of the Annual Public Health Report
2010-11
Chapter 2: Devon Overview
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Comments

Recommendations

Outcome

2.1

More preventive activity is needed,
particularly in Devon’s most deprived
groups.

Ongoing

2.2

This year the data shows less progress being Completed
made on life expectancy and mortality for
men, but particularly for women, so more
emphasis needs to be placed on prevention,
screening and risk assessment to ensure
equality of improvement is maintained.

2.3

The rate of births is increasing, particularly
in older women, which means that
antenatal screening, healthy eating
(including folate), and access to goodquality maternity care is needed.

2.4

Premature deaths from cancer appear to be Ongoing
increasing which means that extra emphasis
needs to be placed on cancer prevention,
detection and treatment. Deaths from
accidents, mainly due to falls, are
increasing and this needs further attention
– the results of recent national audits
of falls prevention and care need to be
considered in the light of these statistics.

2.5

There is some concern that suicide rates are
increasing, particularly among men, and
that this is associated with economic
conditions. We need to promote the
mental health and emotional wellbeing
of people in ‘at risk’ groups and create
opportunities for employment and
meaningful work.

Ongoing

Suicide Prevention Strategy
launched.

2.6

We have not made enough impact on
mortality rates in people in the most
deprived quintile for men and women,
most importantly for causes considered
amenable to healthcare. Primary care has
a significant role to play in ensuring
improved access to prevention, early
diagnosis and treatment in this group.

Ongoing

Range of new campaigns
implemented during the
year on bowel cancer and
skin cancer awareness.
Health equity audits on statin
prescribing, hypertension
management completed and
disseminated to GP practices
and Locality Commissioners.

Completed

Updated data show
improvement in female
mortality. Improved uptake
of screening programmes.

Maternity Strategy
implemented.

Range of new campaigns
implemented during the
year, on bowel cancer
awareness and skin cancer
awareness. Falls Strategy
being refreshed, and part of
multi-agency “Prevention
Strategy” to promote
independence.

Health Reports

Chapter 3:

The Health and Care of Older People

Recommendations
3.1

Outcome

The commissioning of health improvement
Ongoing
programmes for older people should include:
targeting fuel poverty interventions at
the most vulnerable older people

Comments
All of these are the subject
of multi-agency work
programmes.

promoting the integration of appropriate
services such as healthcare, social care,
housing, and benefit advice and
information
providing a range of opportunities to be
physically active
creating opportunities to improve support
networks and knowledge of, and access
to, health and wellbeing services
promoting travel schemes with public
and community transport providers
3.2

To implement fully the recommendations of
the Devon Prevention Strategy “Promoting
Independence and Wellbeing”.

Ongoing

3.3

Age should be used as a core factor when
considering equality of access to health
services in Devon, with a particular focus
on the interaction of age and deprivation in
relation to service access and experience.

Ongoing

3.4

Completed
Carers should continue to be a top priority
for the NHS. The Carers’ Health and Wellbeing
Checks Programme should continue to be
evaluated for the impact on carers’ health.

3.5

Ongoing
A needs assessment on end of life care in
Devon is required to complement the joint
NHS Devon and Devon County Council
strategy, “Dying Matters in Devon”. The
orienting aim of this should be in line with
that set out in the National End of Life Care
Programme’s 2009 publication “Information
for commissioning end of life care” – “to
support the commissioning of a whole-systems
approach to end of life care, focusing on
delivery of a high-quality, individualised
service to meet the physical, emotional,
spiritual and social needs of all people in
their end of life phase and their carers.”

All of these are the subject
of multi-agency work
programmes.

End of Life Strategy being
implemented.
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Chapter 4:

Devon’s Joint Strategic Needs Assessment

Recommendations
4.1

Outcome

Ongoing
The Devon Safeguarding Children Board
has incorporated the recommendations of
the Joint Strategic Needs Assessment (JSNA)
into its business plan:
addressing the lack of synergy between
children’s services and adults’ services
commissioning
using the understanding of the
geographical relationship between
deprivation and the risks of harm

Comments
The recommendations of the
first Safeguarding Children
JSNA have been
implemented. The JSNA has
been refreshed and a new
set of recommendations has
been approved by the Devon
Safeguarding Children
Board.

the need for better intelligence on
outcomes from safeguarding activity
the need to build on the intelligence
generated by the Multi-Agency
Safeguarding Hub (MASH)
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4.2

Ongoing
Health equity audits and monitoring of
access to health services should be carried
out on an ongoing basis rather than being
the subject of one-off health equity profiles.

4.3

Develop a Health and Housing Strategy in
consultation with key partners to address
the findings and recommendations of the
Housing and Health Needs Assessment.

Completed

Published on the new Devon
Health and Wellbeing
website: www.
devonhealthandwellbeing.
org.uk

4.4

Produce a Health and Homelessness
Strategy in consultation with key partners
which addresses the findings and
recommendations of the Homelessness
Health Needs Assessment.

Completed

Published on the new Devon
Health and Wellbeing
website: www.
devonhealthandwellbeing.
org.uk

These will be published on
the new Devon Health and
Wellbeing website: www.
devonhealthandwellbeing.
org.uk

Health Reports

Chapter 5:

5.1

Health Technology Assessment and Commissioning

Recommendations

Outcome

Comments

To maintain the well-established evidencebased approach to policy formation, NHS
Devon needs to continue to support the
resource requirements that provide the
specialist knowledge and skills which
facilitate this.

Completed

Future organisational
arrangements dependent on
restructuring of the NHS.

Outcome

Comments

Chapter 6:

Health Inequalities

Recommendations
6.1

Ensure the Marmot proposals are integrated Completed
into the priorities of the Joint Health and
Wellbeing Strategy.

6.2

Use the Health Inequalities Intervention Tool
methodology to analyse other conditions,
for example, diabetes, bone health and
cardiovascular disease.

Ongoing

6.3

Identify and target the most vulnerable
households for fuel poverty interventions.

Completed
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Chapter 7:

98

Lifestyle and Health

Recommendations

Outcome

7.1

Work should continue on helping
people to stop smoking, particularly in
wards of high prevalence due to the impact
on health and health inequalities.

Ongoing

7.2

Completed
A revised tobacco control strategy should
be developed for Devon that focuses on
target groups based on local needs
assessment. These are likely to include
routine and manual workers, deprived
groups, pregnant women and those with
mental health issues. A comprehensive
approach that has a mix of clinical,
educational, regulatory, economic and social
strategies should continue to be used.

7.3

Maintain programmes that promote
physical activity and healthy eating with
children, their families and adults through
a range of settings.

Completed

7.4

Develop healthy workplaces through the
Team Devon Olympic Legacy Programme.

Ongoing

7.5

Commission an evidence-based weight
management programme across Devon to
suit the varied needs of the population
affected by weight problems.

Partially
achieved

7.6

For drugs services, further develop
abstinence-based treatment interventions,
establish robust approaches to the
identification and treatment of blood-borne
viruses, ensure the treatment system
delivers value for money and further
develop service user involvement processes
in line with public health principles.

Completed

7.7

Target resources at areas of greatest need,
including primary care.

Completed

7.8

Implement work in partnership with
Addaction to “Break the Cycle” of alcohol
misuse within families.

Completed

7.9

Continue to develop peer-led relapse
prevention services.

Completed

Comments

Level 2 service not yet fully
commissioned due to lack of
available funding.

Via work with Soberlink,
Alcoholics Anonymous and
Narcotics Anonymous.

Health Reports

Recommendations

Outcome

7.10

Work closely with partners to promote oral
health through approaches to address the
wider determinants of health within local
communities.

Ongoing

7.11

Use social marketing approaches in the
delivery of the Skin Cancer Prevention
Strategy and lung cancer prevention.

Completed

7.12

NHS Devon should develop an unintentional Completed
injuries strategy for adults.

7.13

Work with partners to ensure that areas of
high unemployment have access to advice
on benefits, training and employment
opportunities.

7.14

All public sector organisations should review Ongoing
their policies and protocols in partnership
with staff and management to achieve a
healthy workplace.

7.15

Use the Social Capital Task Group report to
inform an agreed strategic approach across
partners to maximise health and wellbeing
benefits.

Ongoing

7.16

Undertake a comprehensive prison health
needs assessment to inform future
commissioning of prison health services to
meet the complex needs of prisoners
in Devon.

Completed

7.17

Work with our criminal justice partners
to improve all healthcare provision to
offenders in Devon whether in prison,
police custody or in the community.

Completed

7.18

Undertake a dental needs assessment to
inform the commissioning of dental
services for prisoners.

Completed

Comments

Ongoing

Prison health services being
re-tendered on the basis of
needs assessment. Devon
and Cornwall police force
area is a national pilot site
for the NHS commissioning
of police healthcare services.
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Women’s fashion show, 1953. A photograph of
‘perfectly proportioned’ women lining up to be
measured, taken by Bishop Marshall for the Daily
Herald newspaper on 3 March, 1953. This photo was
taken at a fashion show for ‘outsize’ women, in front
of an invited audience. One of the show’s organisers,
Mrs Bessie Braddock, is shown measuring vital
statistics (bust, waist, hips). These women were
considered to have perfectly proportioned ﬁgures.
NMPFT/Daily Herald Archive/Science & Society
Picture Library – All rights reserved.
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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.

List of tables as a specific group in local equality policies to ensure that they are given specifi
Population

Table 1 – Estimates of resident population: mid 2010
Table 2 – Population projections: mid 2015

Fertility

Table 3 – Live births by maternal age: 2004-10
Table 4 – Stillbirths and rates (per 1,000 live births) by maternal age: 2004-10
Table 5 – Live births in NHS hospitals and low birth weights: 2006-10
Table 6 – Legal abortions and rates (per 1,000 women) by maternal age: 2009 and 2010
Table 7 – Abortions by gestational age and abortions in the NHS: 2010

Mortality

Table 8 – Mortality in infancy and childhood: 2004-10
Table 9 – Deaths from selected causes by age and sex: 2010
Table 10 – Standardised mortality ratio for selected causes of death: 2008-10
Table 11 – Standardised average annual years of life lost (per 10,000 resident population aged
under 75) by selected causes of death: 2008-10
Table 12 – Standardised mortality ratios for avoidable and other potentially reducible causes of
death: 2008-10

Morbidity

Table 13 – Standardised registration ratios for selected cancers: 2007-09

Immunisation

Table 14 – Immunisation rates for selected age groups: 2010-11

Table 1:

Estimates of resident population: mid 2010
Devon
Males

Females

England & Wales
Persons

Males

Females

Persons

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+

18.9
40.7
46.0
37.1
45.8
50.3
52.3
41.6
24.6
8.4

5.2
11.1
12.6
10.1
12.5
13.7
14.3
11.4
6.7
2.3

18.1
38.5
42.4
33.8
48.5
54.1
55.6
44.1
31.8
17.1

4.7
10.0
11.0
8.8
12.6
14.1
14.5
11.5
8.3
4.5

37.0
79.1
88.5
71.1
94.4
104.3
108.0
85.8
56.4
25.5

4.9
10.5
11.8
9.5
12.6
13.9
14.4
11.4
7.5
3.4

1,763.8
3,180.9
3,747.8
3,671.3
3,906.1
3,726.1
3,186.8
2,284.9
1,343.0
417.9

6.5
11.7
13.8
13.5
14.3
13.7
11.7
8.4
4.9
1.5

1,676.9
3,040.8
3,536.2
3,562.9
3,951.9
3,811.7
3,312.9
2,497.5
1,764.7
856.4

6.0
10.9
12.6
12.7
14.1
13.6
11.8
8.9
6.3
3.1

3,440.7
6,221.6
7,284.0
7,234.2
7,858.0
7,537.8
6,499.6
4,782.4
3,107.7
1,274.3

6.2
11.3
13.2
13.1
14.2
13.6
11.8
8.7
5.6
2.3

Total

366.0 100.0

384.0

100.0

749.9 100.0 27,228.5 100.0 28,011.9 100.0 55,240.5 100.0

Notes:
(1) These figures are ONS population estimates for mid-2010. 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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Table 2:

Population projections: mid 2015
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+

19.1
42.1
45.3
42.6
42.6
54.1
50.8
50.7
28.1
10.5

4.9
10.9
11.7
11.0
11.0
14.0
13.2
13.1
7.3
2.7

1.1
3.4
-1.5
14.8
-7.0
7.6
-2.9
21.9
14.2
25.0

18.3
40.0
41.5
38.3
43.3
58.6
54.6
53.4
33.6
19.2

4.6
10.0
10.4
9.6
10.8
14.6
13.6
13.3
8.4
4.8

1.1
3.9
-2.1
13.3
-10.7
8.3
-1.8
21.1
5.7
12.3

37.4
82.1
86.8
80.9
85.9
112.7
105.4
104.1
61.7
29.7

4.8
10.4
11.0
10.3
10.9
14.3
13.4
13.2
7.8
3.8

1.1
3.8
-1.9
13.8
-9.0
8.1
-2.4
21.3
9.4
16.5

Total

385.9 100.0

5.4

400.7 100.0

4.3

786.7

100.0

4.9

Notes:
(1) These figures are based on ONS sub-national population projections, which are based on the ONS mid-year estimates 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 2015 compared with 2010 (figures in Table 1).
(3) Population numbers represented in thousands.

Table 3:

Live births by maternal age: 2004-10
Eng/
Wales
2010

Devon
2004
Age

No.

%

0.2
11-15 16
16-19 407 6.1
20-24 1,143 17.1
25-34 3,664 54.9
35-39 1,202 18.0
40+ 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

2009
No.

%

0.1
8
448 6.1
1,271 17.3
4,022 54.6
1,307 17.7
310 4.2

2010
No.

%

0.1
8
411 5.6
1,293 17.5
4,049 54.9
1,278 17.3
333 4.5

%
0.1
5.5
19.0
55.5
16.0
3.8

Total 6,669 100.0 6,693 100.0 6,802 100.0 7,067 100.0 7,172 100.0 7,366 100.0 7,372 100.0 100.0
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: 2004-10
Devon
2004

2005

2006

2007

2008

2009

Eng/
Wales
2010

2010

Age

No.

Rate

No.

Rate

No.

Rate

No.

Rate

No.

Rate

No.

Rate

No.

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

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

0
5
4
15
4
3

0.0
11.0
3.1
3.7
3.1
9.6

0
2
4
14
6
1

0.0
4.8
3.1
3.4
4.7
3.0

6.5
5.8
5.5
4.6
5.5
7.4

Total

44

6.6

25

3.7

37

5.4

30

4.2

35

4.9

31

4.2

27

3.6

5.1

Rate Rate

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

Table 5:

Live births in NHS hospitals and low birth weights: 2006-10
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.

%

2006
2007
2008
2009
2010

6,355
6,603
6,741
6,943
6,998

93.4
93.4
94.0
94.3
94.9

647,298
665,861
683,889
682,922
700,821

96.7
96.5
96.5
96.7
96.9

467
438
456
439
433

6.8
6.3
6.4
6.0
5.9

52,487
51,577
52,954
52,740
52,638

7.9
7.5
7.5
7.5
7.3

Notes:
(1) Still births are defined as late foetal 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: 2009 and 2010
2010

2009
Devon

England and Wales

Devon

Number

Rate

Number

Rate

Number

Rate

Number

Rate

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

191
241
424
291
176
248

14.3
25.9
21.7
17.2
10.6
4.9

17,916
22,151
54,749
40,634
26,701
26,949

17.9
31.2
29.8
22.4
15.8
6.7

183
227
432
256
214
232

13.9
24.5
21.7
14.8
12.9
4.8

16,460
21,809
55,481
40,800
27,978
27,046

16.9
30.9
29.9
22.1
16.3
6.8

Total

1,571

12.5

189,100

17.1

1,544

12.4

189,574

17.2

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

104

England and Wales

Age

Table 7:

Abortions by gestational age and abortions in the NHS: 2010

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

68.4
23.8
7.8

76.6
14.5
8.9

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

3.6
1.5

3.1
1.0

Percentage of all abortions which were performed by the NHS
Percentage of all abortions which were performed by an NHS agency
Percentage of all abortions which were NHS funded
Percentage of all abortions which were performed outside the NHS

70.2
26.9
97.2
2.8

36.7
59
95.6
4.4

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

Table 8:

Mortality in infancy and childhood: 2004-10

Devon
2004

2005

2006

2007

2008

2009

2010

Eng/
Wales
2010

Age

No.

Rate

No.

Rate

No.

Rate

No.

Rate

No.

Rate

No.

Rate

No.

Perinatal
Neonatal
Infant

23
26
34

3.4
3.8
5.1

21
26
34

3.1
3.9
5.1

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

11
17
23

1.5
2.3
3.1

16
23
32

2.2
3.1
4.3

2.3
3.0
4.3

1-4 yrs
5-14 yrs

*
6

-

*
6

-

*
5

14.2
10.1

7
8

15.6
6.8

*
6

17.6
6.9

6
11

19.6
10.3

7
4

19.4
8.7

18.8
10.0

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 are for pooled three-year
periods, eg 2010 are for 2008-10 pooled.
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Table 9:

Deaths from selected causes by age and sex: 2010
Sex

C00-C97

Males
Females

1
0

0
0

3
2

180
221

302
234

652 1,138
615 1,072

Malignant neoplasm of small intestine, 		
colon, rectum and anus

C17-C21

Males
Females

0
0

0
0

1
0

23
22

46
30

74
69

144
121

Malignant neoplasm of trachea,
bronchus and lung

C33-C34

Males
Females

0
0

0
0

0
0

31
35

63
30

108
77

202
142

Malignant melanoma of skin

C43

Males
Females

0
0

0
0

0
0

7
9

2
5

12
8

21
22

Malignant neoplasm of female breast

C50

Females

0

0

0

48

31

97

176

Malignant neoplasm of cervix uteri

C53

Females

0

0

0

7

2

7

16

Malignant neoplasm of prostate

C61

Males

0

0

0

8

38

159

205

Diabetes

E10-E14

Males
Females

0
0

0
0

0
0

9
5

5
2

32
33

46
40

All circulatory diseases

I00-I99

Males
Females

0
0

0
0

4
1

132
42

202 942 1,280
96 1,296 1,435

Coronary heart disease

I20-I25

Males
Females

0
0

0
0

2
0

80
18

103
42

425
385

610
445

Cerebrovascular disease

I60-I69

Males
Females

0
0

0
0

1
0

16
12

41
23

279
523

337
558

Asthma

J45-J46

Males
Females

0
0

0
0

0
0

2
2

0
0

3
3

5
5

Bronchitis, emphysema and other
chronic obstructive pulmonary disease

J40-J44

Males
Females

0
0

0
0

0
0

18
9

29
23

129
106

176
138

Chronic liver disease including cirrhosis

K70,
K73-K74

Males
Females

0
0

0
0

0
0

31
19

12
8

7
4

50
31

N18

Males
Females

0
0

0
0

0
0

1
2

2
1

11
10

14
13

V01-V89

Males
Females

0
0

1
0

12
2

8
2

2
1

0
4

23
9

Accidental falls

W00-W19

Males
Females

0
0

0
0

1
0

3
2

5
2

26
35

35
39

Suicide, self-inflicted injury and injury
of undetermined intent

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

0
0

0
0

4
1

26
6

5
2

8
0

43
9

Males
Females

6
1

2
2

40
17

507
382

All malignant neoplasms

Chronic renal failure
Land transport accidents

ALL CAUSES

Notes:
(1) The all cause of death totals include causes not identified separately in the table.
* See glossary of terms on page 111
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1-4 5-14 15-34 35-64 65-74 75+

ICD* Code

Cause of death

All

672 2,556 3,783
460 3,382 4,244

Table 10:

Standardised mortality ratio for selected causes of death: 2008-10
Devon

Cause of death

ICD* Code

Sex

No.

South West

Confidence
SMR* interval*

SMR*

Confidence
interval*

C00-C97

Males 3,539
Females 3,323

91
95

88-94
92-99

94
94

93-96
93-95

Malignant neoplasm of small
intestine, colon, rectum and anus

C17-C21

Males
Females

430
387

103
108

93-113
98-119

98
102

95-102
97-106

Malignant neoplasm of trachea,
bronchus and lung

C33-C34

Males
Females

642
488

70
70

65-76
64-77

84
78

81-86
75-81

Malignant melanoma of skin

C43

Males
Females

57
56

106
132

80-138
100-172

117
131

105-129
118-146

Malignant neoplasm of female breast

C50

Females

548

100

92-109

96

93-99

Malignant neoplasm of cervix uteri

C53

Females

39

99

70-135

98

86-111

Malignant neoplasm of prostate

C61

Males

615

116

107-126

104

101-108

Diabetes

E10-E14

Males
Females

139
135

103
85

86-121
71-101

96
94

89-102
88-100

All circulatory diseases

I00-I99

Males 3,928
Females 4,534

92
96

89-94
93-99

92
95

91-93
94-96

Coronary heart disease

I20-I25

Males 1,958
Females 1,581

87
90

83-90
86-95

90
91

88-92
89-92

Cerebrovascular disease

I60-I69

Males
971
Females 1,646

101
106

95-107
101-111

100
104

97-102
102-106

Asthma

J45-J46

Males
Females

13
27

82
68

43-139
45-99

76
86

60-95
74-98

Bronchitis, emphysema and other
chronic obstructive pulmonary disease

J40-J44

Males
Females

493
409

70
65

64-77
59-72

86
77

83-89
74-80

Chronic liver disease including
cirrhosis

K70,
K73-K74

Males
Females

115
85

63
79

52-75
63-98

88
85

83-93
79-93

N18

Males
Females

48
38

116
94

85-153
67-129

98
90

86-111
79-103

V01-V89

Males
Females

73
25

113
106

88-142
69-157

123
112

113-133
96-129

Accidental falls

W00-W19

Males
Females

117
136

126
138

104-150
116-163

97
96

89-105
88-104

Suicide, self-inflicted injury and
injury of undetermined intent

X60-X84,
Y10-Y34
exc Y33.9

Males
Females

143
55

103
117

86-121
88-152

111
114

105-118
102-126

89
92

87-90
90-94

93
94

87-90
90-94

All malignant neoplasms

Chronic renal failure
Land transport accidents

ALL CAUSES

Males 11,404
Females 13,148

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, 2008-10 			
* See glossary of terms on page 111
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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: 2008-10

Males

Females

Persons

Cause of death

South Eng &
South Eng &
South Eng &
ICD* Code Devon West Wales Devon West Wales Devon West Wales

Infectious and parasitic diseases

A00-B99

4.24

6.51

8.31

3.33

4.66

5.72

3.78

5.59

7.00

Tuberculosis

A15-A19

0.09

0.53

0.72

0.29

0.20

0.39

0.20

0.37

0.55

Malignant neoplasm of small
C17-C21 15.88 15.08 15.43 11.71 10.51 10.35 13.75 12.74 12.83
intestine, colon, rectum and anus
Malignant neoplasm of
trachea, bronchus and lung

C33-C34 21.94 27.25 32.44 17.82 19.36 23.88 19.83 23.19 28.05
3.68

4.48

3.49

28.05 30.59 31.96

-

-

-

4.73

4.53

-

-

-

-

-

-

-

-

-

0.89

0.24

0.88

0.60

0.41

0.84

0.74

6.76

6.16

3.20

3.60

4.07

4.71

5.17

5.10

6.10

6.76

6.16

3.20

3.60

4.07

4.71

5.17

5.10

G40-G41

4.64

5.31

5.52

2.37

4.05

3.58

3.47

4.65

4.54

Hypertensive disease

I10-I15

0.94

1.93

3.44

1.42

0.94

1.53

1.19

1.43

2.47

Coronary heart disease

I20-I25

59.52 58.40 72.83 13.08 13.40 18.39 35.62 35.34 45.12

Cerebrovascular disease

I60-I69

13.92 14.90 17.19

9.90

11.02 12.90 11.87 12.91 15.00

Pneumonia

J12-J18

7.13

8.99

10.08

4.13

4.94

6.86

5.62

6.93

8.44

Bronchitis, emphysema, other chronic J40-J44
obstructive pulmonary disease

8.83

9.50

11.69

5.66

6.25

9.06

7.19

7.83

10.34

J45-J46

1.09

0.93

1.46

1.14

1.34

1.71

1.14

1.14

1.59

Gastric, duodenal and peptic ulcers K25-K27

2.14

2.48

2.83

0.78

1.02

1.29

1.45

1.73

2.05

Malignant melanoma of skin

C43

2.80

4.46

4.00

Malignant neoplasm of female
breast

C50

-

-

-

Malignant neoplasm of cervix uteri

C53

-

-

-

5.12

Malignant neoplasm of prostate

C61

6.07

6.62

6.23

Hodgkin’s disease

C81

0.58

0.80

Leukaemia

C91-C95

6.10

Diabetes

E10-E14

Epilepsy

Asthma

Chronic liver disease including
cirrhosis
Chronic renal failure
Land transport accidents

4.52

4.50

3.00

K70,
13.55 22.79 28.62 10.19 11.11 14.21 11.82 16.83 21.33
K73-K74
0.54

0.98

0.28

0.47

0.65

V01-V89 29.20 27.86 22.45

5.69

6.74

6.08

17.75 17.52 14.37

5.31

2.15

1.78

1.95

3.02

0.28

0.36

4.05

2.91

3.62

Accidental falls

W00-W19 3.88

Suicide, self-inflicted injury and
injury of undetermined intent

X60-X84, 40.44 44.09 39.81 13.00 13.36 11.56 26.75 28.82 25.72
Y10-Y34
exc Y33.9

ALL CAUSES

447.51 484.19 528.15 282.27 294.09 323.99 364.34 388.53 425.18

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.
* See glossary of terms on page 111
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0.32

0.61

N18

Table 12:
		

Standardised mortality ratios for ‘avoidable’ and other potentially reducible causes of
death: 2008-10
Devon

Cause of death
Tuberculosis

ICD* Code Age
A15-A19

5-64

Sex
Males
Females

Deaths SMR*

South West

Confidence
interval

SMR*

Confidence
interval*

1
1

36
76

1-199
2-422

88
66

52-142
24-144

Malignant neoplasm of female
breast

C50

50-64 Females

128

102

85-121

97

90-104

Malignant neoplasm of cervix uteri

C53

15-64 Females

20

116

71-178

102

85-122

Hodgkin’s disease

C81

5-64

Males
Females

3
1

96
55

20-280
1-307

88
141

53-138
84-224

Chronic rheumatic heart disease

I05-I09

5-44

Males
Females

0
1

0
262

0-1346
7-1457

0
139

0-175
38-355

Cerebrovascular disease

I60-I69

35-64

Males
Females

58
51

64
77

49-83
58-102

83
84

76-91
76-93

Acute myocardial infarction

I21-I22

35-64

Males
Females

103
24

67
61

54-81
39-91

80
75

74-86
65-87

I20, I23-I25 35-64

Males
Females

187
35

86
65

74-100
45-90

82
73

78-87
64-82

Males
Females

1
1

63
56

2-354
1-312

92
90

46-165
46-157

Other ischaemic heart disease
Asthma

J45-J46

5-44

Notes:
(1) Deaths are pooled over a three-year period, 2008-10.
(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 on page 111
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Table 13:

Standardised registration ratios for selected cancers: 2007-09
Devon

SRR*

Confidence
interval*

ICD* Code

Sex

Malignant neoplasm of oesophagus

C15

Males
Females

226
118

92
93

80-104
77-111

97
101

92-102
94-108

Malignant neoplasm of stomach

C16

Males
Females

174
103

76
83

65-88
68-101

84
75

79-89
69-81

Cause of death

Deaths SRR*

Malignant neoplasm of small intestine,
colon, rectum and anus

C17-C21

Males 1,081
Females 914

104
107

98-111
100-114

101
104

98-103
102-107

Malignant neoplasm of trachea,
bronchus and lung

C33-C34

Males
Females

750
566

72
71

67-77
65-77

82
76

80-85
74-79

Malignant melanoma of skin

C43

Males
Females

336
392

144
159

129-160
143-175

128
130

122-134
124-136

Other malignant neoplasm of skin

C44

Males 3,291
Females 2,681

140
143

135-145
138-149

124
128

123-126
126-130

Malignant neoplasm of female breast

C50

Females 2,256

109

104-113

104

102-106

Malignant neoplasm of cervix uteri

C53

Females

102

95

78-116

101

94-108

Malignant neoplasm of prostate

C61

Males

2,016

111

106-116

108

106-110

Malignant neoplasm of bladder

C67

Males
Females

305
123

83
88

74-93
73-105

94
90

90-98
84-97

* See glossary of terms on page 111
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South West

Confidence
interval*

Table 14:

Immunisation rates for selected age groups: 2010-11
Aged 1

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

DTaP/IPV/Hib
96.7%
95.2%
95.1%
95.5%
91.2%
94.1%
98.6%
96.4%
95.0%

Aged 5

Aged 2
MMR
93.1%
93.7%
92.2%
85.1%
86.0%
89.9%
90.3%
89.5%
90.0%

Hib/MenC
94.1%
93.2%
94.3%
90.6%
89.0%
92.1%
94.7%
92.6%
92.3%

PCV
94.6%
94.4%
93.4%
86.2%
85.8%
90.7%
92.9%
91.2%
91.1%

MMR
90.2%
88.4%
89.2%
75.2%
82.1%
84.5%
89.3%
80.7%
84.9%

DTaP/IPV
94.9%
93.2%
92.0%
80.1%
86.5%
88.8%
92.4%
87.3%
89.3%

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 2 MMR – Percentage of children who have been immunised for Measles, Mumps and Rubella by their second birthday.
Aged 2 Hib/MenC – Percentage of children who have been immunised for Haemophilus influenza type B and Meningitis C by their second
birthday.
Aged 2 PCV – Percentage of children who have been immunised for Pneumococcal disease by their second birthday.
Aged 5 MMR – Percentage of children aged 5 who have been fully immunised for Measles, Mumps and Rubella (second dose).
Aged 5 DTaP/IPV – Percentage of children aged five who have been immunised for Diphtheria, Tetanus, Polio and Pertussis.

Glossary of terms
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.
ICD – International statistical classification of diseases and related health problems – tenth revision.
Middle and Lower 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.
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.
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