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1. Introduction and Background

1.1 Introduction by the Joint Executive Director of Public
Health for NHS Devon and Devon County Council
(including “Healthy Lives, Healthy People” and Health
and Wellbeing Board)
This fourth Annual Report on the health of the population of
Devon has older people as its theme. So far the Annual Public
Health Reports have focused on inequalities in health (2007-08),
children and young people (2008-09) and mental health
(2009-10).
The overview of health in Devon and the demographic change
illustrate the importance of planning for the future. We have
some significant challenges arising from our ability to meet the
needs of local people fully at the moment, for example,
preventing falls, management of long-term health conditions,
including dementia, and supporting carers. Big increases in the
proportion of older people in the population mean that these
are priorities for us locally.
We have been making good progress in reducing preventable early mortality but this year the
evidence suggests that we are not keeping pace with others and that we must therefore place more
emphasis on preventing avoidable ill health wherever possible. Many of the causes of ill health, such
as smoking and obesity, are the reasons which lie behind shorter life expectancy, particularly in
disadvantaged populations. The use of modelling tools to improve health where it is worse in Devon all
show how great an effect reducing smoking could have. As well as improving health, earlier detection
of high blood pressure, high cholesterol and cancer would be expected to result in significant
improvements in our health statistics.
As before, I have included a section on progress towards achieving recommendations contained in the
earlier reports. I am grateful to all of my colleagues for their contributions to this year’s report and
commend it to you.
Dr Virginia Pearson
Joint Executive Director of Public Health
NHS Devon and Devon County Council
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1.2 Executive summary
This Annual Public Health Report for 2010-11 sets out the top public health priorities for the Devon
population, including the health of older people. The priorities are:
to improve the lifestyle of local people whatever their age, by reducing smoking and obesity
(through healthy eating and physical activity), reducing excessive alcohol consumption and
promoting sexual health
to promote skin protection to prevent skin cancer, given that Devon has skin cancer rates which are
significantly above average
to improve access to early diagnosis and treatment of heart disease, stroke and cancer, especially in
people from socio-economically disadvantaged groups
to provide access to good-quality antenatal, maternity and postnatal care
to improve the prevention of falls and the treatment of hip fractures, and dementia
to promote the mental health and emotional wellbeing of people in ‘at risk’ groups, to create
opportunities for employment and meaningful work, and to implement strategies for the prevention
of suicide, particularly in young men
to continue to support the health and wellbeing of the carers who contribute so much
to prioritise targeted, evidence-based interventions for domestic abuse, sexual violence and
safeguarding vulnerable groups
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2. Devon Overview

Devon has an older population profile than the
country as a whole, with particular peaks in those
aged between 60 and 64, reflecting significant
inward migration in these age groups, and those
aged 85 years and over, reflecting an ageing
population and longer life expectancy (Figure 2.1).
The proportions of those aged 20 to 39 and
those under 10 are below the national average,
particularly in those aged 25 to 34 where there is
significant out-migration from Devon. This
pattern is even more marked in areas of East
Devon and South Hams, while the population in
Exeter is more similar to the national average, but
with an increased young adult population due to
the university.
The 2008-based population projections were
published by the Office for National Statistics
(ONS) in 2010, predicting a 20% increase in
the Devon population from 746,800 in 2008 to

898,500 in 2033. While modest growth is
expected in those aged under 60, population
growth is set to be greatest in older age groups
(Figure 2.2). This includes a 28% increase in those
aged 60 to 69, a 58% increase in those aged 70
to 79, a 92% increase in those aged 80 to 89 and
a 233% increase in those aged 90 and above.
Figure 2.1 Structure of the mid-year 2010
population in Devon compared with England
and Wales

Age Group

2.1 Demographics (gender
and age)

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

5% 4% 3%

Female

2% 1% 0% 1% 2% 3% 4% 5%
Percentage of Population

Source: Mid-year population estimates, Office for National
Statistics licensed under the Open Government Licence v.1.0

Figure 2.2 The projected demographic change in the population structure of Devon, by age
group, 2008 to 2033
400,000

350,000
26,300
300,000
90 and over

78,800

250,000
80 to 89

7,900
200,000

41,000

107,900
70 to 79

150,000

68,400

100,000

0
2008

128,200

60 to 69

100,400

50,000

2013

2018

2023

2028

2033

Source: Sub-national population projections, Office for National Statistics licensed under the Open Government Licence v.1.0
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2.2 Ethnicity and migration
Table 2.1 shows the latest available estimate of
population by ethnic group by Devon local
authority district. This highlights that 4.3% of
the Devon population are from non-white ethnic
groups and around 3.1% are from other white

groups (typically Irish or European). The
highest proportions of people from non-white
ethnic groups (7.4%) and other white ethnic
groups (3.6%) are seen in Exeter. Updated
information on population by ethnic group should
be available next year from the 2011 Census.

Table 2.1 Percentage of population by ethnic group and Devon district, 2009
Area
East Devon
Exeter
Mid Devon
North Devon
South Hams
Teignbridge
Torridge
West Devon
Devon

White
British

White
Irish

White
Other

Mixed

Asian

Black

Chinese
& other

93.2%
89.1%
94.2%
92.9%
92.6%
93.5%
93.3%
93.5%
92.6%

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

2.5%
2.9%
1.8%
2.1%
2.8%
2.5%
2.8%
2.3%
2.5%

0.9%
1.4%
0.9%
1.0%
1.0%
0.9%
0.9%
0.8%
1.0%

1.5%
2.9%
1.1%
1.4%
1.7%
0.9%
1.1%
1.5%
1.5%

0.7%
1.0%
0.7%
1.0%
0.8%
0.6%
0.8%
0.6%
0.7%

0.8%
2.0%
0.7%
1.1%
0.6%
0.9%
0.8%
0.6%
1.0%

Source: Office for National Statistics licensed under the Open Government Licence v.1.0
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2.3 Life expectancy

Figure 2.6, which reveals a 13.7 year gap between
the shortest life expectancy (Ilfracombe Central at
74.7) and the longest (Chagford at 88.4). There
are also major differences within districts, such
as the 11.7 year gap in North Devon (Ilfracombe
Central at 74.7 to Marwood at 86.4), and the 9.6
year gap in West Devon (Lydford at 78.8 to
Chagford at 88.4). Table 2.2 shows the life
expectancy gap by different geographies across
Devon. This clearly identifies the variation among
smaller areas in Devon, with the life expectancy
gap varying from 0.7 years between NHS Devon
localities up to18.9 years by lower super output
areas in Devon.

Life expectancy in Devon is above the national
average, standing at 79.7 years for males and
83.6 years for females compared with 78.1 and
82.2 nationally. Figures 2.3 and Figure 2.4
highlight increasing average life expectancy from
1991-93 through to 2007-09. While Devon has
longer life expectancy overall, there are some
significant differences on a local level. Figure 2.5
shows overall life expectancy by locality and town
in Devon for 2005-09, highlighting shorter life
expectancy in northern Devon, particularly in the
towns of Ilfracombe and Bideford. Even greater
differences are seen at ward level, as illustrated in

Figure 2.3 Male life expectancy for NHS Devon for three-year periods compared with England
and Wales over time

81

England and Wales

Devon

80
79
78

Life expectancy

77
76
75
74
73
72
71
70

91-93

92-94

93-95

94-96

95-97

96-98

97-99

98-00

99-01

00-02

01-03

02-04

03-05

04-06

05-07

06-08

07-09

Time period

Source: National Compendium of Clinical Indicators, Adapted from data from the Office for National Statistics licensed under
the Open Government Licence v.1.0
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Figure 2.4 Female life expectancy for NHS Devon for three-year periods compared with
England and Wales over time
84
83

Life expectancy

82
81
80
79
78
77
76

England and Wales

Devon

91-93 92-94 93-95 94-96 95-97 96-98 97-99 98-00 99-01 00-02 01-03 02-04 03-05 04-06 05-07 06-08 07-09
Time period

Source: National Compendium of Clinical Indicators, Adapted from data from the Office for National Statistics licensed under
the Open Government Licence v.1.0

Figure 2.5 Life expectancy at birth by Devon locality and town, 2005 to 2009
84

Northern Locality (81.0)

Eastern Locality (81.7)

Southern Locality (81.7)

83

82

81

80

81.4

81.2

Totnes

81.5

Dawlish

81.6
Tavistock

Ivybridge

N Abbot 81.6

Dartmouth 81.9

Ash / Buck 82.2

Teignmouth 82.1

Kingsbridge 82.4

Bideford 80.7

Ilfracombe 79.8

81.1
Barnstaple

Holsworthy 81.0

South Molton 81.3

Lynton 81.5

Braunton 81.5

Gt Torrington 82.4

81.1
Exeter

Axminster 81.5

Honiton 81.5

Exmouth 81.6

Tiverton 81.6

Crediton 81.9

Seaton 82.0

Cullompton 81.9

Sidmouth 82.9

Okehampton 82.5

Ottery 83.4

78

Moreton 83.2

79

Source: Public Health Mortality Files, Office for National Statistics, Adapted from data from the Office for National Statistics
licensed under the Open Government Licence v.1.0
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Figure 2.6 Life expectancy at birth by Lower Super Output Area, 2005 to 2009

Source: Public Health Mortality Files, Office for National Statistics, Adapted from data from the Office for National Statistics
licensed under the Open Government Licence v.1.0
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Table 2.2 Life expectancy at birth by different Devon geographies
Longest life expectancy Shortest life expectancy
Number
of areas

Area name

LE

Area name

LE

Gap
(years)

NHS Devon locality

3

Southern

81.7

Northern

81.0

0.7

Devon County Council
locality

3

Southern

81.8

Northern

81.0

0.8

Consortium

7

Wakley

82.3

North Devon

81.0

1.3

Local authority district

8

East Devon

82.1

Exeter

80.8

1.3

Devon town

29

Ottery St Mary

83.4

Ilfracombe

79.8

3.6

Town centres & hinterlands

72

Ashburton/
Buckfastleigh
hinterland

86.8 Ivybridge: Bickleigh 75.5

11.3

County electoral division

62

Exeter: St Loyes
& Topsham

77.3

7.4

Electoral ward

201

Chagford

88.4 Ilfracombe: Central 74.7

13.7

Middle layer super
output areas

107

Exeter: University 85.3 Ilfracombe: Central 75.5
& Eastern
& Pennsylvania

9.8

Lower layer super
output areas

457

Exeter: Gallows
Bridge area

90.4

Ilfracombe: High
Street, Fore Street
& Quay

71.5

18.9

National deprivation
quintile

5

Least deprived

81.6

Most deprived

77.1

4.5

MOSAIC group

15

N. Young people
renting flats in
high-density social
housing

73.9

9.9

Area type

84.7

C. Wealthy people 83.8
living in the most
sought-after
neighbourhoods

Exeter: St David’s
& St James

Source: Public Health Mortality Files, Office for National Statistics, Adapted from data from the Office for National
Statistics licensed under the Open Government Licence v.1.0

Figures 2.7 and 2.8 show that life expectancy is
higher in Devon than for most other European
countries. Average male life expectancy across
the European Union in 2008 was 76.4 years,
compared with 79.7 years in Devon and average
female life expectancy was 82.4 years, compared
with 83.6 years in Devon. Across Europe, the

highest life expectancy for males was in Iceland
and Liechtenstein at 80 years and for females was
also Liechtenstein at 85.5 years. The lowest life
expectancy for males was in Lithuania at 66.3
years and for females was the former Yugoslav
Republic of Macedonia at 76.5 years.

11

2. Devon Overview

Figure 2.7 Male life expectancy at birth across Europe in 2008

Source: Eurostat

Figure 2.8 Female life expectancy at birth across Europe in 2008

Source: Eurostat
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2.4 Infant mortality
The infant mortality rate measures the annual rate
of deaths in children under one year of age and is
commonly used as an indicator of the health of the
population. Figure 2.9 shows the change in the
infant mortality rate per 1,000 births over time for
Devon compared with England and Wales. The rate
remains lower than England and Wales, although
the low numbers of deaths do cause variations
between years. Confidence intervals have been
added to the chart to indicate the variation,
highlighting that although numbers have dropped
over the last three three-year periods, underlying
levels have not changed significantly over recent
years.

Over the fifteen years from 1993 to 2008 the
European Union infant mortality rate fell by a half.
This was predominantly due to a reduction in the
eastern member states where infant mortality had
previously been high. In 2009 England and Wales
had a slightly higher infant mortality rate than
the European Union. The average European
Union infant mortality rate was 4.7 compared with
the England and Wales rate of 4.3. In Devon the
rate of infant mortality at 3.6 was slightly lower
than the European Union rate. Across Europe in
2009 the lowest infant mortality was in Iceland (1.8
per 1,000 live births) and the highest was in Turkey
(15.3 per 1,000 live births).

Figure 2.9 Infant mortality rates (per 1,000 live births) in Devon for three-year periods between
1999 and 2009

Rate per 1,000 live births

7
6
5
4
3
2
1
0
Devon Annual Deaths
Devon Rate
England & Wales Rate
Devon Rate Trend

1999- 2000- 2001- 2002- 2003- 2004- 2005- 2006- 20072001 2002 2003 2004 2005 2006 2007 2008 2009
32
4.9
5.6
4.3

27
4.2
5.4
4.3

22
3.5
5.3
4.2

22
3.4
5.2
4.2

27
4.1
5.1
4.1

32
4.8
5.0
4.1

31
4.5
4.9
4.0

28
3.9
4.8
4.0

26
3.6
4.7
3.9

Source: National Compendium of Clinical Indicators, Adapted from data from the Office for National Statistics licensed under
the Open Government Licence v.1.0
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2.5 Trends in birth rates
There are over 7,000 births per annum in Devon.
Table 2.3 indicates that the number of births has
increased steadily since 2001, with particularly
significant increases in babies born to women
aged 35 and over. Figure 2.10 presents this
information as a rate per 1,000 females in each
maternal age group, which reveals stable birth
rates in younger age groups and increasing birth
rates in older age groups. The birth rate for
women aged 35 to 39 increased by 54% between

1997 and 2009 and is getting close to the rate
for women aged 20 to 24, which has remained
relatively stable for the time period.
Total period fertility rates look at the average
number of births per woman if they are to pass
through childbearing years conforming to fertility
rates by age of a given year. Within the European
Union in 2008, the United Kingdom had a higher
than average rate of 1.96 compared with 1.60
for Europe as a whole. In Devon, the rate is also
above the average but slightly lower than
nationally at 1.82.

Table 2.3 Total births by maternal age, Devon, 1997 to 2009
Year

Under 20

20-24

25-34

35-39

40+

Total

1997
1998
1999
2000
2001
2002
2003
2004
2005
2006
2007
2008
2009

370
411
441
383
385
384
395
423
406
417
449
442
456

1,130
1,112
1,012
1,014
939
1,004
1,019
1,143
1,118
1,141
1,186
1,232
1,271

4,480
4,296
4,133
3,816
3,711
3,621
3,657
3,664
3,669
3,622
3,808
3,876
4,022

852
946
918
991
1,016
1,019
1,140
1,202
1,233
1,337
1,323
1,313
1,307

180
180
167
189
176
226
244
237
267
285
301
309
310

7,012
6,945
6,671
6,393
6,227
6,254
6,455
6,669
6,693
6,802
7,067
7,172
7,366

Source: National Compendium of Clinical Indicators, Adapted from data from the Office for National Statistics licensed
under the Open Government Licence v.1.0
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Figure 2.10 Live births per 1,000 females by maternal age, Devon, 1997 to 2009
140

25-34

120

Live Births per 1,000 females

100

80
20-24

60

35-39

40

Under 20

20

40 & over
0
1997

1998

1999

2000

2001

2002

2003

2004

2005

2006

2007

2008

2009

Source: National Compendium of Clinical Indicators, Adapted from data from the Office for National Statistics licensed under
the Open Government Licence v.1.0

Across Devon, there are differences between local areas in the birth rate (Figure 2.11).

80
Local Authority

70

England
South West

60

Devon

50
40
30
20

North Devon

Mid Devon

West Devon

Torridge

Teignbridge

East Devon

0

South Hams

10

Exeter

Crude birth rate per 1,000 women aged 15-44

Figure 2.11 Birth rates by local authority

Local Authority/PCT

Source: National Compendium of Clinical Indicators, Adapted from data from the Office for National Statistics licensed under
the Open Government Licence v.1.0
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2.6 Sexual health and
teenage pregnancy
A sexual health needs assessment has been
produced for Devon, bringing together vast
amounts of information from many sources to
help highlight areas with both the greatest sexual
health needs and less equitable access to services.
Table 2.4 highlights that in Devon rates of the
main sexually transmitted infections (STIs),
Chlamydia, gonorrhoea, syphilis, herpes and warts
diagnosed in genitourinary medicine clinics in

2009 were lower than both regional and national
rates. Variation in rates can, however, be seen
across Devon, with the highest rates of all sexually
transmitted diseases observed in Exeter. There is
also variation within local authorities and this
highlights other areas where rates were also
high. Figure 2.12 shows a map of all sexually
transmitted diseases diagnosed in genitourinary
medicine clinics and the variation from the Devon
average by electoral ward. It shows a number of
areas with statistically significantly higher rates
than the Devon average. These are in Exeter, parts
of Barnstaple and Bickleigh and Shaugh.

Table 2.4 Rates of selected sexually transmitted infections and acute sexually transmitted
diagnoses per 100,000 population, by patient Primary Care Trust, 2009
Rates per 100,000 population: 2009
Acute
Primary Care Trust
Chlamydia (by age grp) Gonor15-24
rhoea Syphilis Herpes
STIs
25+
Warts
Bath & North East
Somerset

1,388.1

50.9

17.2

3.3

41.6

118.7

533.1

Bournemouth & Poole

1,887.6

107.7

19.5

7.6

66.7

212.4

828.0

Bristol

2,219.1

115.3

45.8

3.6

51.5

157.1

960.8

Cornwall & Isles of Scilly

2,185.5

49.9

9.4

1.5

45.5

132.5

674.7

Devon

1,846.4

49.4

9.8

2.1

39.9

118.3

558.7

Dorest

1,741.1

61.1

6.9

0.5

33.8

133.1

735.6

Gloucestershire

2,185.7

54.2

13.9

1.5

30.2

121.2

663.4

North Somerset

2,852.5

91.9

22.2

1.5

63.8

96.2

705.0

Plymouth Teaching

2,396.2

110.9

21.0

3.6

88.6

221.5

1,049.6

Somerset

1,822.3

43.4

8.0

0.8

31.0

102.5

467.1

South Gloucestershire

1,820.6

40.7

17.1

1.2

15.9

100.1

476.1

Swindon

2,167.3

106.6

14.1

6.6

71.2

160.1

841.6

Torbay Care Trust

3,214.6

71.8

19.4

2.2

47.8

150.0

744.6

Wiltshire

1,790.8

51.7

6.6

1.8

31.4

102.1

481.9

South West

2,035.3

65.9

15.1

2.3

43.4

132.6

669.1

England

2,180.6

94.4

28.5

5.2

49.6

141.2

774.6

Source: Health Protection Agency for Infections (GUMCAD)
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Figure 2.12 Combined rates of sexually transmitted diseases compared with the Devon
average, 2009

Source: GUMCAD Health Protection Agency, Centre for Infections
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HIV (Human Immunodeficiency Virus) remains
one of the most serious communicable diseases
in the United Kingdom. It is associated with
morbidity, mortality and high numbers of years
of life lost. There are high costs associated with
both treatment and care. In the United Kingdom
health protection data shows an increase in HIV
cases from under 2,000 in 2001 to nearly 3,800
in 2010. The numbers vary across the United
Kingdom, and Devon has a lower rate than the

South West and United Kingdom average. Figure
2.13 shows the prevalence of HIV in Devon, the
South West and England. Although the Devon
rate is considerably lower than nationally, rates
are increasing at a similar pace. Prevalence varies
across local authorities, with South Hams having
the lowest prevalence (0.35 per 1,000 aged 15 to
59) and Exeter having the highest (0.96 per 1,000
aged 15 to 59).

Figure 2.13 Prevalence of HIV Infection, rate per 1,000 population aged 15 to 59, 2009
2
1.8

Devon
South West SHA
England

1.6

Rate per 1,000

1.4
1.2
1
0.8
0.6
0.4
0.2
0
2002

2003

2004

2005

2006

2007

2008

2009

Year

Source: APHO Sexual Health Balanced Score Card

There is a strong association between deprivation
and teenage conceptions, with rates four times
higher in the most deprived areas compared with
the least deprived areas of England. A similar
pattern is seen locally, with the highest rates
occurring in parts of Exeter and other deprived
wards across the county. Rates in Teignbridge
have been increasing year on year, and the latest
data (2009) puts the rate just above the national

18

average. Figure 2.14 shows teenage conception
rates by District Council for Devon, highlighting
that the highest rates are seen in Exeter, with rates
above the Devon average also being seen in
Teignbridge and East Devon. Year-on-year
fluctuations are seen, which are mainly due to the
low number of conceptions involved at a district
level, with overall rates generally remaining
unchanged over the last ten years.

Figure 2.14 Under-18 conception rates per 1,000 15- to 17-year-old females for District Councils
in Devon
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2.7 Disease prevalence (including trends and extrapolations)
The latest available mortality data is for 2009 and during that year there were 8,160 deaths in total in
Devon, of which 2,237 were below the age of 75. Figure 2.15 displays the commonest causes of death
in those aged under 75, with coronary heart disease (CHD) accounting for 281 deaths, followed by lung
cancers with 206 deaths and cancers of the digestive system with 113 deaths.
Figure 2.15 Deaths from selected causes under the age of 75 years
Least

Deaths in 2009 of NHS
Devon residents aged under
75 years at time of death
(The areas of the circles are
not proportional to the
number of deaths)

Malignant melanoma: 20 deaths
Cancers of lip and oral cavity: 22 deaths
Mesothelioma: 23 deaths
Liver cancer: 24 deaths

2,237 deaths in total
Counts of less than 20 excluded from chart
*Females only

Aortic aneurysm: 24 deaths
Phlebitis: 25 deaths

** Males only

Substance misuse: 29 deaths
Greatest
Colorectal, small
Colorectal,
intestine
andsmall
anal
intestine
and
anal
cancers:
113
deaths
cancers: 104 deaths

Trachea,
bronchus and
lung cancers:
cancers
156 deaths
206

Bladder cancer: 29 deaths
Kidney cancer: 30 deaths
Non-Hodgkin’s
lymphoma: 36 deaths
Pneumonia:
37 deaths

Breast cancer:
103deaths*
98
deaths*

Ovarian cancer:
41 deaths *
Cerebrovascular
Cerebrovascular
disease (stroke):
disease
98 deaths
(stroke):
94 deaths

Accidents:
70 deaths
Accidents:
84 deaths

Prostate cancer:
46 deaths **
Coronary heart
disease (CHD):
281 deaths

Bronchitis,
emphysema,
asthma and
other chronic
obstructive Suicide and
pulmonary injury
and liver
disease:
undetermined:
cirrhosis: 55
74deaths
deaths
65 deaths
74

Liver disease and liver
cirrhosis: 53 deaths
Oesophageal cancer:
54 deaths

Other heart
cancer:
49
disease:
68
deaths
deaths

Pancreatic cancer:
59 deaths

Source: Vital Statistics, adapted from data from the Office for National Statistics licensed under the Open Government
Licence v.1.0
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Figure 2.16 presents trends in overall mortality
rates between 1993 and 2009, highlighting that
mortality rates have fallen significantly over recent
years. Devon rates have stayed consistently below
South West and national rates, although between
1993 and 2009 the gap has slightly reduced, with
mortality rates falling by 27% locally and 31%
nationally. The reduction in mortality varies across
the county and Figure 2.17 presents the reduction
in mortality by Devon local authority districts
between 1995 and 1997 and 2007 to 2009.
Overall Devon saw a 22.8% reduction in

mortality rates, with the highest decrease seen
in Exeter (25.1%) and Torridge (25.0%). While
mortality rates have fallen, there are notable
differences between rates for males and females.
Figure 2.18 highlights that while mortality rates
are much higher for males, they have shown a
greater reduction over recent years, with a 31%
reduction between 1993 and 2009 compared
with 24% for females. Specific areas where the
reduction in mortality has been much greater
for males include heart disease and chronic
obstructive pulmonary disease (COPD).

Figure 2.16 Trends in mortality from all causes within Devon, 1993 to 2009
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the Open Government Licence v.1.0
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Figure 2.17 Percentage reductions in mortality rates in Devon Districts, 1995-97 to 2007-09
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Figure 2.18 Trends in mortality from all causes for males and females within Devon, 1993 to 2009
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Circulatory disease (including heart
disease and stroke)

circulatory disease from the 1995 to 1997 baseline
was achieved several years ago, with rates
continuing to decline. The current rate in Devon
is 56% below the baseline. Similar decreases
have also been seen nationally, and Devon has
remained consistently below the national rate.

The targets which were set back in 1999 for
reductions in mortality by 2010 are coming to an
end. Figure 2.19 illustrates that the target of a
40% reduction in premature deaths from

Figure 2.19 Trends in circulatory disease in people aged under 75 within NHS Devon: Progress
towards Our Healthier Nation targets
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the Open Government Licence v.1.0
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Cancer
Figure 2.20 indicates that up until the latest year,
Devon was on trajectory to achieve a 20%
reduction in premature mortality from cancer by

2010 from the 1995 to 1997 baseline. Some
year-on-year variations are seen, including an
increase between 2007 and 2009 which takes
the rates above the trajectory towards the
target.

Figure 2.20: Trends in cancer in people aged under 75 within NHS Devon: Progress towards
Our Healthier Nation targets
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Accidents
Rates have increased and fluctuated greatly over
the time period displayed. As a result, Devon is
unlikely to achieve a 20% reduction in mortality
from accidental causes by 2010 from the 1995 to

1997 baseline (Figure 2.21). This is largely due
to an increase in accidental falls and further
investigation is planned to establish whether this
relates to improvements and changes in clinical
coding of causes of deaths, demographic change
or other factors.

Figure 2.21 Trends in mortality from accidents within NHS Devon: Progress towards Our
Healthier Nation targets
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Suicide

undetermined by 2010 from the 1995 to 1997
baseline, as set out in the Our Healthier Nation
targets. However, looking at Devon rates as a
trend over time, this has been generally in line
with the target trajectory to 2010. What is of
concern is the possibility that the increase in
suicide is linked to the recession; national research
shows that as people lose their jobs, or experience
family and relationship stress and the loss of social
networks, the risk of suicide increases. This is
particularly important as approximately three times
as many men kill themselves as women (Figure
2.23). From our local suicide audits, we know
that alcohol plays a significant part in suicide.

Rates of mortality from suicide and undetermined
injury fluctuate greatly over time, largely due to
the relatively low numbers of deaths involved,
with less than one death per 10,000 people each
year. Despite the low numbers, suicide and injury
undetermined deaths are an important cause of
death to monitor as they often result in much
greater years of life lost. Figure 2.22 shows the
annual rates of mortality from suicide and injury
undetermined and shows that, at present, Devon
is not currently on course to achieve a 20%
reduction in mortality from suicide and injury

Figure 2.22: Trends in mortality from suicide and injury undetermined within NHS Devon:
progress towards Our Healthier Nation targets
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Source: National Compendium of Clinical Indicators, adapted from data from the Office for National Statistics licensed under
the Open Government Licence v.1.0
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Figure 2.23 Trends in mortality from suicide and injury undetermined, comparison between
males and females
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2.8 Deprivation
An updated version of the Index of Multiple
Deprivation was published earlier this year. Figure
2.24 shows Index of Multiple Deprivation 2010
figures by Lower Super Output Area (small areas
of similar size created by the Office for National
Statistics). This suggests that just below 5% of
the Devon population live in the most deprived
national quintile (one-fifth). These areas include
parts of Exeter, Ilfracombe, Barnstaple, Bideford,
Dawlish, Dartmouth, Teignmouth, Newton
Abbot and Tiverton. Just over 10% of the Devon
population were in the least deprived quintile.
While overall levels of deprivation across Devon
are lower than the national average, there are
issues in relation to rural and urban deprivation

which seem to affect Devon differently than is
experienced elsewhere. With Devon being a
largely rural county this is an important difference
to be explored. Figure 2.25 compares average
deprivation scores for urban and rural areas in
the three locality areas in Devon. This indicates
that within Devon rural areas are generally more
deprived than rural areas elsewhere in England,
while urban areas are generally less deprived than
urban areas nationally. Furthermore, while urban
areas are usually more deprived than rural areas,
the rural areas surrounding a number of towns
in Devon are more deprived than the town itself,
including Crediton, Great Torrington, Holsworthy,
Honiton, Okehampton, South Molton and
Tavistock.

Figure 2.24 Map of Devon showing Lower Super Output Areas according to Index of Multiple
Deprivation, 2010

Source: Indices of Deprivation 2010, Department for Communities and Local Government, Crown Copyright

28

Figure 2.25 Index of Multiple Deprivation, 2010 by Devon locality and rurality
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Source: Indices of Deprivation 2010/Urban and Rural Classification 2004, Department for Communities and Local
Government, Crown Copyright

2.9 Inequalities in health
Slope Index of Inequalities
The Slope Index of Inequalities is a national
indicator which compares life expectancy in the
most deprived 10% of an area’s population with
the least deprived 10% to produce the ‘gap’ in life
expectancy in years. Figure 2.26 compares the life
expectancy gap for males in Devon with the South
West and England figures, revealing a significantly
smaller gap in Devon. The gap increased slightly
between the last two data points both nationally
and in Devon, while the gap narrowed in the
South West region. Figure 2.27 shows the male
life expectancy gap for all primary care trusts in

England, illustrating that the Devon gap (in yellow)
is the fourth smallest in the country. Figures 2.28
and 2.29 present the same analysis for females.
Devon has a smaller gap in female life expectancy
than nationally or regionally and the gap is
reducing in Devon while it is increasing regionally
and nationally. Devon has the seventh smallest
gap in the country. One important element to
note with this analysis is that Devon has very
few areas which are either very deprived or very
prosperous, and therefore does not contain the
stark social inequalities seen in other areas across
the country. Therefore, in Devon, the small gap in
life expectancy shown by this analysis is not a true
representation of the levels of social inequality
experienced across the county.
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Figure 2.26 Gap in average male life expectancy (years) between most deprived 10% and least
deprived 10% of Devon population versus South West and England, 2001-05 to 2005-09
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Source: Slope Index of Inequalities, Association of Public Health Observatories. Public Health Mortality Files, adapted from data
from the Office for National Statistics licensed under the Open Government Licence v.1.0; and Indices of Deprivation 2010,
© Crown Copyright 2011

Figure 2.27 Gap in average male life expectancy (years) between most deprived 10% and least
deprived 10% of population by Primary Care Trust, England, 2005-09 (Devon in yellow)
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Source: Slope Index of Inequalities, Association of Public Health Observatories. Public Health Mortality Files, adapted from data
from the Office for National Statistics licensed under the Open Government Licence v.1.0; and Indices of Deprivation 2010,
© Crown Copyright 2011
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Figure 2.28 Gap in average female life expectancy (years) between most deprived 10% and
least deprived 10% of Devon population versus South West and England, 2001-05 to 2005-09
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Source: Slope Index of Inequalities, Association of Public Health Observatories. Public Health Mortality Files, adapted from data
from the Office for National Statistics licensed under the Open Government Licence v.1.0; and Indices of Deprivation 2010,
© Crown Copyright 2011

Figure 2.29 Gap in average female life expectancy (years) between most deprived 10% and
least deprived 10% of population by Primary Care Trust, England, 2005 to 2009 (Devon in yellow)
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Source: Slope Index of Inequalities, Association of Public Health Observatories. Public Health Mortality Files, adapted from data
from the Office for National Statistics licensed under the Open Government Licence v.1.0; and Indices of Deprivation 2010,
© Crown Copyright 2011
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Devon mortality rates by national
deprivation quintile
It is highlighted in Section 2.9 that Devon has few
areas within the most deprived and least deprived
national deprivation quintiles and this contributes
to a very small ‘inequalities gap’, as identified by
the Association of Public Health Observatories.
An alternative way to monitor the pattern of
health inequalities across Devon is by calculating
local mortality rates by the national deprivation
quintiles. Figure 2.30 illustrates ‘all age, all cause’
mortality rates for Devon by deprivation quintile
from 1998-2000 to 2007-2009, and Figure 2.31
represents this as a percentage change. These
show that mortality rates are highest in the most
deprived areas of Devon and they have also been
slowest to fall in these areas. The greatest
reductions in mortality have been seen in the
average and above average quintiles. The
reduction in the ‘above average’ group in part
explains the falling Slope Index of Inequalities for
Devon, as a large proportion of the most deprived
10% of the Devon population falls into the ‘above
average’ national quintile. This also relates to the
higher reductions in overall mortality rates in
Exeter and Torridge (Figure 2.17), as both areas
have high population proportions in this group.
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Figures 2.32 to 2.35 show similar analyses for
male and female mortality rates. These show that
in the most deprived areas female mortality
rates have fallen at a slower pace (9.0%) than
male mortality rates (19.6%). Rates in the other
four deprivation quintiles have converged for both
males and females, but have been much more
marked in females. This highlights the ongoing
need to focus on improving health in the most
deprived communities of Devon and in particular
to focus on the health needs of the female
population of these areas. Figures 2.36 and 2.37
repeat this analysis for a selection of causes of
death in under-75s which are avoidable and
reducible with appropriate healthcare
interventions. This includes causes of death such
as ischaemic heart disease, stroke, influenza,
pneumonia, breast cancer and diabetes. This
shows an even starker difference between the
most deprived group and the other four quintiles
across Devon. Rates have also been considerably
slower to fall for this group of conditions in the
most deprived group than in the other four
quintiles. The below average and least deprived
quintiles have also seen the greatest decrease in
rates.

Figure 2.30 All age, all cause mortality rates by national deprivation quintile, Devon,
1998-2000 to 2007-2009
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Source: Public Health Mortality Files, adapted from data from the Office for National Statistics licensed under the Open
Government Licence v.1.0; and Indices of Deprivation 2010, © Crown Copyright 2011

Figure 2.31 Percentage change in all age, all cause mortality rates by national deprivation
quintile, Devon, 1998-2000 to 2007-2009
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Figure 2.32 Male mortality rates by national deprivation quintile, Devon, 1998-2000 to
2007-2009
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Source: Public Health Mortality Files, adapted from data from the Office for National Statistics licensed under the Open
Government Licence v.1.0; and Indices of Deprivation 2010, © Crown Copyright 2011

Figure 2.33 Percentage change in male mortality rates by national deprivation quintile,
Devon, 1998-2000 to 2007-2009
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Figure 2.34 Female mortality rates by national deprivation quintile, Devon, 1998-2000 to
2007-2009
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Source: Public Health Mortality Files, adapted from data from the Office for National Statistics licensed under the Open
Government Licence v.1.0; and Indices of Deprivation 2010, © Crown Copyright 2011

Figure 2.35 Percentage change in female mortality rates by national deprivation quintile,
Devon, 1998-2000 to 2007-2009
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Figure 2.36 Mortality rates from causes considered amenable to healthcare by national
deprivation quintile, Devon, 1998-2000 to 2007-2009
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Source: Public Health Mortality Files, adapted from data from the Office for National Statistics licensed under the Open
Government Licence v.1.0; and Indices of Deprivation 2010, © Crown Copyright 2011

Figure 2.37 Percentage change in mortality rates from causes considered amenable to
healthcare by national deprivation quintile, Devon, 1998-2000 to 2007-2009
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2.10 The impact of migration
The age profile of Devon reflects not just the ageing of the local population, but also the inward
migration of people choosing Devon as a place to spend their retirement. This is illustrated by
Figure 2.38.
Figure 2.38 Net flow of population by age group, Devon, 2009-10
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Recommendations
2.1

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

2.2
This year the data shows less progress being 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 good-quality maternity care is needed.
2.4 Premature deaths from cancer appear to be 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.
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.
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3.1 The changing population
profile
The population of Devon is ageing. The most
recent National Census for which data are
available, in 2001, estimated that there were
705,880 living in Devon, of whom 147,823
(21.0%) were aged 65 years or older, and 20,953
(3.0%) were aged 85 years or older. We can
compare this with the population projection for
2031 of 868,606, of whom 249,886 (28.9%) will
be 65 years or older and 45,966 (5.3%) will be 85
years or older.
Details of this shift in population structure are
shown in Figure 3.1, which highlights the expected
change in size of each age-specific population
segment in Devon from 2011 to 2031. Over this
period the number of people aged 15 to 29 will
decline by 5.5% and there will be rises in the
number of people aged 30 to 44 (13.7%) and 45

to 64 (2.4%). It is in older adults though that the
biggest rises will be seen: the number of 65- to
85 year-olds is projected to rise by 40% and the
number of people aged 85 and older to rise by
more than three-quarters (77.6%).
Some parts of Devon already have an age
distribution that resembles what we can expect
to see across the county in 20 years’ time. For
example, in East Devon 4.5% of the population is
currently aged 85 and older – more than twice the
national average of 2.2%, and the fourth highest
out of 408 districts in England and Wales (Office
for National Statistics, 2010).
This shift in the age structure of Devon’s
population in the next few years will have an
effect on Devon’s care burden, markedly higher
than that which would be associated with a simple
rise in population. For example, the numbers of
people with limiting long-term conditions and
with dementia are predicted to grow rapidly.

Figure
2.0 3.1 Projected population of Devon by age group, 2011 to 2031
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The Newcastle Study
The results of a recent study of people aged 85
or older living in Newcastle give us an insight into
the typical health condition of people in this age
group (Collerton, 2009). More than half of the
approximately 1,000 participants had hypertension,
osteoarthritis or hearing impairment, more than
a third had visual impairment, one in five had
severe or profound urinary incontinence, and
one in ten had moderate or severe cognitive
impairment. More women than men participated
in the study, reflecting the greater proportion of
women who live to be part of this age group.
Compared with the men in the study, the women
were likely to have more problems with activities
of daily living (things like getting out of bed and

Projected growth in numbers of
people with long-term limiting
conditions
The ageing of Devon’s population will have
major implications for the population burden
of disability. In the 2001 Census, 17.6% of
the population of England and Wales reported
having a long-term limiting condition. Based on
overall population growth alone, we would expect
the number of people in Devon with long-term
limiting conditions to grow from around 138,000
in 2011 to around 157,000 by 2031 – a rise of
13%, in line with population growth of the same
amount.
If, however, we take into account the anticipated
ageing of the population, we can expect the
number of people in Devon with long-term
limiting conditions to grow to around 215,000
by 2031 – a rise of 56% on the 2011 number,
and a far higher overall total.
This level of population disability is beyond
the capacity of current social and healthcare
provision. Part of the role of public health
must be to conduct appropriate and effective
prevention now to reduce the impact of such
a shift as far as is possible.

using the bathroom) and a greater number of
diseases but were less likely to have attended an
outpatient clinic in the preceding three months.
More than 90% of participants had seen their
GP at least once in the past year but more than
three-quarters rated their own health, compared
with that of other people of the same age, as
good, very good or excellent.
Collerton, J., Davies, K., Jagger, C., Kingston, A.,
Bond, J., Eccles, M. P., Robinson, L. A., MartinRuiz, C., von Zglinicki, T., James, O. F. W.,
Kirkwood, T. B. L. (2009). Health and disease in
85 year olds: baseline findings from the
Newcastle 85+ cohort study. British Medical
Journal 339 b4904

Projected growth in prevalence of
dementia
Dementia prevalence and incidence increase
markedly with age once people are over 65.
Pooled data from European studies show that
dementia is more common in men than women
and that it approximately doubles in prevalence
with every five years’ increase in age, from 0.4%
in both men and women aged 60 to 64, to 22.1%
in men and 30.8% in women aged 90 and older
(Alzheimer’s Disease International, 2008). The
same data showed an exponential rise in dementia
incidence with age, from 2.4 per 1,000 per year in
people aged 65 to 69, to 70.2 per 1,000 per year
in people aged 90 and older (van der Flier and
Schelten, 2005).
Applying these figures to Devon, and taking into
account projected population ageing, gives the
numbers shown in Table 3.1. Compared with
2006 levels, the prevalence of dementia in 2031
is likely to be 78% higher. An alternative set of
calculations of future dementia prevalence, with
similar results, is contained in Devon County
Council’s and NHS Devon’s Joint Commissioning
Strategy for people with dementia in Devon
(Richards, 2009).
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Table 3.1 Estimates of current and future dementia prevalence for Devon based on likely
population growth
2006

2011

2016

2021

2026

2031

60 to 64

202

231

211

226

249

247

65 to 69

530

651

743

685

734

805

70 to 74

1,069

1,155

1,422

1,626

1,506

1,618

75 to 79

1,809

1,835

2,015

2,495

2,859

2,669

80 to 84

2,915

2,979

3,111

3,477

4,339

4,986

85+

5,196

5,953

6,645

7,416

8,549

10,565

Total

11,720

12,804

14,147

15,924

18,235

20,891

-

9.3%

20.7%

35.9%

55.6%

78.2%

Age group

Increase*

* Increase relative to estimated prevalence in 2006
Source: Devon County Council population projections and Alzheimer’s Disease International (2008) estimates of dementia
prevalence by age group
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3.2 Lifestyle – improving the
health of older people
There are nearly ten million people aged 65 and
older in the United Kingdom and by 2020 one in
five people will be aged 65 or older. In general
terms, health in old age is improving and should
continue to improve, but the transition into later
life can be affected by many different variables,
including physical health, financial security,
societal attitudes, geographical location, access
to support and services, and responsibility for the
care of others (Age Concern England and Mental
Health Foundation, 2004).
Older people will continue to need health and
social care services, with service improvements in
disease prevention, treatment and rehabilitation
being designed to improve their independence
and reducing the need for long-term care. There
is evidence though that many older people face
challenges in addressing loneliness and social
isolation leading to them living with low levels of
life satisfaction and wellbeing (Allen, 2008).

“Most people are living longer than ever
before. In 2007, for the first time in the United
Kingdom there were more people over State
Pension age than children; an ageing society is
no longer coming tomorrow – it is here with us
today.” (HM Government, 2009)
The implications of the demographic reality of
ageing are very much at the centre of the coalition
government’s thinking. While many older people
lead happy, well-balanced and independent lives,
national policy for improving the health of older
people reflects the complex nature of the social,
environmental and economic issues which have
an impact on people’s wellbeing, particularly in
those who are most vulnerable.
Although published over ten years ago, the
National Service Framework for Older People
(Department of Health, 2001) continues to
provide a helpful structure for informing service
commissioning. Standard 8 focused on the
‘promotion of health and active life in older age’,
identifying a range of activities and wider
initiatives designed to tackle the determinants
of health (Table 3.2).

Table 3.2 Activities and initiatives to promote health and active life in older age
Activities
Access to mainstream health promotion and
disease prevention programmes
Health promotion activities of specific benefit
to older people, tailored where necessary to
reflect cultural diversity

Wider initiatives
Promote the material wellbeing of older people,
for example through providing access to and
advice on benefits
Improve the quality of homes in order to reduce
fuel poverty, prevent ill health and accidents

Wider initiatives involving a multi-sectional
approach to promoting health, independence
and wellbeing in older age

Promote mobility and social contacts, in
particular policies to reduce the fear of crime
and violence

Increase physical activity

Develop high-quality, accessible and affordable
public transport

Improved diet and nutrition
Immunisation and management programmes
for influenza
Strategies for falls prevention

Further develop road safety for older people
Develop policies which reduce disability and
ameliorate its consequences in older people,
particularly those living alone

Source: Department of Health, 2001
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Subsequent public health strategies emphasise the
life-course approach and benefits for life expectancy
and an individual’s health and wellbeing that can
be achieved by coordinated multi-agency activities
(Department of Health, 2004 and 2010a). The
future impact of the demographic changes on
individuals, families, businesses, public services
and communities are highlighted in the Labour
government’s strategy “Building a Society for All
Ages” (Department of Work and Pensions, 2009)
which included objectives to:
improve the quality of life for older people
create a vision for the future, where old age
is not viewed as a time for dependency and
exclusion but works to establish a true society
for all ages
encourage employers to tap into the
experience and expertise of older workers and
to provide more flexible opportunities
improve financial support through changes to
pensions
provide preventive services for conditions which
often affect older people (foot problems, falls,
incontinence, depression and arthritis)
support neighbourhoods and communities to
integrate and make best use of older residents’
expertise
More recently, the value of promoting positive
emotional wellbeing for older people has been
prioritised in “New horizons: confident
communities, brighter futures” (Department
of Health, 2010b), with key elements in the
overall vision being:
everyone will understand why good mental
health is important and know what to do to
help their own mental health
a person’s physical health and their mental
health will be equally important to health
services
older people with mental health problems will
be treated with the same respect as younger
people
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This vision has been reinforced in the coalition’s
strategy “No health without mental health: a
cross-government mental health outcomes strategy
for people of all ages” (Department of Health,
2011) which recognises that there is much that
can be done to protect and promote wellbeing
and resilience through our early years, into adulthood
and then on to a healthy old age. The reforms to
the social care system, outlined in “A vision for
adult social care: capable communities and
active citizens” (Department of Health, 2010c) are
aligned to the other health and wellbeing related
policies, particularly in relation to the principle of
‘prevention where empowered people and strong
communities will work together to maintain
independence and promote wellbeing’.
Three sources of evidence have informed this
section, again acknowledging that positive mental
health is fundamental to maintaining good health
in older age.
In 2006 an independent United Kingdom enquiry
into mental health and wellbeing in later life
(Age Concern and the Mental Health Foundation,
2006) identified five main factors which have an
impact upon older people’s mental health and
wellbeing: discrimination, participation in meaningful
activity, relationships, physical health and poverty.
The recommendations of this report also
concluded that local-level action will make the
most difference and recommended that healthy
ageing programmes should be established.
In 2008 the National Institute for Health and
Clinical Excellence (NICE) undertook an
analysis of the evidence base for promoting
positive mental health for older people and
specified the following objectives:
increase older people’s knowledge and
understanding of:
meeting or maintaining healthcare needs
(for example, eye, hearing and foot care)
nutrition (for example, healthy eating on a
budget)
personal care (for example, shopping,
laundry, keeping warm)

staying active and increasing daily mobility
getting information on accessing services
and benefits
home and community safety
using local transport schemes
provide tailored exercise and physical activity
sessions
commission ‘Walking for Health’ schemes
provide training for commissioners and
providers on the needs of older people in
relation to health and wellbeing
While the work undertaken within the remit of
New Horizons (Department of Health, 2010b)
prioritised ‘healthy later years’, the interventions
that particularly help to maintain mental health
in later years are: reducing poverty, being active,
keeping warm, lifelong learning and social
connections and community engagement, such
as volunteering.
In 2008, as part of the production of the Ageing
Well in Devon Strategy (Devon County Council
and NHS Devon, 2008), a wide-ranging
consultation was undertaken with older people
that identified these priority aims:
making a positive contribution
having financial stability and security
having an accessible environment and good
accessibility to all aspects of community life
physical, mental and emotional health and
wellbeing
The Ageing Well in Devon Strategy is currently
being reviewed and updated and will be released
later in 2011.
Older people make up the largest group of people
living in poverty in rural Devon. The Rural Health
and Wellbeing in Devon Strategy 2010-13
(NHS Devon and Devon County Council, 2010)
provides a comprehensive analysis of issues which
have an impact upon the physical and mental
health of people living in rural areas. These
include:

susceptibility to bereavement, loss of independent
transport, lack of mobility, loneliness and social
exclusion are exacerbated in rural areas due
to poor public transport, isolation and lack of
extended family, which can impact on physical
and mental health
the risk of social exclusion increases with age
but is pronounced among those aged 80 years
and older
older people in rural areas (particularly those
on low incomes) are generally disadvantaged in
terms of service provision compared with their
urban counterparts, particularly with regards to
accessing GPs, dentists, hospitals, social care,
post offices and local shops
those on low income and those aged over
80 are significantly more likely to report poor
access, and as a consequence may not attend
surgeries and hospitals when they should
due to the ageing population, there are high
rates of long-term limiting illness and multiple
chronic conditions
mental health problems affect a significant
minority of older people in rural areas, yet they
are more likely to be misdiagnosed and
neglected at primary care level
rates of depression, stroke, falls and dementia
are projected to increase by 50 to 60% in rural
areas compared with increases of 34 to 42%
in urban areas
older people in rural areas are more likely to
report living in ‘non-decent’ homes, such as
those which do not meet the government’s
statutory minimum standards
the rates of older people households in fuel
poverty has shown the greatest growth among
older people households in the most rural areas
– this is largely due to poor insulation and the
fact that fewer homes have mains gas thereby
requiring more expensive forms of heating
In summary, the evidence shows that a coordinated
approach which addresses some of the wider
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determinants of health, for example housing,
income, meaningful employment and access to
services alongside opportunities to be physically
active, eat healthily and interact socially all have
positive impacts on older people’s health and
wellbeing. People who are physically active, eat
well and maintain a healthy weight are less likely
to get heart disease, diabetes and certain cancers

or have a stroke. Being physically active can also
be good for mood, energy and self-confidence.
The geography of Devon and the relative sparcity
of the population, particularly in rural areas,
present particular challenges when designing
and delivering a comprehensive range of lifestyle
interventions.
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3.3 Promoting independence
and wellbeing
The current vision for the promotion of health
and wellbeing has been set by the government
through reforms to the system of social care.
The changes will seek to make services more
personalised, more preventive and more
focused on delivering the best outcomes for
people. Within Devon “The prevention strategy –
promoting independence and wellbeing” (Devon
County Council and NHS Devon, 2011) has been
produced to set out the shared approach across
organisations to deliver services to an ageing and
often geographically widespread population.
It has been recognised that to promote
independence and wellbeing there needs to be:
“.... a strategic shift in resources and culture
from intervention at the point of crisis towards
prevention and early intervention, focusing
on promoting independence and improved
wellbeing in line with the needs of the local
population, reaching out to those at risk of poor
outcomes.” (Department of Health, 2008).
This shift is supported by the coalition government’s
recent national “Vision for adult social care:
capable communities and active citizens”
(Department of Health, 2010a) document, the
“Healthy Lives, Healthy People: our strategy for
public health in England” Public Health White
Paper (Department of Health, 2010b) and the
related outcomes framework document
(Department of Health, 2010c) which gives
a clear focus on achieving positive outcomes
for people.
The Devon prevention strategy is underpinned
by a robust review of international and national
evidence (Lang, 2010). It is based on a framework
that identifies approaches which aim to reduce
vulnerability in the general population,
complemented by effective interventions to
promote independence and then to reduce high
dependency. Figure 3.2 shows an analysis of the
various stages of dependence and the potential
contribution of different interventions.

The change in the age structure of Devon’s
population over the next few years will have an
effect on Devon’s care burden, markedly higher
than that which would be associated with a
simple rise in population. The numbers of
people with limiting long-term conditions and
with dementia are predicted to grow rapidly and
imply marked rises in the level of dependency
within the population. Devon therefore faces
a major issue with the increasing percentage of
older people within the overall population and the
challenge to services that will arise alongside a
reduction in the growth of public funding for
health and social care.
The main focus for future services needs to be on:
promoting volunteering and community
empowerment: where volunteering involves
working without payment, typically towards
some social, political or cultural cause and
social networks are links between interest
groups or people in local communities which
strengthen relationships between, and support
to, individuals
reducing falls and preventing fractures:
where falls prevention involves interventions or
packages of interventions intended to reduce
falls and fall-related harm. The prevention may
be primary (intended to prevent falls and
fall-related harm in those who have never
fallen) or secondary (intended to prevent
further falls and related harm in those who
have previously fallen)
promoting Assistive Technologies: where
Assistive Technology can be defined as any
item, piece of equipment, product or system
that is used to increase, maintain or improve
the functional capabilities and independence
of people with cognitive, physical or
communication difficulties
developing reablement services and
enabling approaches: where reablement
involves services for people with poor physical
or mental health that help them accommodate
their illness by learning or relearning daily living
skills. It is different from rehabilitation, which
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involves services for people with poor physical
or mental health to help them get better

maximise independence and enable individuals
to live in their own homes

implementing self-care: where self-care
involves people who are at a higher risk of
ill health in learning how to cope with their
symptoms, for example by receiving
information or advice or involvement in health
promotion programmes, and therefore
reducing the risk of needing healthcare and
treatment

investing in extra care housing and
community housing options: where
extra-care housing is an extension of sheltered
housing that aims to meet the housing, care
and support needs of older people, while
helping them to maintain their independence
in their own private accommodation. The
qualifying age for entry may be below 65 years
of age but most entrants are older than this.
Extra-care housing offers support and care to
residents for 24 hours a day, and has been
viewed as a possible alternative to moving into
a care home

delivering intermediate care: where
intermediate care is provided to individuals
who would otherwise face long hospital stays
or be referred to inpatient care inappropriately.
It involves individualised care intended to

Figure 3.2 System-level overview of flows between stages of dependence showing the
potential contribution of different interventions
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Source: Lang, 2010
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The future commissioning of services will need to
ensure that:
work is focused on helping people to maintain
their independence and wellbeing through
working and consulting with them
through joined-up early intervention, more
people are helped to avoid a crisis that could
lead to unnecessary admission to hospital or
longer-term care

This approach will deliver improved outcomes by
aligning preventive services to the joint strategy
and in so doing will:
demonstrate the success of investment in
prevention to inform ongoing financial
planning decisions
ensure effective joint working across the whole
system and make the most effective use of
investments in preventive services by
maximising their impact
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3.4 Access to services
A major focus of public health work is to ensure
that people have access to health services relative
to their health needs rather than their age or
other characteristics. Accident and Emergency
(A&E) departments deal with a high volume of
healthcare contacts, with 255,000 attendances
in 2010 for Devon residents, including 62,000
for those aged 65 or over. National work has
suggested that A&E waiting times are longer for
older age groups and should be monitored locally
(Centre for Policy on Ageing, 2009).
The persistence of age discrimination as an issue
in healthcare has been highlighted by a recent
review of the evidence (Carruthers and Ormondroyd,
2009). This review suggested the need for a
focus on age discrimination at a local level, with
local audit and planning processes to identify and
address age discrimination. It also highlighted
average waiting times in A&E for over 65s, which
measure the time between arrival and discharge,
as a potential indicator to be used in the
monitoring of age discrimination in healthcare.

(Table 3.3). The literature review was inconclusive
on whether this constituted age discrimination, as
many older patients are admitted as inpatients or
need further tests, which would increase the wait
time. As the measure looks at the total time spent
in A&E, complexity of case can also be a factor.
Table 3.3 National average A&E waiting
time by age group, 2001
Age group

Average wait (hrs: mins)

<16
16-39
40-59
60-69
70-79
80+

1:40
2:50
3:41
4:53
4:22
4:34

Total

3:35

Source: Association of Community Health Councils for
England and Wales, 2001 cited by Centre for Policy on
Ageing, 2009

Figure 3.3 shows age-specific A&E attendance
rates for Devon, by deprivation, highlighting that
attendances are as frequent in older age groups as
A literature review of ageism and age
in children, increasing rapidly from the age of 60
discrimination in secondary healthcare in the
onwards. Attendances are also increasingly likely
United Kingdom highlighted that A&E waiting
in more deprived areas at all ages, highlighting
times increased with age, with those aged 60 and the impacts of both social deprivation and age on
over waiting longer than any other age group
attendance rates.
Figure 3.3 A&E Attendances per 100,000 population by age and deprivation, Devon, 2010
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Figure 3.4 displays the percentage of each age
group in each waiting time duration band, which
reveals that older age groups have a much higher
proportion of waits above three hours, and a
much smaller proportion of waits of less than one
hour.
Table 3.4 provides average waiting times in A&E
by age group, including further breakdowns by
attendance type. This reveals that average
durations in A&E are longer for older age groups.

Part of this pattern, as predicted in the Centre for
Policy on Ageing review (2009), is due to greater
complexity in older patients, as a much higher
proportion of older attendees are admitted to a
hospital bed for which waiting times are longer
for all ages. However, when different attendance
types are considered separately, waiting time
durations are still longer for older age groups,
such as the average duration of just under two
hours where no detailed investigation is required.

Figure 3.4 A&E waiting times by age and duration of wait, Devon, 2010
60%
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Source: Secondary Uses Service, Commissioning Dataset, National Health Service, Crown Copyright 2011

Table 3.4 Devon average A&E waiting time (hours:minutes) by age group and attendance
type, 2010
All attendances

No detailed investigation

Admitted

Discharged

00 to 15

1:51

1:28

3:03

2:05

16 to 39

1:50

1:09

3:18

2:07

40 to 59

2:05

1:14

3:23

2:11

60 to 69

2:25

1:24

3:21

2:19

70 to 79

2:43

1:31

3:23

2:27

80 and over

3:07

1:52

3:30

2:42

Grand Total

2:09

1:19

3:21

2:12

Age group

Source: Secondary Uses Service, Commissioning Dataset, National Health Service, Crown Copyright 2011
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3.5 Dementia care
‘Dementia’ is a term used to describe a syndrome
that may be caused by a number of illnesses in
which there is progressive decline in multiple areas
of function, including memory, reasoning,
communication skills and the ability to carry out
daily activities. Individuals may also develop
behavioural and psychological symptoms in
dementia (BPSD), such as agitation, aggression,
wandering, shouting, repeated questioning, sleep
disturbance, depression and psychosis.
In 2009, the Department of Health set out a
National Dementia Strategy with the aim that all
people with dementia and their carers should live
well with dementia. This report estimated that
there are approximately 700,000 people with
dementia in the United Kingdom, doubling to 1.4
million within 30 years. It was acknowledged that
although dementia can have profoundly
negative effects on all involved, it is also clear that
there is much that can be done to improve and
maintain quality of life in dementia. It was stated
that “positive input from health and social care
services and from the third sector and carers of
people with dementia can make all the difference
between living well with dementia and having a
poor quality of life” (Department of Health, 2009a).
In addition to the framework provided by the
National Dementia Strategy, the Department of
Health published the “Time for Action Report”
(2009b) which was specifically focused on the use
of anti-psychotic medication for people with
dementia. It stated that reducing the use of
anti-psychotic drugs for people with dementia
and assuring good practice when needed should
be made a clinical governance priority across the
NHS, and the findings and recommendations
should be taken into account by primary care
trusts and all other relevant organisations.
It stated that anti-psychotic medications are
being prescribed to deal with behavioural and
psychological symptoms in dementia rather than
just for psychosis. These drugs have a limited
positive effect in treating these symptoms but can
cause significant harm to people with dementia.
Some people do benefit from these medications
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but it appears that they are too often used as
a first-line response to behavioural difficulty in
dementia, rather than as a considered second-line
treatment when other non-pharmacological
approaches have failed. The Time for Action
Report identified limited benefits and significant
harms in treating behavioural symptoms of dementia
with anti-psychotics. It estimates that of the 180,000
people with dementia treated with anti-psychotics
by the NHS each year, up to 36,000 may derive
some benefit. It is estimated that about twothirds of anti-psychotic prescribing in dementia
would be unnecessary if appropriate support for
managing behavioural problems were available.
All clinical decisions to prescribe anti-psychotic
drugs to people with dementia should be taken
on the best evidence available, with proper
regard to existing National Institute for Health and
Clinical Excellence (NICE) guidance. This guidance
makes clear that people with dementia should be
offered anti-psychotics only if they are severely
distressed or there is an immediate risk of harm to
the individual or others (NICE, 2006).
The management and treatment of patients with
dementia is an area of focus for NHS Devon,
and nationally, as the report highlighted that the
systems currently in place to manage behavioural
problems in dementia have grown by chance
rather than by specific planning or commissioning
and current systems appear to deliver a largely
anti-psychotic-based response.
Applying the nationally accepted prevalence rates
for dementia to Devon’s 2011 population figures
shows that there are an estimated 12,804 people
with dementia – this gives an overall prevalence
rate in the 65 and over population of 7.5%. Data
shows that Eastern Devon has the highest number
of people affected with dementia (Joint Strategic
Needs Assessment, 2009).
The prescribing of anti-psychotic drugs to dementia
patients, particularly in care homes, was highlighted
locally in the update to the Joint Commissioning
Strategy for People with Dementia in Devon,
2009-13 (NHS Devon and Devon County Council,
2009), which was in response to the National
Dementia Strategy (Department of Health, 2009c).

During 2010-11, NHS Devon undertook an audit
of dementia within primary care to analyse local
practice in the prescribing of anti-psychotic drugs
to patients with dementia following national
concerns on the over-prescribing of these drugs.
It also sought to look more generally at the
management and treatment of patients with
dementia and the use of acetylcholinesterase
inhibitors for the treatment of Alzheimer’s disease,
in line with NICE recommendations (NICE, 2007).
The audit found that 89% of patients have had
a dementia assessment. This did not in all cases
explicitly establish factors that may generate,
aggravate or improve the patient’s behaviour.
Some difficulties arose in completing the audit
where the patient had been diagnosed in another
area, or where the assessment was undertaken
in secondary care due to lack of access to notes
regarding risk assessment or stroke discussion,
for example.
Fifty-two per cent of patients had a care plan
– which in eight out of ten cases addressed
challenging behaviour. Problems were highlighted
arising from diagnosis/medication having been
initiated elsewhere. It was reported that care
plans from secondary care are not routinely
shared with the patient’s general practitioner.
Seventy-three per cent of patients who were
prescribed anti-psychotic drugs had mild to
moderate symptoms at initiation. There was
a lack of evidence that the effect of co-morbid
conditions and cerebrovascular risk factors were
considered, and a risk-benefit analysis was
undertaken prior to prescribing. It was stated that
although the notes may not always specifically
document this, risk factors are considered and
discussed prior to all prescribing, and the patient’s
best interests are always paramount.
There was a particular lack of evidence that the
increased risk of stroke and possible adverse effects
on cognition were discussed before prescribing
anti-psychotics. It was noted that discussion of
the risk of stroke can be difficult as patients often
then become frightened of the medication. There
was evidence of ongoing review every 12 weeks
for 47% of patients taking anti-psychotics.
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Eighty-one per cent of patients with Alzheimer’s
disease prescribed acetylcholinesterase inhibitors
had an initial mini-mental state examination score
which indicated moderate or mild severity of
disease. The accessibility of mini-mental state
examination scores was identified as an issue.
This is often not recorded in either GP or
secondary care notes, or included routinely in
follow-up/discharge letters.
As a result of the audit, participating GP practices
produced individual action plans to address any
issues arising within their local practice. This was
in addition to the development of an action plan
arising from the cumulative audit results.
The audit prompted assessment of behavioural
factors to be incorporated into a structured
dementia review process/template and ensuring
that there is a regular system of recall and review
for dementia patients taking anti-psychotic drugs.
It also highlighted the need for more consistent
and reliable coding of dementia patients in primary
care and prompted consideration and awareness
of the NICE recommendations, Map of Medicine
pathways, National Prescribing Centre patient
decision aid on anti-psychotics, and local prescribing
and shared care guidelines. In addition, the NHS

Devon GP dementia lead is running a GP dementia
education seminar series, including discussion of
the use and monitoring of anti-psychotic drugs
and acetylcholinesterase inhibitors.
A key element which was highlighted was the
need to ensure good secondary to primary care
communication with dementia patients, for
example, in terms of clarity of diagnosis, defined
results (such as cognitive test results), sharing of
care plans, when follow-up is required and who
undertakes this follow-up. This is being addressed
through the development of secondary care
diagnostic pathways.
Besides highlighting where improvements can be
made to ensure best care for dementia patients,
the audit emphasised areas of good practice. It
was encouragingly reported that many patients
with dementia are not being prescribed either
anti-psychotic drugs or acetylcholinesterase
inhibitors but are being well managed through
general support and risk management. It has also
elevated the topic of dementia locally, for example,
prompting greater awareness of problems
when initiating medication, ensuring better
documentation of discussions, and consolidating
medical records and dementia registers.
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health – five health messages; a clinically
validated screen for depression; checks on
whether health screening or routine
appointments were being kept; a vascular
health check; and a review of medicine use

Carers provide support for large parts of the
population and supporting them is recognised as
a priority for the government and the Department
of Health (2010). Almost 31% of carers in Devon
are over 65 years of age and just over 4% are over
85. From November 2009 to April 2011, NHS
Devon and Devon County Council collaborated
with GP practices, pharmacies, complex care
teams and the community and voluntary sector
to deliver 3,029 health and wellbeing checks for
carers. An account of some early impacts and
learning is described here; a full local and national
evaluation will be available in September 2011.

wider determinants of health – health and
safety in the home and advice on benefits
carer willingness to undertake care and needs
related to caring tasks – for example, learning,
equipment
carer preferences for work, education and
leisure

In Devon, 2,820 initial checks for adult carers were
carried out. Of the 105 annual follow-ups carried
out, 62 were for people aged 65 or over. Almost
half of the carers who had a health and wellbeing
check were aged 65 and over as seen in Figure 3.5
and represented approximately a fifth of all carers
in Devon.
Figure 3.5 Percentage of carers by age group having carers’ checks*

The Carer Health and Wellbeing Check was based
on a self-care approach to allow access to support
and services as needed. Individual carers received
an hour’s consultation with a healthcare professional
covering:

5.8%

0 to 17

0.4%

18 to 24

1.3%

Age

25 to 39

2.9%

40 to 64

4.8%

65 to 74

7.7%

75 to 84

4.6%

85 and over
3.6%

All ages
0%

2%

4%

6%

8%

10%

% of Devon carers

* Estimated using NHS Information Centre Survey of Carers 2009-10 (adults) and 2001 Census (children) age-specific
rates against 2011 Devon population
Source: NHS Information Centre Survey of Carers 2009-10, 2001 Census, NHS Devon/Devon County Council Carers’ Checks
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Who are older carers in Devon caring
for?

How many new carers in Devon are
receiving support?

The ‘population’ of carers who received a health
and wellbeing check were significantly older than
the Devon population as a whole – nearly half
were aged over 65, despite accounting for only
22.6% of the Devon population, and this must be
taken into account when considering the pattern
of caring set out below.

The programme has helped identify extra support
for carers. One of the challenges is that general
practitioners may not recognise the additional
pressures on patients who have caring
responsibilities. As a result of this work, 2,234
carers have been flagged on GP records, and
this represents a 75% increase over the duration
of the project. As well as support coming from
primary care, the project helped signpost carers
to additional services. Over 5,000 referrals were
made which included NHS appointments (30%),
social services or benefits checks (11%),
community and voluntary sector support (45%)
and home safety checks and home handyman
services (14%).

In Devon:
70% of carers looking after a spouse/partner
are aged over 65
55% of carers providing care to a friend are
aged over 65
of carers looking after a parent, 14% are aged
between 65 and 74 and 1% are aged between
75 and 84
of carers looking after a child,15% are aged
between 65 and 74, 6% are aged between 75
and 84, and 2% are aged 85 and over
The percentages of carers aged 65 and over
looking after someone with the following
conditions are:
physical and sensory disabilities – 52%
learning disability – 26%
substance misuse –16%
mental health – 58%
vulnerability – 38%
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The Carers’ Health and Wellbeing Checks
Programme was successful in attracting older
carers and in identifying need for further support.
General practices participating in the programme
improved their identification of carers and
encouraged carers to join Devon Carers Link,
which is the gateway for short breaks and other
carer support services.
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3.7 End of life care
A statement made by Cicely Saunders, founder of
the modern hospice movement, is often used by
people talking about the importance of end of life
care: “How people die remains in the memory of
those who live on.” End of life care refers to
services to support people with advanced,
progressive, incurable illnesses to live as well as
possible until they die. The term encompasses the
supportive and palliative care needs of both
patients and families in the last phase of life and
into bereavement and includes management of
pain and other symptoms and provision of
psychological, social, spiritual and practical support
(National End of Life Care Programme, 2008).
The National End of Life Care Strategy (Department
of Health, 2008) identified a range of necessary
activities: raising the profile of end of life care
and changing societal attitudes to death and
dying; ensuring an integrated approach to
strategic commissioning of end of life care is taken
across health and social care; identifying people
approaching the end of life; advanced care
planning; coordinating care; ensuring rapid
access to care; delivering high-quality services in
all locations; delivering care in the last days of life
and care after death; involving and supporting
carers; providing education, training and
continuing professional development; and
conducting measurement and research.
The 2011-12 NHS Operating Framework
(Department of Health, 2010) stated that the NHS
should continue to ensure implementation of the
End of Life Care Strategy. This includes promoting
high-quality care and working to offer patients the
choice of where to be cared for as they approach
the end of life, and where to die, regardless of
their condition. It also involves ensuring staff are
adequately trained in understanding and providing
end of life care, including using the e-learning
modules available as part of blended learning.

excellent medical diagnosis and treatment, prevention
of overwhelming symptoms, continuity and
comprehensiveness of care, advance care
planning, patient-centred decisions, and support
for carers” (Lynn, 2008). These aspects of care are
sometimes better provided for people dying from
cancer than from other conditions and is
challenging because of the differing patient
trajectories associated with different conditions –
short decline in the case of cancer, periodic
exacerbations and sudden death in organ failure,
and longer decline in the case of physical or
cognitive frailty (Murray, 2008). Quality
improvement in end of life care needs clear goals,
appropriate teams, means of assessing progress
and improvements, and the embedding of
improved processes in practice (Lynn, 2002).
There is evidence that patients who receive early
palliative care have less aggressive care at the end
of life but survive longer with better quality of
life and fewer depressive symptoms – timely
intervention is essential (Temel et al, 2010).
Around 8,200 people die in Devon every year: of
this total, around 49% die in hospital (compared
with an English average of 58% dying in hospital),
20% die at home (compared with 19% nationally),
24% die in a nursing or residential home (16%
nationally) and the rest die in a hospice (6%) or
elsewhere. The proportion dying in a hospice has
increased over the past few years (Figure 3.6). Of
the 8,200 deaths every year, around 60% are in
people aged 80 or older and the changing
population profile of Devon (see Section 3.1)
means there is likely to be a growth in the number
of deaths each year.

Central to improving end of life care is improving
quality of care: “To live well in the time left to
them, patients with fatal chronic conditions need
confidence that their healthcare system ensures
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Figure 3.6 Proportion of deaths in Devon taking place in hospice, 1994 to 2009
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The likelihood of dying in hospital varies widely
in relation to cause of death: more than
three-quarters of people whose primary cause of
death is related to the digestive system die
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in hospital, but less than half of those for whom
the primary cause of death is related to the
nervous system or a mental or behavioural
condition die in hospital.
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targeting fuel poverty interventions at the
most vulnerable older people

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”.
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.
3.4 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 A needs assessment on end of life care in
Devon is required to complement the joint NHS
Devon and Devon County Council end of life
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
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.”
(National End of Life Care Programme, 2009)
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4. Devon’s Joint Strategic Needs
Assessment
4.1 Overview and main
recommendations
Background
The Joint Strategic Needs Assessment (JSNA) is
a process that identifies the current and future
health and wellbeing needs of a local population,
informing priorities and targets, and leading to
agreed evidence-based commissioning priorities
that will improve outcomes and reduce health
inequalities.
The Local Government and Public Involvement in
Health Act 2007 specified that local authorities
and primary care trusts should produce a Joint
Strategic Needs Assessment of the health and
wellbeing of the local community. The duty
commenced on 1 April 2008.
The role of the JSNA was reinforced in the “Equity
and Excellence: Liberating the NHS” White Paper,
which proposed that local authorities should be
responsible for leading JSNAs and promoting
collaboration on local commissioning plans
(Department of Health, 2010).
This role was outlined in more detail in the
“Healthy Lives, Healthy People: our strategy for
public health in England” White Paper, which
placed the process at the centre of commissioning
and partnership processes, stating that GP consortia
and local authorities would have an ‘equal and
explicit obligation’ to prepare JSNAs, which would
underpin the actions of the Health and Wellbeing
Board and inform the joint Health and Wellbeing
Strategy prepared by the Board (Department of
Health, 2010).
In March 2011, the Local Government Improvement
and Development Team published the toolkit
document “Joint Strategic Needs Assessment:
A springboard for action”, which set out the
components of an effective JSNA. This highlighted
the need for strong partnerships and leadership
coordinating the JSNA, alongside identifying the
scope of contributions from district councils,
community and voluntary sector organisations
and other agencies, and achieving a balance
between quantitative evidence and local views.

62

The toolkit also indicated that an effective JSNA
would include information on population, social
characteristics, place, lifestyles, patterns of
need, service access and utilisation, evidence of
effectiveness and community perspectives
(Local Government Development and
Improvement, 2011).

Developments in Devon
Alongside these national changes to the role of
the JSNA, work has been ongoing to strengthen
the process in Devon.
In 2010, the Public Health Directorate and JSNA
Steering Group undertook a review of the
process in Devon and made recommendations
about future improvements. This review led to a
number of recommendations including: setting up
a dedicated website; introducing a uniform format
for topic information, including evidence of
effectiveness, strategy links, provision and
commissioning recommendations; providing links
to datasets and detailed assessments for further
information; and creating a library of needs
assessments, reviews and other relevant
documents. This review also emphasised the need
to gather information from a wider range of
agencies and ensure that the views and
contributions of the community and voluntary
sector organisations were well represented.
The website www.devonhealthandwellbeing.org.uk
will be launched later in 2011 and includes a
range of health and wellbeing topic pages,
community health and wellbeing profiles,
an overview of the county in 2011 and
recommendations for commissioning. It also
contains information about current health and
wellbeing partnerships, Annual Public Health
Reports, and a wide array of different needs
assessments, strategies and other documents,
improving access to health intelligence and making
commissioning information publicly accessible.
The membership of the JSNA Steering Group has
also been expanded over recent months to include
a wide range of different agencies and ensure that
the JSNA makes best possible use of available
intelligence across all partner organisations. A

Devon Health and Wellbeing website homepage Health equity audits are another form of assessment,
which consider whether the use of particular
services or interventions are consistent with
the needs of the population and whether some
groups have better or worse access. Recent
work in Devon on the use of statins to treat
hypercholesterolaemia (Section 4.4) has
highlighted that statin use in Devon is broadly
consistent with need, with no evidence of poorer
access in more deprived areas. The framework
used in this assessment has been developed in
such a way that equity of access to services can
be reviewed routinely as new data becomes
available.

JSNA Development Group has also been set up
to inform the future development of the process,
and through the central involvement of voluntary
and community sector organisations ensure that
the views and experiences of Devon’s communities
are represented.

Recent assessments
The Devon Health and Wellbeing website is
designed to be a versatile and dynamic tool to
disseminate the JSNA, underpinned by detailed
needs assessments, equity audits, strategies and
wider intelligence. The rest of this chapter covers
some of the detailed assessments which have
taken place in 2010-11, presenting their main
findings and recommendations.
This included in-depth Joint Strategic Needs
Assessments on particular topics where coordination
across agencies is vital. The Safeguarding Children
Joint Strategic Needs Assessment (Section 4.2)
highlighted the importance of strong leadership,
shared intelligence and joint commissioning
arrangements. The Sexual Violence and Domestic
Abuse Joint Strategic Needs Assessment (Section
4.3) detailed the complex relationship between
mental health, emotional wellbeing and abuse,
emphasising the importance of building
partnerships and improving access to services.

Health needs assessments look in detail at the
health needs associated with particular groups, or
health-related topics, and make recommendations
about how these needs can be addressed. The
recent health needs assessments for housing and
homelessness (Section 4.5) highlight the impact
that poor housing and limited access to
accommodation have on physical and mental
health, the extra pressures generated by
population growth and accommodation costs in
Devon, as well as the need for detailed strategies
for both topics.
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4.2 Safeguarding children
Safeguarding and promoting the welfare of
children is the process of protecting children from
abuse or neglect, preventing impairment of their
health and development, and ensuring they are
growing up in circumstances consistent with the
provision of safe and effective care. This is
undertaken so as to enable children to have
optimum life chances and enter adulthood
successfully.
Safeguarding children is everyone’s responsibility.
All people who come into contact with children
and young people have a duty to safeguard and
promote their welfare and they should know what
to do if they have any concerns.
In March 2010, the government published an
updated version of “Working together to
safeguard children”. The statutory guidance
sets out how organisations and individuals should
work together to safeguard and promote the
welfare of children and young people in
accordance with the Children Act 1989 and
the Children Act 2004.
Professor Eileen Munro was commissioned in
June 2010 by the new government to conduct
an independent review of child protection in
England. The final report was published in May
2011 (Department for Education, 2011) and
included a set of recommendations to reform the
child protection system in England. While the
recommendations are yet to be agreed by the
government, they include a recommendation
that Local Safeguarding Children Boards should
take into account local needs while assessing the
effectiveness of the help provided to children and
families, and the effectiveness of multi-agency
training to safeguard and promote the welfare
of children and young people.
There is strong evidence from Serious Case
Reviews to suggest that there is an association
between harm to children and those families
where the adult(s) has(ve) a mental health,
learning disability, drugs and/or alcohol problem
and issues of domestic violence abuse exist.
Children living in families where a parent is a
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problematic drinker are at greater risk of
experiencing domestic violence and foetal
alcohol syndrome. Those who experience abuse
or neglect because of parental substance misuse
may go on to experience long-term developmental
problems and poorer outcomes.
Serious Case Reviews also identify that unfortunately
some children do fall through the child protection
net, with reviews often citing issues such as poor
inter-agency communication, lack of information
sharing, poor record keeping and different
thresholds of risk as areas of weakness.
To better understand the child safeguarding needs
within Devon, the Devon Local Safeguarding
Board agreed to undertake a Joint Strategic Needs
Assessment specifically focusing on safeguarding
children, with a view that the findings would influence the future strategy of the Board.
The Safeguarding Children Joint Strategic Needs
Assessment (Tolley, 2010) was published following
input from all of the key partners from the Devon
Local Safeguarding Board.
The assessment explored both the needs of
children and young people, as well as those

adults in circumstances where the risk of harm
to children and young people may be increased.
It also provides a detailed demographic profile of
children and young people in Devon, identifies risk
factors experienced by adults and the importance
of helping all children and young people stay safe,
with a particular emphasis on protecting vulnerable
children and young people and responding to
children who have been harmed. The Devon
Safeguarding Children Board incorporated the
recommendations of the Joint Strategic Needs
Assessment into an action plan which forms part
of the Devon Safeguarding Children Board’s
2010-11 business plan (www.dscb.info).
The recommendations cover the need to:
provide strong strategic leadership
improve intelligence

4.3 Sexual violence and
domestic abuse
Sexual violence and domestic abuse have an
impact upon men, women, children and families.
There is a critical relationship between health and
wellbeing and domestic and sexual violence and
abuse. Victims often suffer a series of injuries,
both physical and mental. Perpetrators have a
high incidence of mental health problems and of
substance misuse.
Women are disproportionately high victims of this
crime with the British Crime Survey indicating that
one in four women and one in six men will be a
victim of domestic violence during their lifetime,
with women at greater risk of repeat victimisation,
serious injury and fear (Walby and Allen, 2004).
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The Violence against Women and Girls Strategy
(2009) remains a priority of the current
government. The responsibility for preventing
domestic and sexual violence and abuse, and
providing care and protecting individuals cuts
across a large number of services, including the
Police and Criminal Justice System, NHS, Children
and Young People’s Services, Adult Social Services,

review commissioning processes, including
strengthening joint commissioning
arrangements between children and adult
services, exploring further opportunities for
joint training, workforce capacity, supervision
and models of interagency working
clarify performance reporting and assurance
arrangements
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housing and the community and voluntary sector.
Therefore it is essential that a coordinated
approach to domestic and sexual violence and
abuse is in place.
It is estimated that 13,972 (7%) women and girls
in Devon between the ages of 16 and 59 years
have been a victim of domestic abuse and 4,657
(2.2%) between the ages of 16 and 59 have been
a victim of sexual assault (Home Office Domestic
Violence Ready Reckoner, 2009). This model does
not account for the victims who are male and/or
aged over 59. We know that a further 122,400
women aged 60 and over are living in Devon.
Assuming the same victimisation levels, a further
8,078 older women could be victims of domestic
abuse.
Latest figures from Devon and Cornwall Police
show that in Devon (including Torbay) in 2010-11
there were 312 reported sexual violence offences
reported. Of these, 41% of victims were under
17 years of age and 69% were under 25.
In a national study it was reported that 16% of
children under 16 years of age experience sexual
abuse during childhood. For Devon this would
represent 20,000 children.
There were fewer than five incidents of trafficking
for sexual exploitation investigated by Devon in
2009-10, and nationally there has yet to be a
conviction for female genital mutilation since it
was legislated against in 1985.
Domestic violence accounted for 24.1% of
violent crime in Devon in 2010. Nationally 35%
of homicides are related to domestic violence,
with 130 women and 30 men killed each year,
while in Devon 17% of homicides were domestic
in the last five years. In Devon an average of 750
reports of domestic violence are received by Devon
and Cornwall Police each month. This figure
represents only a small proportion of incidents, as
on average there are 35 domestic violence assaults
before a victim calls the police (Povey et al, 2008),
leading to large discrepancies between estimated
victimisation rates and reported crime levels.
Domestic and sexual violence or abuse can be
frequent and persistent with the highest repeat
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victimisation of any crime. Children and young
people are often present or in close proximity to
incidents. In 2010, 783 cases (assessed to be at
very high risk) were taken to Multi-agency Risk
Assessment Conferences (MARACs) in Devon. Of
these, 16% were repeat attendances. There were
960 children and young people associated with
these cases. In Devon, 65% of children on a child
protection plan are living in a household with
past or ongoing domestic violence. There were
children present at 47% of domestic violence
incidents attended by Devon and Cornwall Police
in 2009-10.
The number of perpetrators of domestic abuse in
Devon is unknown. In 2009-10, there were 935
convictions for domestic abuse crimes in Specialist
Domestic Violence Courts in Devon. Perpetrators
of domestic violence may have unmet health
needs, particularly in relation to self harm,
including risk of overdosing on drugs and other
mental health needs.
The costs of domestic violence and sexual abuse,
both associated with victims and perpetrators, are
extensive. Home Office research estimates that in
Devon, domestic violence costs statutory agencies
over £70 million a year for those between 16 and
59 years of age (Walby, 2009).
In Devon:
Multi-agency Risk Assessment Conferences
(MARACs) operate monthly across Devon
to ensure that high-risk victims of domestic
violence receive a coordinated response from
agencies
Specialist Domestic Violence Courts (SDVC)
have been established
the Devon and Torbay Sexual Assault Referral
Centre (SARC) has been established in Exeter,
providing immediate physical and
psychological help and support following
a rape or sexual assault
partnerships with community and voluntary
organisations have been formed to promote
services, run education campaigns and provide
training

a Joint Strategic Needs Assessment was
undertaken in 2010 to establish the needs of
the population and make recommendations
about how services could be changed in order
to improve the way those needs are met
Sexual violence and domestic abuse are often
hidden. There is a critical relationship between
mental health and emotional wellbeing and
domestic and sexual violence and abuse.
Mainstreaming commissioning of services to meet
the needs of victims, and indeed perpetrators
rather than individual initiatives, is essential.
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4.4 Statin use for
hypercholesterolaemia
A health equity profile was produced in July 2010
using 2008-09 data to look at primary care
prescribing of statins relative to deprivation.
Health equity profiles consider whether the use of
particular services or interventions are consistent
with the needs of the population and whether
some groups have better or worse access. Health
equity profiles are usually one-off exercises, but
there are benefits to making these approaches a
routine aspect of performance monitoring. With
this in mind, a new framework was devised in
2011 to actively monitor equity of access to statin
therapy so that issues around access could be
continually checked. This broad set of indicators
looked at levels of statin prescribing, management
of coronary heart disease (CHD) and health
outcomes in terms of emergency admissions.
Cardiovascular disease is a collective term for
diseases of the heart and blood vessels. The most
common condition is coronary heart disease and
others include stroke, transient ischaemic attacks
and peripheral arterial disease. Cardiovascular
disease is the main cause of mortality in the
United Kingdom and contributes considerably
to health inequality, with variability between
socio-economic groups (highest in manual
groups), geographical areas (highest in areas of
deprivation), ethnic groups (higher in South Asian
group) and sex (higher in males than females).
Risk factors, such as blood cholesterol levels,
smoking, physical inactivity, obesity, hypertension and diabetes influence the risk of developing
cardiovascular disease, although many of these
can be influenced or controlled. Blood cholesterol
levels can be modified through the use of statin
therapy which can reduce the risk of cardiovascular
events both in primary and secondary prevention.
It is well established that as blood cholesterol
increases so does the risk of cardiovascular
disease. For each mmol per litre rise in total
cholesterol there is an associated 73% increased
risk of experiencing a major coronary event
(Emberson et al, 2003).
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The National Service Framework for coronary
heart disease in 2000 suggested recommended
levels of total cholesterol to be <5mmol/l and lowdensity lipoprotein (LDL) cholesterol <3mmol/l (or
a reduction of total cholesterol (TC) 25% or LDL
30%). These remain current guidelines.

Quality measures of cholesterol testing and
cholesterol levels in primary care do not suggest
a relationship between the quality of primary care
services and need, with broadly consistent
patterns between areas and by practice
deprivation.

There is also strong evidence that in secondary
prevention, statin therapy reduces total and
cardiovascular mortality and morbidity. Each
reduction of 1 mmol/l of LDL cholesterol produces
a reduction in risk of major cardiovascular events
by 23% (Baigent et al, 2005).

The rate of emergency admissions for people with
coronary heart disease relative to list size and
expected prevalence has decreased in recent years,
with a particularly sharp fall between 2007-08 and
2008-09.

National research suggests that the more deprived
an area is, the less likely that general practitioners
record cardiovascular disease, meaning high levels
of ‘unrecorded prevalence’ and ultimately poorer
access to services (Care Quality Commission, 2009).
Local analyses do not correspond with the
relationship between area deprivation and levels
of statin prescribing relative to need suggested by
the Care Quality Commission. This is illustrated in
Figure 4.1 which plots practice deprivation score
against the statin prescribing rate. While this
highlights varying rates by practice, there is no
clear association with deprivation.
Statin use is increasing over time relative to all
available measures of need, with a higher
proportion of appropriate patients receiving statins
in 2009-10 compared with previous years. Some
variations can be seen between different areas
of Devon, with a slower increase in statin use in
North Devon, with the highest levels and largest
increases seen in Exeter, Mid and South Devon.
Around 73% of the expected population with
coronary heart disease in Devon are on a
primary care disease register for the condition,
which aligns with national evidence, suggesting
a small but significant proportion of sufferers are
not known to primary care services. Figure 4.2
highlights that the highest ratio is seen in North
Devon, although the ratio has fallen slightly in
recent years, highlighting the challenge for
primary care disease registers to keep pace with
the changing pattern of the condition and
emergence of new cases.
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Statin use in Devon is broadly consistent with
need, with no evidence of poorer access in more
deprived areas.
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Figure 4.1 Devon GP practices, statins prescribing (average daily quantity) per expected
coronary heart disease prevalence by Index of Multiple Deprivation score, 2009 to 2010
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Figure 4.2: Ratio of reported to expected coronary heart disease prevalence by Devon locality,
2006-07 to 2009-10
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4.5 Housing and homelessness
Housing
The Black Report, published in 1980, placed
particular emphasis on housing as a health
inequality issue and saw decent housing as a
prime requisite for health. The report suggested
multiple housing deprivations pose a health risk
that is of the same magnitude as smoking and,
on average, greater than that posed by excessive
alcohol consumption. Dahlgren and Whitehead
illustrated the importance of housing as a
determinant of health (Figure 4.3).
The “Independent Inquiry into Inequalities in
Health” (Acheson, 1998) reported that people
who are disadvantaged suffer from both a lack of
housing and from poor-quality housing; it also
noted that the fear of crime compounds the social
exclusion of those living in disadvantaged areas
– “The most effective actions to reduce health
inequalities will come through actions within the
social determinants of health.”

More recently, the Marmot Report (2010)
recognised the importance of good-quality
housing and mixed tenure communities in
reducing health inequalities.
Housing that is safe, good quality and affordable
has also been stated as being essential to our
wellbeing, with mental health and housing being
closely interlinked (National Mental Health
Development Unit, 2010).
Appropriate housing is a contributory factor in the
recovery process for people with mental health
or substance misuse problems. Conversely, poor
mental health or substance misuse can often lead
to tenancy breakdowns and, in the case of those
with mental health problems, could precipitate a
hospital admission.

Housing conditions and health
poor housing conditions increase the risk of
severe ill health or disability by up to 25%
during childhood and early adulthood
(Rice, 2006)

Figure 4.3 Wider determinants of health
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excess cold accounted for 36,700 winter
deaths from December 2008 to March 2009.
http://www.statistics.gov.uk/cci/nugget.
asp?id=574
each year almost a million children under the
age of 15 attend hospital following injury in
the home, and three die every week – injury
rates for children in the lowest social class
group are more than three times those of
children in the highest social class (British
Medical Association, 2003)

termed as a ‘residualisation’ effect in the make-up
of social housing tenants; as a group they have
higher rates of unemployment, ill health and
disability than the average for the rest of the
population.
The owner-occupier sector has expanded in the
past 30 years and includes people on low
incomes. The resulting increase in stress due to
mortgage debt, arrears and repossession is
arguably a major public health issue.

people living in overcrowded accommodation
are four times more likely to suffer injury, twice
as likely to die in a fire, and more likely to
experience mental health problems (Reynalds,
2005; Office of the Deputy Prime Minister,
2004; British Medical Association, 2003)

Health inequalities are related to the shortage of
new homes and the affordability of housing in
general. Affordability can lead to poor mental
health; over six million households state that they
are suffering from stress and depression due to
their housing costs, while 14% of households live
in houses that are too small for them.

one in seven children in Britain lives in
overcrowded, dilapidated or temporary
housing, with children living in bad housing
being almost twice as likely to suffer from poor
health (Rice, 2006)

Devon has a higher older population compared
with the national average and a significantly
higher population living in rural areas compared
with the regional and national average; this is
especially true for those aged 50 and over.

those vulnerable groups not in social housing
are more likely to be living in the ‘Private
Rented Sector’ in a home that would be classed
as non-decent, usually due to poor levels of
insulation and heating (Ormandy et al, 2010)
The previous administration stated that everyone
should have the opportunity of living in a ‘decent
home’ and developed the “Decent Homes Standard”.

The Devon Joint Strategic Needs Assessment
(NHS Devon and Devon County Council, 2009)
predicts that Devon’s population will increase from
746,800 in 2008 to 898,500 in 2033. Population
growth is set to be greatest in older age groups.
This includes a 36% increase in those between
the ages of 60 and 74 over the period (137,300
to 187,300) and a 91% increase in those aged 75
and over (80,400 to 153,900).

The Decent Homes Programme (Department of
Communities and Local Government, 2006) set
two targets: that all homes in the social housing
sector should be decent by 2010 and that 70% of
vulnerable households in the private sector should
be in decent accommodation by the same date.

The Strategic Review of Older Persons Housing
and Support Services (Devon County Council,
2008) calculates that by 2020 there will be 17,252
people in Devon who are over 65 years of age and
in need of either appropriate housing or support
services, or both.

As a means of maintaining a detailed picture of
housing conditions in the private sector, private
sector house condition surveys are carried out on
a regular basis by local authorities.

The South West region is estimated to have a
higher than national average of vulnerable
households within the private rented sector at
21.7% (national average 18.2% in 2005). Data
for Devon shows that vulnerable households
account for 19.6% of the population living in
private rented housing stock.

Nearly half of all social housing is now located
in the most deprived fifth of neighbourhoods.
Because of reduced supply, there has been what is
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Fuel poverty in Devon is above the national
average, with one in five rural households classed
as ‘fuel poor’. In recent years there has been a
focus from central government to reduce fuel
poverty by making grants available. However,
increasing fuel prices have meant that numbers in
fuel poverty continue to rise.
Thermal discomfort is the biggest health risk in
terms of decent homes in Devon, while trips and
hazards and overcrowding are also significant
health risk factors.

Housing has long been established as a wider
determinant of health and addressing poor
housing standards of the most vulnerable has a
valuable contribution to make in reducing health
inequalities. This can best be achieved using a
multi-agency approach involving partners across
local authorities, private rented sector, housing
associations, health and social care and the
voluntary and community sector.
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Homelessness
The definition of homeless encompasses those
who are sleeping rough, those living in hostel style
accommodation or receiving support to help them
maintain their own tenancy, those at risk of losing
their accommodation, those staying with friends
or relatives without express permission from the
landlord and those living in squats, tents or
vehicles due to lack of any alternative
accommodation.
The homeless often have a range of complex
needs which make engagement with health,
social and welfare agencies difficult. Historically,

homelessness has been viewed as either the fault
of the individual or due to a lack of resources. It
has traditionally been the responsibility of housing
departments within central and local government.
Recently, however, it has been argued that
homelessness is a complex issue that crosses
departmental boundaries and is everyone’s
responsibility including health, social care, housing,
criminal justice systems and welfare services.
In the autumn of 2010, a total of 270 rough
sleepers were recorded in the South West. This
means that the region has the highest incidence
of rough sleeping per 1,000 households outside
of London (Figure 4.4).

Figure 4.4 Incidence of rough sleepers per 1,000 households

Source: Rough Sleeping Statistics England – autumn 2010, Communities and Local Government, 2011
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Data collected from Supporting People and
outreach services show that there were 336
individuals who slept rough in the NHS Devon
area in 2009-10 (Bennett, 2010). Exeter has the
highest number of reported rough sleepers (Figure
4.5), but data show that it is also a significant
issue in the more rural parts of the county, in
particular North Devon and Torridge. Other
districts do not have specialist outreach services
resulting in the extent of rough sleeping in those
areas remaining unknown.
Rough sleeping is arguably only the tip of the
iceberg. In 2009-10, 1,697 people whose primary
need was homelessness accessed Supporting
People services. Data from Devon Home Choice
shows that there are currently 6,488 people
registered who are sharing facilities with people
with whom they do not wish to be re-accommodated.
These figures give an indication of the levels of
‘hidden homelessness’ in the county.

Health and homelessness
A number of institutional barriers have been
identified as preventing people who are homeless
from accessing both primary and secondary health
and social care. They are 40 times less likely to
be registered with a general practitioner and are
over-reliant upon acute services (Department of
Health: Office of the Chief Analyst, 2010a). There
are also disproportionate levels of substance
misuse and mental ill health among this population
as well as high levels of premature death
(Griffiths, 2003).

Health Needs Assessment
In 2010-11, NHS Devon carried out a homelessness
health needs assessment. A health audit was
conducted to gather local data using a toolkit
devised by Homeless Link http://www.homeless.
org.uk/health-needs-audit.
The audit was carried out by a range of voluntary
sector agencies in the homelessness sector and
supported by the district housing authorities. It
focused on single homeless people rather than
homeless families and a total of 259 respondents
from Exeter, North and South Devon took part.

Main findings of the audit
A far greater proportion of the homeless
population smoke (82%) compared with Devon’s
general population (19.6%). Roughly half of
smokers had been offered smoking cessation
advice or support. Only 4% of respondents
reported eating five or more pieces of fruit and
vegetables per day compared with 31.8% of
Devon’s general population. Higher levels of
general practitioner registration were found
compared with national figures, with 82% of
respondents being permanently registered with
a general practitioner. Despite this, the audit
showed that they were heavy users of emergency
services, with 39% of respondents attending A&E
and 26% using an ambulance at least once in the
last six months. Twenty-seven per cent had been
admitted to hospital at least once. The reasons
for hospital attendance are shown in Figure 4.6.

Figure 4.5 Number of rough sleepers by local authority area, autumn 2010 (all estimates apart
from Exeter which conducted a street count)
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Figure 4.6 Reason for A&E visits and admissions, 2010 to 2011
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The average length of stay was 8.2 days compared
with 2.1 days in the general population.

Physical health problems
The most commonly reported physical health
problems were joint pain and/or muscular
problems (50%), dental problems (43%) and
chest pain and/or breathing problems (38%).
Chronic obstructive pulmonary disease (COPD)
rates within the Clock Tower Surgery for the
homeless population are higher than the Devon
average. The practice population is predominately
aged between 18 and 64, indicating that this
condition is also prevalent in a much younger age
group among this population.

Mental health and substance misuse
Almost half of clients in the audit reported one or
more diagnosed mental health needs and around
a fifth reported a dual diagnosis of mental health
and substance misuse. The audit reported that
43% were using drugs or recovering from a drug
problem, while 37% said they had an alcohol
problem or were recovering from one.

the socially excluded individual but also for the
taxpayer, services and communities who are left to
pick up the pieces.
The coalition government has set up “The
Homelessness Inter-ministerial Working Group”
which has representation from communities and
local government and the Department of Health,
Ministry of Justice, Ministry of Defence, Department
of Work and Pensions, Department of Children
and Families, and the Border Agency. A National
Inclusion Health Board has also been established.
A pilot is underway locally to enhance existing
outreach services in Devon and to scope the
extent of rough sleeping in more rural parts of the
county. Public health is working in partnership
with the district authorities to ensure a holistic
multi-agency response. The ambition is to create a
board comprising key strategic partners to oversee
the pilot and help remove the traditional barriers
to services that this population has faced.

Current developments
The paper “Inclusion Health” (Department of
Health, 2010b) acknowledges that the health
needs of socially excluded groups are often
complex and require a sophisticated response
from a range of services. The costs of failing to
address these health needs are great, not only for
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addressing the lack of synergy between
children’s services and adult’s services
commissioning
using the understanding of the geographical
relationship between deprivation and the
risks of harm
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)
4.2 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 Heath Needs Assessment.
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.
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5.1 The importance of
evidence-based practice
and policy
The routine incorporation of clinical evidence in
decision making has been viewed as increasingly
important in recent years. This applies equally to
decisions regarding the care of individual patients
and commissioning healthcare at the population
level. Evidence-based healthcare is the conscientious
use of current best evidence in making decisions
about individual patients’ care or delivering health
services (Cochrane, www.thecochranelibrary.com).
In practice, this means combining individual
clinical knowledge with the best available external
clinical evidence from research. This approach has
been differentiated from opinion-based decision
making whereby decisions are based principally
on values and resources (Gray, 1999). The use of
evidence-based practice is increasingly important
due to the ever more complex nature of healthcare
decisions and the escalation in the amount of
potentially important research evidence that
becomes available.
The importance of evidence-based decision
making has been embedded into the expectations
placed on the health service by the NHS
Constitution for England. This states that patients
have the right to drugs and treatments that have
been recommended by the National Institute for
Health and Clinical Excellence (NICE) for use in
the NHS where this is clinically appropriate for
them. They also have a right to expect local
decisions on funding of other drugs and
treatments to be made rationally following a
proper consideration of the evidence (Department
of Health, 2010).
Aside from this, there is a moral obligation that
decisions to apply public funds are made in ways
that seek to achieve defined outcomes and
consider the efficiency of the use of resources.
The challenges posed by demographic change will
make the application of rational process in the
allocation of funds of crucial importance over the
coming years.
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The scope of evidence-based practice is
considerable. It covers drug treatments, surgical
procedures, medical devices as well as healthcare
process organisation. At the core of evidencebased practice and policy making is the
incorporation into decision making of knowledge
gained from scientific study following systematic
identification and appraisal of research evidence.
This approach can be broken down into distinct
stages (Sacket, 2000):
clarifying the issues relevant to the decision
problem into one or more clearly answerable
questions
conducting a systematic search of the
literature, usually using a number of specialist
databases of medical research reports
assessing the methodological quality of the
research to form a judgement on the reliability
of its findings, estimates of the size of effect
of the intervention, and the applicability of the
evidence to the healthcare problem that
is encountered
integrating the findings from this critical
appraisal with clinical expertise and the values
of patients and society
Such an approach may be implemented at the
level of decision making for the care of an
individual or when making policy decisions
concerning the provision of services for a
population.
A variety of resources are available to support
evidence-based decision making. The evidencebased approach places greater value on findings
from research studies which are more likely to
be reliable. Findings from well-designed and
conducted randomised controlled trials, in which
treatments are directly compared, under closely
defined experimental conditions designed to
minimise the potential for other factors to
influence the results, are regarded as providing
the most reliable information on the effect of a
treatment. Systematic reviews and meta-analysis
can be used to amalgamate the results from such
studies and provide greater precision in guaging

effectiveness. However, there are factors within
the detail of the design, conduct and reporting of
such studies that can introduce systematic errors
into the results (known as bias), even where the
study has been conducted to the highest possible
standard. An assessment of the evidence thus
entails assessing the risk of bias in the studies that
comprise the evidence.
The results from studies other than randomised
controlled trials generally have greater potential
for other, extraneous factors to affect the findings
of the study and lead to incorrect interpretation
of the results. Evidence from such studies may be
valuable and in some cases may be the only type
of information available, but the findings need
careful interpretation. Assessment of the results
of research studies is thus an integral part of the
evidence-based approach to decision making.
Evidence appraisal can be a time-consuming
process and requires specially-trained staff to
undertake the work. NHS Devon’s capacity to
undertake evidence review to inform decision
making is therefore limited. However, a variety
of sources of quality appraised evidence reviews
are available to help NHS Devon make evidencebased decisions on a wide range of healthcare
interventions.
The National Institute for Health and Clinical
Excellence (NICE) provides guidance in a number
of forms. In accordance with statutory
regulations, NHS Devon implements NICE
Technology Appraisal Guidance which is based
upon very thorough appraisal of the clinical and
cost effectiveness of treatments. In addition, NHS
Devon takes account of the evidence reviews in
NICE clinical guidelines, public health guidance
and guidance concerning specific surgical
procedures. Information from these may be
supplemented with data obtained from reliable
reviews of evidence such as the Cochrane
collaboration, an international not-for-profit
organisation that prepares and disseminates
systematic reviews of healthcare interventions,
or the NHS centre for reviews and dissemination.
The results of these high-quality reviews of the
literature may be updated with recently conducted

literature searches and a synthesis of the evidence
presented to inform evidence-based decision making.
NHS Devon also recognises that technical inputs
such as evidence appraisal are part of a good
process of policy formation (Morgan, 2010). The
deliberative nature of policy making provides for
the incorporation of discussions of other factors
of relevance such as social values and resource
constraints into its processes (Culyer, 2009).
NHS Devon fosters the incorporation of an
evidence-based approach to policy making on
drug treatments through its involvement with
formulary development working in partnership
with hospital consultants and GPs, while
commissioning policy is developed by the Effective
Practice Committee on a wide range of healthcare
interventions. NHS Devon also hosts the Peninsula
Health Technology Commissioning Group which
forms policy for the primary care trusts within
Devon and Cornwall drawing on appraisals of
evidence for the clinical and cost effectiveness of
a range of health technologies.
NHS Devon uses the evidence-based approach to
decision making by identifying and making use of
current best evidence to help guide the formation
of policy to commission the best healthcare for
the population it serves. By involving stakeholders
in deliberative process that consider appraised
evidence as a core element in decision making, the
quality and acceptability of decisions is enhanced.
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5.2 Working together – the
Peninsula collaboration and
PenCLAHRC – the Peninsula
Health Technology
Commissioning Group
One way in which NHS Devon Public Health
Directorate improves health and health services
is through participation in research and
evaluation. An example of this is our close
working relationship with the Peninsula
Collaboration for Leadership in Applied Health
Research and Care (PenCLAHRC).
The establishment of the Collaborations for
Leadership in Applied Health Research and Care
(CLAHRCs) was driven by the two developments:
the Cooksey Review (Cooksey, 2006) and the
report of the High Level Group on Clinical
Effectiveness (Tooke, 2007). The Cooksey Review
highlighted a gap in the translation of research
into practice and identified two important steps
towards tackling this: identifying effective
interventions and implementing these in practice.
The High Level Group on Clinical Effectiveness, set
up by the Chief Medical Officer in 2006, came to
similar conclusions: that variations in practice were
driven by a lack of high-quality evidence
addressing key clinical questions and by a
continuing failure to implement much existing
evidence.
In response to these reports, the National
Institute of Health Research (NIHR) established
nine CLAHRCs. The focus of the CLAHRCs is
improving patient outcomes by conducting and
implementing applied health research. They create
and embed approaches to research and its
dissemination that are specifically designed to take
account of the way healthcare is increasingly
delivered across sectors and wide geographical areas.
PenCLAHRC, the CLAHRC for the South West
Peninsula, is a joint undertaking of the Universities
of Exeter and Plymouth and all the Peninsula NHS
Trusts. The main objectives of PenCLAHRC are
to support and undertake research that tests
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treatments, interventions and new ways of
working in specific clinical areas; to see if these are
effective and appropriate for everyday use in the
health service; and, where effective interventions
are identified, to support research into how NHS
staff can implement them in their everyday
working practices so that patients in the local
community and beyond receive a better standard
of healthcare.
The ways in which NHS Devon works with
PenCLAHRC include:
the appointment of a joint Consultant in Public
Health/Senior Lecturer in Public Health post
active involvement in PenCLAHRC’s prioritisation
process, through which questions suggested by
patients, staff and researchers are turned into
research questions
hosting, within the Public Health Directorate,
the process and organisation of the Peninsula
Health Technology Commissioning Group
(PHTCG) and chairing of this group by Dr
Virginia Pearson, Joint Executive Director
of Public Health for NHS Devon and Devon
County Council
A recurring challenge for healthcare
commissioning organisations in relation to new
drugs or technologies is to decide whether they
should be commissioned. New treatments for a
condition are not always preferable because
better tested and more effective drugs with fewer
side effects or better safety profiles may already
be available. Some new technologies may be
expensive to acquire but represent good value for
money for the NHS; other technologies may offer
only limited benefit and represent poor value for
money. The four Peninsula primary care trusts
(NHS Cornwall and Isles of Scilly, NHS Devon,
Torbay Care Trust and NHS Plymouth) work
together to ensure a single agreed approach to
commissioning specific drugs and health
technologies for which there is no NICE guidance,
or for which NICE guidance is awaited.
This addresses the aspect of the NHS Constitution
outlining the right of patients to expect local and

rational decisions about the funding of medicines
and treatments:
“You have the right to expect local decisions
on funding of other drugs and treatments to
be made rationally following a proper
consideration of the evidence. If the local NHS
decides not to fund a drug or treatment you
and your doctor feel would be right for you,
they will explain that decision to you.”
The Peninsula Health Technology Commissioning
Group aims to optimise use of healthcare
resources for patients in the South West, to deliver
equity and fairness to all patients, and to reduce
postcode variations in prescribing. The group
considers analyses of clinical and cost-effectiveness
data and makes decisions about how drugs or
health technologies will be used in the Peninsula.
The Peninsula Health Technology Commissioning
Group process involves an expert group of
professionals who assess each drug or health
technology. This group includes, on each
occasion, representatives from among the
specialist clinicians working locally in the area of
medicine under consideration. Input from patient
groups is also sought. The group reviews the
available evidence and its place in therapy and
conducts an analysis to determine clinical and
cost effectiveness within an ethical framework.
The information produced informs the decision
making process and the resulting decision
determines the use of the technology in the
Peninsula health community. Decisions are open
to revision should more evidence become available
before relevant NICE guidance is published.
The Peninsula Health Technology Commissioning
Group is hosted by NHS Devon through the Public
Health Directorate’s Clinical Effectiveness Team,
which is responsible for process and organisation,
and is chaired by Dr Virginia Pearson, Joint
Director of Public Health for NHS Devon and
Devon County Council. Cost-effectiveness
analyses are facilitated by a joint working
arrangement through which PenCLAHRC hosts
the decision analyst and undertakes costeffectiveness modelling in collaboration with
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Effectiveness Team.
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Recommendations
5.1 To maintain the well-established
evidence-based approach to policy formation,
NHS Devon needs to continue to support the
resource requirements that provide the specialist
knowledge and skills which facilitate this.
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6.1 The Marmot Report
“Fair Society, Healthy Lives”, the final report of the
Strategic Review of Health Inequalities post 2010
(Marmot, 2010) by Sir Michael Marmot, was
published in February 2010. It sets out the
problems of health inequalities in the widest
possible context with policy proposals aimed
across the government, public and private sector
organisations.
Marmot proposes that reducing health inequalities
is a matter of fairness and social justice. Action to
reduce health inequalities requires action across all
the social determinants of health. A social
gradient exists in health – those living in more
deprived areas have poorer health outcomes.
Action should focus on reducing the gradient in
health even though it is relatively shallow in
Devon. This will not happen by focusing solely
on the most disadvantaged. It requires universal
actions but with a scale and intensity which is
proportionate to the level of disadvantage.
Marmot calls this ‘Proportionate Universalism’.
From a policy perspective “Healthy Lives, Healthy
People: our strategy for public health in England”
(Department of Health, 2010a) has a strong focus
on health inequalities and wider determinants.
It sets out a vision:

Learning from the ‘Spearhead Group’ of local
authorities and primary care trusts with the worst
health and deprivation indicators has helped
inform the production of a toolkit to guide the
commissioning of evidence-based and
cost-effective interventions on a sufficient scale
to reduce local health inequalities (Department
of Health, 2010c).
Policy proposals made in the Marmot Report are
intended to provide evidence of interventions that
will reduce health inequalities and to give
directions of travel without detailed prescription
of exactly how these should be developed or
implemented. Some of the recommendations
would need to be implemented at a national level
or by national departments. Some can be
adopted and implemented locally.
These proposals are framed within six policy
objectives:
give every child the best start in life
enable all children, young people and adults
to maximise their capabilities and have control
over their lives
create fair employment and good work for all
ensure a healthy standard of living for all

“to improve and protect the nation’s health
and wellbeing and to narrow health
inequalities through improving the health
of the poorest fastest.”

strengthen the role and impact of ill health
prevention

The accompanying proposals for a public health
outcomes framework (Department of Health,
2010b) include indicators to reduce health
inequalities by:

While in overall terms people have good health in
Devon, the gap at ward level is 13.5 years,
Ilfracombe Central having the lowest and
Chagford the highest. Analysis at the local
authority level shows a three-year gap in Devon
compared with an expectancy gap in England of
around seven years for neighbourhoods. In terms
of disability-free life expectancy (DFLE), the gap
in England is around 17 years, although in Devon
this is much less at 2.9 years for males and 2.6
years for females.

tackling factors which affect health and
wellbeing
helping people to live healthy lifestyles and
make healthy choices
reducing the number of people living with
preventable ill health

create and develop healthy and sustainable
communities

Specific work is underway utilising the Health
Inequalities Intervention Tool (Department of
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Health, 2010c) to understand the types of
disease and health conditions that contribute to
the health inequalities across Devon. An example
of this approach is the analysis of chronic
obstructive pulmonary disease (COPD) by
estimated prevalence (by GP practice), emergency
admission rates (including deprivation indices) and
current and projected spend. Figure 6.1 shows
the data analysis for emergency hospital
admissions by deprivation indices.
NHS organisations, local authorities and
communities need to work in partnership to tackle
health inequalities. Interventions with the most
disadvantaged people need to address the wider
determinants of health, for example, housing,
education and employment, as well as improving
access to appropriate healthy lifestyle programmes
and primary healthcare interventions.
Many of the individuals who do not go to their GP
practice for healthcare are often those from more
deprived areas, are the most vulnerable and have
higher mortality rates. They will typically have
multiple risk factors for the most serious diseases
such as cancer, coronary heart disease, diabetes

and respiratory conditions. Therefore, active case
finding and management of those individuals
most in need with the poorest health outcomes is
a priority.
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Figure 6.1 Chronic obstructive pulmonary disease admissions by deprivation direct
age-standardised rate
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6.2 Fuel poverty
Fuel poverty is the situation where a household
spends more than 10% of its income heating the
home to a safe and comfortable level (Boardman,
1991). Over recent years the impacts on health
of living in fuel poverty and cold conditions have
become more widely recognised and the impacts
particularly in relation to excess winter deaths
are better understood.
“We could prevent many of the yearly excess
winter deaths – 35,000 in 2008-09 – through
warmer housing...” (Department of Health,
2010a p.10)
This statement in the Public Health White Paper
“Healthy Lives, Healthy People: our strategy for
public health in England” (Department of Health,
2010a) offers some insight into the scope of the
issue and clearly identifies fuel poverty as a public
health priority. This is reinforced by the inclusion
of fuel poverty in the draft Public Health Outcomes
Framework (Department of Health, 2010b). The
Marmot Report into health inequalities (Marmot
2010) and the more recent document “The Health
Impacts of Cold Homes and Fuel Poverty” (Friends
of the Earth and Marmot Review Team, 2011)
provide further detail of the inequalities that arise
from the existence of a social gradient whereby
the lower your income the more likely you are to
be at risk of fuel poverty.
Consequently tackling cold housing and fuel
poverty requires national policy approaches which
are aimed at improving the energy efficiency of
the existing housing stock complemented by local
interventions which keep vulnerable people warm,
giving them a better chance to be well.
At the national level the policy focus on moving
people out of fuel poverty has three strands:
increasing income
regulating fuel pricing
improving energy efficiency of homes
Energy efficiency has featured most in recent
government policy. The Decent Homes Standard,
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introduced in 2000, was a measure by which
homes are rated in terms of quality, setting
minimum standards for housing including
efficient heating and insulation. This was
followed in 2001 by the launch of the Fuel
Poverty Strategy in response to the legal duty
put on the government by the Warm Homes and
Energy Conservation Act of 2000 to eliminate fuel
poverty by 2016. This strategy included improving
the energy efficiency of homes in order to reduce
fuel consumption and therefore reduce levels of
vulnerability to fuel poverty. While progress was
initially made in reducing the number of
households in fuel poverty, this trend has reversed
since 2004, largely due to fuel price increases.
The Warm Front Scheme was the main
programme that provided grants to improve either
home insulation or heating systems and recently
piloted systems for hard-to-treat properties.
The scheme is still running but now has tighter
eligibility criteria and is due to cease in 2013-14
following the latest Comprehensive Spending
Review. The new Energy Bill will make provision
for the Energy Company Obligation (ECO). It
sets out the Green Deal framework to enable
provision of improvements to the energy efficiency
of domestic, as well as non-domestic properties,
which would be financed by the private sector and
repaid by a charge on energy bills.
National government continues to provide a yearly
one-off winter fuel payment for all those who
have reached pension age to help them cope with
energy bills. Also the Warm Homes Discount is a
new mandatory scheme that requires energy
suppliers to provide a fixed amount rebate to
vulnerable customers. It is anticipated that the
scheme will appeal to those in older rural
housing or who are not connected to the gas
network which makes options to improve energy
efficiency unviable.
There will be considerable challenges to local
multi-agency partnerships working to minimise
the negative health and wellbeing impacts of fuel
poverty which are likely to be exacerbated as fuel
prices continue to increase over the coming years.
The removal of National Indicators 186 and 187,

which monitor CO emissions and levels of fuel
poverty respectively at the local level, as well as
the abolition of the Home Energy Conservation
Act (HECA), reduces some of the levers that
previously secured resources for local activity.
What is clear though is that there are many
people of different ages, but particularly people of
an older age, who are ill or die as a direct result
of fuel poverty.
Table 6.1 provides an analysis of how a
temperature reduction has an impact upon the
health and wellbeing of an individual.
Subsequently there are a wide range of impacts
from fuel poverty and cold housing on health and
wellbeing which are summarised in Table 6.2.
The available evidence supports the need to take
action to remedy the detrimental effects on health
and wellbeing of living in cold conditions and
enable many people to live healthier and better
quality lives.
There is no accurate figure for the number of
households in fuel poverty in Devon but estimates
range from 47-60,000 households. In common
with the rest of the South West the incidence of
fuel poverty in Devon is higher than other parts of
England. This is due to a number of factors
including:

a higher proportion of pensioner households
the proportion of homes that are ‘hard to heat’
access limitations to the cheapest and most
efficient forms of home heating
incomes are lower than average in Devon
The groups of people most at risk of fuel poverty
are: the elderly, families with young children, the
long-term sick/disabled and the long-term
unemployed.
Significant pockets of Devon have private-sector
housing stock which is performing badly in terms
of energy efficiency and thermal comfort. There
are also high proportions of dwellings which do
not meet the Decent Homes Standard. As well as
reducing energy consumption and lowering CO2
emissions, measures to improve the energy
efficiency of the housing stock aims to reduce the
numbers of households in fuel poverty in Devon,
with benefits for health, wellbeing and quality
of life.
The recent Housing Health Needs Assessment
(NHS Devon, 2011) reinforces the need to tackle
fuel poverty in Devon by identifying that:
the average level of fuel poverty in Devon is
24%; with nearly one in four households living
in fuel poverty

Table 6.1 The effect on comfort and health of exposure to varying living room
temperatures
Indoor temperature Effect
21ºC

Comfortable temperature for all, including older people, in living rooms

18ºC

Minimum temperature with no health risk, although older and sedentary
people may feel cold

Under 16ºC

Resistance to respiratory diseases may be diminished

9-12ºC

Exposure to temperatures between 9ºC and 12ºC for more than two hours
causes core body temperature to drop, blood pressure to rise and increased
risk of cardiovascular disease

5ºC

Significant risk of hypothermia

Source: Based on work by Baker and Starling (2003)
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the incidence of fuel poverty in Devon is
polarised between wards with 21 wards among
the worst 10% in England

access to the mains gas supply, have solid walls
and are harder to heat and insulate
people in rural areas are less likely to claim
the benefits to which they are entitled, which
means they often do not access grants such as
“Cosy Devon Energy Efficiency Programme”
(formerly Devon Warm Zones)

one in five rural Devon households is ‘fuel poor’
the highest levels of fuel poverty are mainly
found in the urban areas; however, there are
significant pockets of fuel poverty in North
Devon in Ilfracombe, Barnstaple and Bideford
tackling fuel poverty in rural areas can be
difficult; many rural properties do not have

The extent of fuel-poor households across Devon
is presented in Figure 6.2 emphasising that it is an
issue for both rural and urban communities.

Table 6.2 Direct and indirect health impacts of fuel poverty
Direct health impacts

Indirect health impacts

Countries which have more energy efficient housing have
lower excess winter deaths (EWDs)

Cold housing negatively affects
children’s educational attainment,
emotional wellbeing and
resilience

There is a relationship between EWDs, low thermal efficiency of
housing and low indoor temperature
EWDs are almost three times higher in the coldest quarter of
housing than in the warmest quarter (21.5% of all EWDs are
attributable to the coldest quarter of housing, because of it
being colder than other housing)
Around 40% of EWDs are attributable to cardiovascular diseases
Around 33% of EWDs are attributable to respiratory diseases
There is a strong relationship between cold temperatures and
cardiovascular and respiratory diseases
Children living in cold homes are more than twice as likely to
suffer from a variety of respiratory problems than children living
in warm homes
Mental health is negatively affected by fuel poverty and cold
housing for any age group
More than 1 in 4 adolescents living in cold housing are at risk
of multiple mental health problems compared with 1 in 20
adolescents who have always lived in warm housing
Cold housing increases the level of minor illnesses such as colds
and flu and exacerbates existing conditions such as arthritis and
rheumatism
Source: Friends of the Earth and Marmot Review Team (2011)
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Fuel poverty negatively affects
dietary opportunities and choices
Cold housing negatively affects
dexterity and increases the risk
of accidents and injuries in the
home
Investing in the energy efficiency
of housing can help stimulate
the labour market and economy,
as well as creating opportunities
for skilling up the construction
workforce

Figure
6.2 than
Percentage
households
fuelage
poor by Devon
Lower
Output
2008
poverty
mothersof
giving
birth at the
twenties,
andSuper
are more
likely Area,
to have
accidents
of 24 or over, and are much less likely to be
and behavioural problems
employed or living with a partner
teenage mothers are 20% more likely to have
no qualifications at the age of 30 compared
with mothers giving birth at the age of 24 or
over
teenage mothers are three times more likely
to suffer from postnatal depression than older
mothers and also have a higher risk of poor
mental health for three years after the birth
the infant mortality rate for babies born to
teenage mothers is 60% higher than for babies
born to older mothers
teenage mothers are three times more likely to
smoke throughout their pregnancy and 50%
less likely to breastfeed than older mothers –
both of which have negative health
consequences for the child
children born to teenage mothers have a
63% increased risk of being born into poverty
compared to babies born to mothers in their
Figure 6.2 Percentage of households fuel poor by
Devon Lower Super Output Area, 2008

Source: Fuel Poverty Indicator, Centre for Sustainable Energy, 2011
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Figure 6.3 shows the national position for fuel
poor households by age of youngest person and
highlights how the risk to health increases as
people get older. This will be due to a combination
of local income and/or living in fuel-inefficient
dwellings and is particularly pertinent to Devon
with a larger proportion of people aged 60 plus in
the overall population and therefore could
contribute to excess winter deaths (Figure 6.4).

Increasing fuel prices, the fuel-inefficient nature
of much of Devon’s housing stock and the
proportion of older people within the population
of Devon all combine to make fuel poverty a local
Public Health priority.
As fuel poverty can be prevented, joint approaches
between health agencies and local authorities to
promoting affordable warmth and tackling fuel
poverty interventions with the most vulnerable
adults need to be reviewed and enhanced.

Figure 6.3 Percentage of households fuel poor by age of youngest person in household, 2008
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Figure 6.4 Ratio of excess winter deaths (observed winter deaths minus expected deaths based
on non-winter deaths) to average non-winter deaths, 1 August 2006 to 31 July 2009
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Recommendations
6.1 Ensure the Marmot proposals are
integrated 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.
6.3 Identify and target the most vulnerable
households for fuel poverty interventions.
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7.1 Smoking and tobacco
control
Smoking still remains the single greatest cause
of preventable illness and premature death in
England, each year killing around 81,400 adults
over the age of 35 nationally (NHS Information
Centre, 2010). This accounts for 18% of all
deaths in this age group. Moreover, smoking is
one of the most significant factors underlying
the differences to be found in the health and life
expectancy of the wealthiest and the poorest in
our society (Department of Health, 2010). Around
half of all smokers will die from a smoking-related
disease. On average, smokers who die from a
smoking-related illness lose around 16 years of life
(British Medical Bulletin, 1996).
The coalition government published its national
plan for tobacco control on National No Smoking
Day 2011 (Department of Health, 2011). The plan
supports the strategy set out in the Public Health
White Paper “Healthy Lives, Healthy People: our
strategy for public health in England” (Department
of Health, 2010). The three main ambitions are:

21% of the adult population in Great Britain
were cigarette smokers, compared with 45%
35 years earlier: however, this rate of 21%
has remained static for the last three years,
indicating a possible levelling-off of smoking
prevalence rates
the smoking prevalence difference between
men and women had dropped substantially,
to 22% (men) and 20% (women) in 2009,
from the 1974 level of 51% (men) and 41%
(women)
adults aged 20-24 years and 25-34 years
reported the highest prevalence of cigarette
smoking (32% and 27% respectively), while
those aged 60 and over reported the lowest
(12%)
The Office for National Statistics Report “Smoking
and Drinking Among Adults” (2008) shows that
smoking was responsible for:
35% of all deaths from respiratory diseases
(22,000)

to reduce smoking prevalence among adults
to 18.5% or less (from 21.2%) by the end of
2015 – this will result in around 210,000 fewer
smokers a year

29% (37,500) of all cancer deaths

to reduce smoking prevalence among 15-yearolds to 12% or less (from 15%) by the end of
2015

6% (1,300) of deaths from diseases of the
digestive system

to reduce smoking during pregnancy to 11%
or less (from 14%) by the end of 2015
(measured at the time of giving birth)
The new national strategy notes that while
smoking rates have fallen over the last 50 years,
there remain comparatively higher rates of smoking
among adults in routine and manual occupational
groups compared with managerial and professional
groups. This results in higher death rates from
cancer among unskilled workers than among
professionals. In households classified as routine
and manual, nearly a third of adults smoked
cigarettes, compared with only half that number
of adults in managerial and professional households.
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The General Lifestyle Survey (2009) stated that:

14% (20,600) of deaths from circulatory
diseases

In England in 2008-09, an estimated 462,900
hospital admissions of adults aged 35 and over
were attributable to smoking. This accounted for
5% of all hospital admissions in this age group.
Figure 7.1 indicates the scale of smoking-related
disease in England during 2009.
Smoking during pregnancy increases the risk of
infant mortality by an estimated 40% (NICE,
2010). It is estimated that approximately
one-third of all perinatal deaths in the United
Kingdom are caused by smoking (Department
of Health, 2004). Passive exposure to tobacco
smoke, both before and after birth, also has a
substantial impact on the risks of a range of foetal

Figure 7.1 Mortality attributable to smoking by disease area in England, 2009
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0

10,000

20,000

30,000

40,000

50,000

60,000

70,000

80,000

90,000

Ischaemic heart disease
Other heart disease

Cardiovascular
diseases

Cerebrovascular disease
Aortic aneurysm
Other arterial disease

Respiratory
diseases

Smoking attributable deaths

Pneumonia, influenza

Other deaths

Chronic airway obstruction
Other respiratory disease

Total cardiovascular smoking deaths

Trachea, lung, bronchus

Total respiratory smoking deaths

Pancreas

Cancers

Oesophagus

Total cancer smoking deaths

Stomach

Total digestive smoking deaths

Urinary bladder
Other cancers

Digestive
diseases

Stomach/duodenal ulcer
All smoking attributable

Cardiovascular
diseases

Respiratory
diseases

Cancers

Digestive
diseases

Source: Statistics on Smoking, England, 2010: NHS Information Centre for Health and Social Care

and childhood health problems (Royal College
of Physicians, 2010). Serious pregnancy-related
health problems include complications during
labour and an increased risk of miscarriage,
premature birth, still birth, low birth weight and
sudden unexpected death in infancy (Royal
College of Physicians, 1992).
Two-thirds of adults start smoking before they are
18 (General Lifestyle Survey, 2008). Smoking is
therefore a decision of childhood, with addiction
forming in the early stages of regular smoking.
The Devon Health Profiles 2011 estimate that
18.5% of Devon residents are smokers and that
26% of routine and manual workers smoke.
However, there are differences across the county
at ward level in smoking prevalence, which
correlate strongly with deprivation levels (Table 7.1).

Smoking in pregnancy in Devon stands at 13% –
1% below the national average of 14%. Smoking
prevalence in young people in Devon is unknown.
The local specialist Stop Smoking Service is
commissioned to target specific populations,
namely:
routine and manual workers
people living in socio-economically deprived areas
pregnant women
While deprived groups have a higher smoking
prevalence, it is recognised nationally that the
greatest difference to smoking prevalence can
be achieved through reaching the routine and
manual population. Figure 7.2 highlights the
priority areas in Devon.
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Table 7.1 Smoking measures from the 2011 health profiles
Area

East Devon
Exeter
Mid Devon
North Devon
South Hams
Teignbridge
Torridge
West Devon
Devon
England

Adult smoking
prevalence
2009-10 (%)

Deaths from
smoking (n)
2007-09

Deaths from smoking
(direct age-standardised rate)
per 100,000 2007-09

17.2
20.2
23.7
22.2
17.6
14.7
18.4
15.2
18.5
21.2

244
160
118
167
132
227
104
83
1,236
83,108

144.7
187.0
169.6
189.9
150.5
171.2
157.9
158.8
164.8
216.0

Source: Department of Health/Association of Public Health Observatories, 2011

Figure 7.2: NHS Devon Stop Smoking Service locations and priority areas

Source: NHS Devon Public Health Intelligence Team, 2011
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In 2010-11, nearly 7,000 people set a quit date
using the NHS Stop Smoking Service in Devon
and 55% of these were successful in quitting.
Smoking prevalence is tackled at a wider level
through the Smokefree Devon Alliance. This is
a partnership of public, private and statutory
bodies that takes action at a local level to support
national strategy. It uses social marketing
principles in the priority areas it has identified.
These are:
reduce health inequalities caused by smoking
reduce illicit tobacco in the community
protect children and young people from
smoking and reduce the availability of tobacco
to under-age consumers
reduce smoking in pregnancy
normalise a smokefree lifestyle
support smokers to quit
carry out marketing and communication
programmes
While Devon as a county enjoys a low smoking
prevalence, there are some areas (Figure 7.3)
where tobacco-attributable mortality is higher
than expected, indicating a need for localised
cessation and prevention work.
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Figure 7.3 Tobacco-attributable mortality in Devon by ward

Source: South West Public Health Observatory, 2008
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7.2 Healthy weight
The recent White Paper “Healthy Lives, Healthy
People: our strategy for public health in England”
(Department of Health, 2010a) promotes a
coherent life-stage approach to living well. From
the early years ‘starting well’ through to ‘ageing
well’, reference is made to maximising
opportunities to develop healthy eating habits
and active lifestyles within strong, well-connected
communities. It is estimated by the Department
of Health that diseases related to overweight and
obesity cost NHS Devon £197.7 million in 2010
(Department of Health, 2008). Evidence-based
interventions to prevent and reduce levels of
obesity can be cost effective.
The government’s approach to improving health
and wellbeing, and thus its perspective on future
work to promote healthy weight, focuses on three
areas of action:
strengthening self-esteem, confidence and
personal responsibility
positively promoting ‘healthier’ behaviours and
lifestyles
adapting the environment to make healthy
choices easier
Healthy weight remains a public health priority.
A continued commitment has been confirmed
for some key programmes within this field, such
as “Change4Life” and “Start4Life”, aimed at
pregnant women, families with young children
and adults and the National Child Measurement
Programme, which provides prevalence data for
children between 4 and 5 years of age and 11
and 12 years of age. Proposed indicators for
measuring progress in this area were published
within the Public Health Outcomes Framework
(Department of Health, 2010b) as follows:
initiation and prevalence at six to eight weeks
after birth
prevalence of healthy weight in children
between 4 to 5 years of age and 10 and 11
years of age, and adults

percentage of adults meeting the
recommended guidelines on physical activity
(5 x 30 minutes per week)
cycling participation
The available evidence spans promoting healthy
lifestyles – for example, healthy eating and
physical activity – as well as more clinically-based
interventions.

Healthy childhood
Making a healthy start, including exclusive
breastfeeding for the first six months (World
Health Organisation, 2001), the introduction of a
wide range of healthy foods at weaning (Cooke,
2007) and the establishment of an active lifestyle
with limited periods spent sitting or restrained in
prams or car seats (Bull et al, 2010) form the basis
of government recommendations to promote
healthy growth and development, in addition to
preventing obesity in later years (Department of
Health, 2011).
Achieving and maintaining a healthy weight
during childhood is important, not only because
of the stigma and associated psychosocial issues
experienced by obese children (Zametkin et al,
2004) but also because there is evidence to
indicate that obesity tracks into adulthood
(Deshmukh-Taskar et al, 2006), leading to
elevated risks for hypertension, type 2 diabetes,
osteoarthritis, coronary heart disease, congestive
heart failure, stroke, breast and colon cancer,
and premature death (Janssen et al, 2005; Dietz,
1998). There is also evidence to show that
patterns of overweight and obesity are established
at a very early stage (Nader et al, 2006; Gardener
et al, 2009). Both studies concluded that ‘at risk’
children’s eating and activity patterns should be
addressed at an early stage rather than delaying
in the hope that the issue will resolve itself in
due course.

Weight management
Once obese, trying to achieve a healthy weight
can be a challenging task. However, evidence
suggests that a moderate weight loss of 5-10% of
body weight in obese individuals is associated with
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important health benefits, particularly a reduction
in blood pressure, improved glycaemic control,
reduced incidence of type 2 diabetes and
reduction in coronary heart disease risk factors
(Scottish Intercollegiate Guidelines Network,
2010). In all cases, these health benefits were
accrued with sustained moderate weight loss for
at least 12 months.
A recent review of evidence supports the notion
that to maximise effectiveness, weight
management interventions for adults need to
promote change in physical activity and diet, use
proven behaviour-change techniques, promote
social support and place an emphasis on
maintenance (Greaves et al, 2011). Research into
the appeal of weight management services for
adults (Department of Health, 2010c) concludes
that a wider range of services need to be
developed to suit the varied needs of the
population affected by weight problems and to
ensure that target audiences can recognise the
relevance to them as an individual.

Inequalities
Breastfeeding initiation rates and duration are
known to vary according to age and deprivation
(Wright et al, 2006; Brown et al, 2010). Women
in deprived areas or on low incomes are less likely
to initiate breastfeeding and teenage mothers and
mothers between the ages of 18 and 24 have
much lower breastfeeding rates than mothers aged
between 25 and 45 (Vogel et al, 1999). Significant
differences have also been demonstrated in
the intake of fruit and vegetables. The Health
Survey for England (The Health and Social Care
Information Centre, 2009) demonstrated that
boys and girls in the highest income quintile
were the most likely to meet the ‘5 A Day’
recommendations (27% of boys and 30% of girls).
Nationally, there is an almost linear relationship
between obesity prevalence in children and the
Index of Multiple Deprivation 2007 score for
the area in which they live (National Obesity
Observatory, 2010a). The pattern of socioeconomic inequalities and childhood obesity is
consistent across a variety of different measures
of deprivation.

100

For adult women, obesity prevalence increases
with increasing levels of deprivation, regardless of
the measure used (National Obesity Observatory,
2010b). For men, however, only occupationbased and qualification-based measures show
differences in obesity rates by levels of deprivation.
For both men and women, obesity prevalence is
significantly higher in people with manual
occupations compared with those with
non-manual occupations (The Health and Social
Care Information Centre, 2010).

Early years
NHS Devon has a breastfeeding initiation rate
of 75% compared with the national average of
73.5%. Rates vary across the county from 87%
for Devon patients in the catchment of Plymouth
Hospitals NHS Trust, to 74% in the larger
catchment of the Royal Devon & Exeter NHS
Foundation Trust.
Most recent data from Quarter 4 during 2010-11
(Figure 7.4) demonstrates that the continuation of
breastfeeding at six to eight weeks has increased
to 49.7% in Devon compared with 45.2% in
England.
The UNICEF United Kingdom Baby Friendly
Initiative (BFI), which provides a framework to
ensure all parents are helped to make informed
decisions about feeding their babies and that they
are supported in their chosen feeding method, is
central to the approach promoted in Devon, with
a particular focus on target groups in areas of
deprivation with low breastfeeding uptake.
Support to encourage adoption of a healthy start
is available to families through a range of local
integrated children’s services. To strengthen this
support, it is planned that staff working across all
Devon Early Years settings will soon have access to
HENRY training (The HENRY Foundation, 2009).
HENRY – Health Exercise Nutrition for the Really
Young – is a comprehensive training programme
which aims to enhance skills so that community
and health professionals are more effective,
sensitive and confident when working with
parents of very young children around lifestyle
change and obesity prevention.

Figure 7.4 Breastfeeding at six to eight weeks recording and prevalence, Devon and England
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School-age children
In 2009-10, the proportion of pupils participating
in at least three hours of high-quality physical
education and out-of-hours school sport in NHS
Devon was 80% compared with the national
average of 50%. School census data indicates that
the number of Devon pupils for whom walking
was the recorded mode of travel to school on
most days rose from 45,795 in 2007-08 to 46,327
in 2009-10 (Figure 7.5). A small rise – 0.29% – in
the percentage of pupils recording cycling as their
mode of travel to school was also observed in this
period (Devon County Council, 2011).
The most recent data gathered in the National
Childhood Measurement Programme (NCMP)
indicate that childhood obesity may have plateaued.
However, rates of obesity are still a major concern.
Local NCMP 2009-10 data show that 8.7% of
4- to 5-year-olds and 15.8% of 10- to 11-yearolds in Devon were obese, with almost one in four
(23.5%) 4- to 5-year-olds and almost one in three

(30.7%) 10- to 11-year-olds, overweight or obese.
A recent Devon-wide audit of weight management
services (NHS Devon, 2011) identified that services
to support children classified as obese and their
families were not equally distributed across Devon.

Adults
Most adults in Devon and England do not take
enough physical activity to benefit their health.
Most recent data from the Active People Survey
(Sport England, 2011) estimate that 24.7% of
Devon adults (aged 16 years or over) took part
in regular moderate intensity sport and active
recreation over the period 2009-10, which
represents an increase of 2.4% since 2005-06.
A contributing factor to this increase, which was
one of only four county or unitary authority
areas showing an increase in the South West,
may have been a greater emphasis on cycling
over the study period. Findings from the
Department for Transport Cycling Demonstration
Towns project, in which Exeter was one of six
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Figure 7.5 Devon pupils with mode of travel recorded as walking 2006-07 to 2009-10
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Source: Department of Children, Schools and Families School Census 21 (January, 2010)

participant areas, show that investment in
infrastructure and behavioural support can
produce a demonstrable shift in cycling behaviour.
Over the period 2006-09, data from a network
of electronic cycle counters across the city
demonstrated a 40% increase in average daily
cycle trips. This equates to an increase from just
under 800,000 annual trips to approximately 1.1
million. It is estimated that the project created
5,821 new cyclists in and around the city of Exeter
(Cycling England, 2009).
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7.3 Sexual health and
teenage pregnancy
Improving sexual health is an important public
health priority. Sexual ill health and unintended
teenage pregnancies are strongly linked with
deprivation and health inequality.
The latest data from genitourinary medicine clinics
suggest that overall the increase in new diagnoses
of sexually transmitted infections in the United
Kingdom may be abating. The total number of
new sexually transmitted infection (STI) diagnoses
reported by genitourinary medicine clinics (including
Chlamydia, gonorrhoea, herpes, genital warts and
syphilis) fell by 4.1% between 2008 and 2009,
and other sexually transmitted infection
diagnoses (such as recurrent presentations of
sexually transmitted disease) fell by 0.8% over
the same period (Figure 7.6). Cases diagnosed by
genitourinary medicine clinics are categorised as:

new sexually transmitted infection
diagnoses: Chlamydial infection (uncomplicated
and complicated); gonorrhoea (uncomplicated
and complicated); infectious and early latent
syphilis; genital herpes simplex (first attack);
genital warts (first attack); new HIV diagnosis;
non-specific genital infection (uncomplicated
and complicated); chancroid/lymphogranuloma
venerum (LGV)/donovanosis; molluscum
contagiosum; trichomoniasis; scabies; and
pediculus pubis
other sexually transmitted infection
diagnoses: congenital and other acquired
syphilis; recurrent genital herpes simplex;
recurrent and re-registered genital warts;
subsequent HIV presentations (including AIDS);
ophthalmia neonatorum (Chamydial or
gonococcal); and epidemiological treatment
of suspected sexually transmitted infections
(syphilis, Chlamydia, gonorrhoea, non-specific
genital infection)

Figure 7.6 Trends in diagnoses made in genitourinary clinics in England, 2000 to 2009
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Sexually transmitted infections are more
prevalent in young people than any other group
and although they account for more that half of
all new diagnosed sexually transmitted infections
in the United Kingdom, they are also the group
least likely to access services.
Teenage pregnancy can result in poor health
outcomes for both mother and child, limit
education and career prospects and is strongly
associated with the most deprived and socially
excluded young people. The teenage pregnancy
rates for Devon are shown in Section 2.6 of this
document (Figure 2.14).
Prevention of teenage pregnancy and sexual ill
health is a core strand of the work with young
people and is acknowledged as a partnership
responsibility involving a range of public and
voluntary organisations. Following the cessation
of the Teenage Pregnancy Area Based Grant in
2009-10, the strategic development and

commissioning of young people’s sexual health
services has been aligned with that of mainstream
sexual health services.
In 2009, rates of Chlamydia, genital warts and
gonorrhoea diagnoses made in genitourinary
medicine clinics were highest in women between
16 to19 years of age and in men between 20
to 24 years of age, while rates of genital herpes
diagnoses were highest in both women and in
men between 20 and 24 years of age (Figure 7.7).
Detailed primary care trust breakdowns of
sexually transmitted infections by age for 2009
are yet to be published by the Health Protection
Agency.
Genital Chlamydial infection remains the most
commonly diagnosed sexually transmitted
infection in genitourinary medicine clinics and
the local Chlamydia Screening Programme
provides screening opportunities in various
settings. In gentiourinary medicine clinic settings,

Figure 7.7 Percentage of sexually transmitted infections diagnoses among young people
between the ages of 16 and 24 in England, 2009
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the positivity rate is 12%, with a rate of 6% being
seen in other community screening sites, such as
GP surgeries.
The number of Chlamydia screens among
15- to 24-year-olds in Devon has remained
consistent compared to previous years (13,739
in 2009-10; 13,909 screens in 2010-11). From
2012-13, it is proposed that the new outcome
measure for Chlamydia will be an annual
diagnosis screening rate (a combination of
positivity and number of screens). To meet the
recommended minimum diagnosis screening rate,
Devon will need to increase the number of screens
carried out to approximately 27,000. This will
only be achieved through widespread communitybased screening in addition to genitourinary
medicine clinic-based testing and improved
partner management and treatment rates.
Human Immunodeficiency Virus (HIV) continues
to be one of the most important communicable
diseases in the United Kingdom. The amount of

illness and death caused by HIV has fallen dramatically
over the past decade due to the introduction of
combination anti-retroviral treatment and there is
growing agreement that most people with HIV in
the United Kingdom will die with HIV, not of HIV.
In 2009, there were an estimated 86,500 people
living with HIV (both diagnosed and undiagnosed),
with an estimated 26% unaware of their infection.
The incidence rates for HIV infection vary across
the South West, with Bristol having the highest
rates (Figure 7.8). NHS Devon had a rate of 3 per
100,000 population (aged 15 years and over) in
2009. In the South West over this period 54%
of new diagnoses were in white people, 33% in
black, 38% in heterosexuals and 50% in men
who have sex with men. Of all new diagnoses in
the South West, 57% of diagnosed adults were
infected outside the United Kingdom.
To reduce HIV-related morbidity and mortality, it is
essential that HIV is diagnosed as early as possible
so treatment can be started. Latest information

Figure 7.8 New diagnoses of HIV in adults (aged 15 and over) in the South West by primary
care trust, 2009 (number of cases and rates per 100,000 population aged 15 and over)

Source: Local sexual health profiles, Health Protection Agency, 2010
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shows that Devon has one of the lowest ‘late
diagnosis’ rates in the South West.
Improving sexual health services continues to be
a priority for NHS Devon. Brook and the South
West Sexual Health Office conducted separate
reviews of sexual health services in Devon in 2010.
The findings and recommendations of these
reviews, together with data from the recent sexual
health needs assessment, will provide a focus for
future service development.
Future priorities are:

7.4 Substance misuse
Drug misuse has a profound and negative effect
on communities, families and individuals. People
often associate drug misuse with deprived
inner-city areas, but drug misuse can exist in all
our communities. People access drug treatment
services from all across Devon. Drug misuse is
a cause and consequence of family breakdown,
mental and physical ill health, poverty, lack of
ambition and opportunity and crime and disorder.

to ensure young people and adults in Devon
are able to access high-quality sexual health
services

It is only through an approach involving a range
of partners that public health will successfully
coordinate work to tackle the multiple harms
associated with drug misuse.

to work with sexual health providers in
Northern Devon Healthcare Trust, as part of
the interim arrangements under Transforming
Community Services

In December 2010, the government launched its
new drug strategy “Reducing demand, restricting
supply, building recovery: supporting people to live
a drug-free life” (Department of Health, 2010).

to clearly integrate young people’s sexual
health services with adult services and link to
school, college and other youth drop-ins

The strategy has recovery at its heart and it:

to increase young people’s access to condoms
by maintaining the current C-card condom
distribution scheme and extending it to other
areas across Devon
to deliver the priorities set out in the recently
refreshed Devon Sexual Health Strategy
2011-14 (Mellis, 2011)
All of the above objectives are underpinned by
work on further improving the evidence base to
inform outcomes, which includes consultation,
participation and engaging young people in
service design and quality assurance.
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puts more responsibility on individuals to seek
help and overcome dependency
places emphasis on providing a more holistic
approach, by addressing other issues in
addition to treatment to support people
dependent on drugs or alcohol, such as
offending, employment and housing
puts power and accountability in the hands
of local communities to tackle drugs and the
harms they cause
Devon is well placed to respond to the challenges
presented by the new drug strategy with mature
commissioning and treatment partnerships and a
treatment system that is focused on recovery.
National and international evidence consistently
shows that good-quality drug treatment is highly
effective in reducing illegal drug misuse, improving
the health of drug misusers, reducing drug-related
offending, reducing the risk of death due to
overdose, reducing the risk of death due to
infections (including blood-borne virus infections),
and improving social functioning. References
supporting the effectiveness of drug treatment

107

7. Lifestyle and Health

include the “Taskforce Review” (Department of
Health, 1996), the “National Treatment Outcome
Research Study” (1995–2000) and “Treating Drug
Misuse Problems: Evidence of Effectiveness”
(National Treatment Agency, 2006).
The 2010 National Audit Office report “Tackling
Problem Drug Use” showed that in Devon for
every £1 invested in drug treatment £2.50 is
saved across health, police and social care.

The Devon treatment system is well placed to
respond to the recovery agenda having spent a
year working towards implementing a recovery
orientated treatment system.
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Estimates of the number of people with
problematic opiate use in Devon appear to have
remained static over the last two years (2009-10
and 2010-11) at around 2,100, although numbers
of opiate and crack users entering the treatment
system since the 2008-09 baseline has increased
by 5%. Ninety-five per cent of clients in the
Devon treatment system present with a primary
opiate issue.
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There is a correlation between the proportion of
people in treatment and levels of deprivation,
with Barnstaple, Bideford, Dawlish, Ilfracombe
and Teignmouth all showing significantly higher
proportions of people in treatment per head of
population.

Devon DAAT Needs Assessment, 2010

Levels of take-up of testing and treatment for
Hepatitis B are low; of those offered a vaccination,
22% began the course and 11% finished. Of
those presenting for treatment, 32% are considered
treatment naïve; this indicates that 68% of people
have previously been in treatment services.
Drug use does not exist in isolation and more
commonly sits alongside a range of physical,
social, emotional and other factors that will
complicate a client’s ability to work towards
recovery. There is evidence (DAAT Needs
Assessment, 2010) that more younger people as
well as older opiate users are commonly using a
broader range of drugs, including ‘legal highs’.
Drug misuse can have an impact upon all areas of
a person’s life. Consequently, a partnership approach
is needed to work with people to address the drug
misuse issues and rebuild their lives.
The drug treatment system primarily attracts
people with opiate problems. The nature of drug
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use is always evolving and there are increasing
numbers of people using legal highs and other
illegal drugs.

Department of Health (1996). Report of an
independent review of drug treatment services
in England: the task force to review services for
drug misusers. London: Department of Health

Gossop, M. (2006). Treating drug misuse
problems: evidence of effectiveness.
London: National Treatment Agency
National Audit Office (2010). Tackling problem
drug use. London: National Audit Office
National treatment outcome research study
reports include Gossop, M., Marsden, J. and
Stewart, D. (2001). National treatment outcome
research study after five years: changes in
substance use, health and criminal behaviour
during the five years intake. London: National
Addiction Centre.

7.5 Alcohol misuse
Alcohol misuse is a significant and increasing
public health problem contributing to family
breakdown, social exclusion, crime and disorder,
mental and physical ill health and premature death
from chronic alcohol-related disease. Early deaths
directly related to alcohol misuse are increasing.
Alcohol conditions such as cirrhosis which would
previously have been seen in drinkers in their late
40s and 50s are now being seen among people in
their late 20s and 30s.
Encouraging everyone who drinks to do so in a
safe, sensible and social way is a big challenge.
The majority of adults in England consume
alcohol, and most under-16s have their first taste
of alcohol with parents at home (Department of
Health, 2007). Most people do drink sensibly,
although may drink more than they think at times.
The challenge for public health and its partners
is to encourage more people in Devon to drink
sensibly, to provide early identification and support
for people who are at risk of developing a
problem, and treatment for harmful and
dependent drinkers.
The Alcohol Harm Reduction Strategy for England
(Department of Health, 2004) was the first
attempt to bring together government
interventions to prevent, minimise and manage
alcohol-related harm.
“Safe, sensible, social” (Department of Health,
2007) built on the foundations laid in the 2004
strategy with two main areas of focus: firstly,
laws and licensing powers which protected young
people and targeted irresponsibly managed
premises, and secondly, on supporting drinkers
who cause or experience the most harm to
themselves, their communities and their families.
The National Institute for Health and Clinical
Excellence (NICE) in 2011 published guidance on
alcohol use disorders: diagnosis, assessment and
management of harmful drinking and alcohol
dependence, which provides evaluations of the
full range of psychosocial and medical alcohol
interventions for people with a harmful or
dependent alcohol use.

Unlike for the national drugs strategy, no national,
ring-fenced resource was attached to alcohol.
The evidence base indicates that much alcoholrelated harm is preventable and problematic
alcohol use is treatable. The introduction and
development of comprehensive integrated local
alcohol treatment systems considerably benefit
hazardous, harmful and dependent drinkers, their
families and social networks, and the wider
community.
The review of the effectiveness of treatment for
alcohol problems (Raistrick et al, 2006) suggests
that provision of alcohol treatment to 10% of the
dependent drinking population within the United
Kingdom would reduce public sector resource
costs by between £109 million and £156 million
each year. Furthermore, analysis from the United
Kingdom Alcohol Treatment Trial (O’Loughlin,
2005) suggests that for every £1 spent on alcohol
treatment, the public sector saves £5.
The rate of increase of alcohol-related hospital
admissions across Devon is reducing and is well
below the regional and national trajectories
(Figure 7.9)
There are significant differences in the levels of
alcohol-related hospital admissions between the
most and least deprived areas across Devon.
Latest figures show that the most deprived areas
have 2.5 times the rate of alcohol-related hospital
admissions compared with the Devon average.
A small number of people account for a significant
proportion of alcohol-specific hospital admissions.
This population is likely to have multiple physical,
mental health and social care needs. For
alcohol-specific conditions in Northern Devon,
6% of patients account for 28% of all
admissions, with over 100 people having more
than five admissions in a five-year period.
Eighty per cent of people in Devon requiring a
service are now able to access one within three
weeks, compared with waits of up to a year in
2008. Treatment capacity has increased from
fewer than 500 places per year in 2008 to over
2000 in 2010.
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Figure 7.9 Alcohol-related hospital admissions, direct age-standardised rate per 100,000
population, Devon, 2002-03 to 2010-11
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Alcohol misuse is a significant and increasing
public health problem.
NHS Devon and Public Health have invested
significantly in a partnership alcohol strategy the
aim of which is to prevent and respond to alcohol
misuse.
The rate of increase of alcohol-related hospital
admissions is lower in Devon than the rate
increases seen at regional and national levels,
although more work needs to be done to lower
levels in the most deprived communities.
NHS Devon and Public Health will continue to lead
partnership efforts to develop alcohol services to
prevent harm, target those most at risk and help
more people to help themselves.
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7.6 Oral health
Oral health is an integral part of general health
and wellbeing. Good oral health enables
individuals to communicate effectively, to eat and
enjoy a variety of foods, and is important for
overall quality of life, self-esteem and social
confidence. However, oral diseases are largely
preventable. The challenge is to create the
opportunity and conditions to enable individuals
and communities to enjoy good oral health.
Although advances in clinical operative techniques
have made dental treatment more effective and
acceptable, treatment approaches alone will never
eradicate oral diseases.
Oral health inequalities have been observed as
a major public health challenge because lower
income and socially disadvantaged groups
experience disproportionately high levels of oral
disease.
Adult oral health in England has been, and still is,
improving. More adults keep their teeth for life
which produces the challenge for dentistry to
support people with an ageing dentition.
Oral cancer incidence is rising, accounting for
approximately 800 deaths each year with the
risk increasing with smoking and alcohol intake.
Survival rates increase dramatically if the disease
is diagnosed early, but low awareness and the
painless nature of early oral cancer means people
generally only seek treatment when the cancer is
more advanced and difficult to treat (Department
of Health, 2005).
Child oral health has also improved and fewer
children experience tooth decay than they did 30
years ago. Older children in England now have
the best oral health in Europe. However, national
surveys still highlight inequalities which are
strongly associated with social background.
In 2005 the Department of Health published
“Choosing better oral health: an oral health plan
for England”. To support the plan, a prevention
toolkit (Department of Health, 2007) was
developed for primary dental care, designed for
use by all the dental team within the surgery

setting. A key element of this guidance was the
simplicity of the messages.
The second edition of “Delivering better oral
health: an evidence-based toolkit for prevention”
was produced by the Department of Health in
April 2009. This provides an evolving evidence
base for effective preventive dental care for both
children and adults. The toolkit lists the advice
and actions that should be given to promote oral
health and prevent oral disease. This advice is
intended for use throughout dental care services.
Oral health is difficult to measure as we rely on
measuring levels of disease. Dental surveys are
complex to complete, costly and often give
limited information at small area level.
Consequently, there is limited detail available for
oral health needs in Devon.
However, there is evidence that poor oral health
is more common in individuals from areas of
relative deprivation. Vulnerable groups are also
at risk as often there is poor access to oral
healthcare services. These groups include people
with disabilities, homeless people, elderly people
living in long-term residential care, looked-after
children and children with special needs, prisoners,
and people with learning difficulties and mental
health problems.
Health inequalities are hidden by aggregate data
and so when designing initiatives to target
improvements in oral health there is a need to
assess multiple sources of information, including
deprivation, public health input and local
intelligence to ensure services are targeted to
those most in need.
The adult dental health survey completed in 2009
shows 94% of the population in the South West
have their own teeth – a 22% improvement from
the last decennial survey by the Office of
National Statistics in 1998. The survey shows that:
13% wore partial dentures, 6% full dentures
and 31% with teeth had active decay with 2.7
teeth affected
9% of adults questioned were in pain at the
time of the examination
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61% with teeth claimed to attend for regular
check-ups, with 76% attending in the last two
years
58% tried to make an NHS dental appointment
in the last three years and 92% of those who
tried had attended
19% delayed treatment because of cost but
65% thought the treatment was value for
money
It is clear from the results that individuals are more
likely to have pain if they are irregular attendees,
smokers and brush their teeth less frequently.
The data available for child oral health in Devon
is limited, as the need for parents to give positive
consent for the examination may have introduced
possible bias, since non responders tend to be
from the more deprived areas. There is also an
established relationship between dental decay and
deprivation, where children from more deprived
areas tend to have higher levels of dental decay
(Mellor, 2000; Office for National Statistics, 2003).
However, the results of the 2007-08 Child
Dental Health Survey for five-year-olds show there
are significantly more children (69.1%) who are
free from obvious dental decay than those who
have at least one decayed, missing or filled tooth
(30.9%) and the results show an average of 1.02
decayed, missing or filled teeth for children in
Devon compared with 1.04 for the South West
and 1.11 for England. Five-year-olds with decayed
teeth have an average of three affected (3.45
nationally). The survey of 12-year-olds undertaken
in 2008-09 shows an average of 0.77 for decayed,
missing or filled teeth for Devon compared with
0.73 for the South West and 0.74 for England.
The information available underlines the need for
preventive services and programmes for the
population of Devon. This is being addressed
through the development of the Oral Health
Strategy for Devon (Devon Oral Health Advisory
Group, 2009) together with its implementation plan.
The General Dental Services (practice-based
dentists working to their agreed NHS contractual
arrangements) and the Special Care Dental Service

112

(NHS Salaried Service) which covers Devon with
a mix of static clinics and peripatetic staff are the
workforce available to be commissioned to
provide preventive services.
“Further improvements in oral health and
a reduction in inequalities in oral health are
dependent upon the implementation of public
health strategies focusing on the underlying
determinants of oral diseases. A range of
complementary actions delivered in
partnership with relevant agencies and the
local community are needed. This delivery
based on a common risk approach is more
likely to be effective in achieving significant
oral health gain.” (World Health Organisation,
2005)
Recent improvements in oral health are likely
to be attributable to the use of appropriate
concentrations of fluoride toothpaste,
improvement in hygiene overall, less treatment
interventions and a more minimal treatment
approach by dentists, changes in dietary habits
and diet, reduction in smoking and a real
improvement in public interest and motivation.
The aim is to continue the effort to reduce
inequalities by addressing underlying social,
economic and environmental determinants of
oral health, establish collaborative partnerships,
adopt a common risk factor approach and develop
locally sensitive interventions and services that
address needs and priorities. Any plans need all
health professionals to work closely with the wider
dental team to ensure sustainable improvements
by enabling food and health policy to reduce
sugar and alcohol intake.
Oral health is intrinsically linked to general health
and the success of the Oral Health Strategy
depends on the involvement of everyone
responsible for delivering health and wellbeing.
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7.7 Cancer prevention and
early diagnosis
Cancer is the leading cause of death in both the
United Kingdom and worldwide. Over 250,000
people in England are diagnosed with cancer
every year and 130,000 die from the disease.
About 1.8 million people are currently living with
a cancer diagnosis.
Despite continuous improvements in survival and
mortality rates in recent decades, cancer
outcomes in England remain poor when compared
with the best outcomes in Europe (Department of
Health, 2011). As a result of these findings, the
Department of Health published a new strategy
in January 2011 to improve outcomes for cancer.
A commitment is made in the strategy to bring
England’s cancer survival rates up to the European
average by 2014-15. If this is achieved, it would
result in 5,000 additional lives being saved every
year. Although screening and treatment are
important, the strategy states that the focus needs
to be on reducing the incidence of cancers which
are preventable through lifestyle changes, and
improving survival rates through the earlier
diagnosis of symptomatic cancer.
Up to half of all cancers could be prevented by
changes in lifestyle behaviour (Department of
Health, 2011). Smoking is the major preventable
risk factor for cancer, but individuals who are
obese or overweight are also more likely to
develop cancer.
Late diagnosis is a key factor which results in poor
cancer survival rates in England when compared
with the best survival rates in Europe. Most
patients (95%) present with symptoms and nearly
a quarter of all cancers are diagnosed through an
emergency route. In order to improve earlier
diagnosis, there is a need to raise public awareness
of the signs and symptoms of cancer and change
behaviour to promote early presentation to a
health professional and encourage the health
professional to respond appropriately.
Devon’s latest mortality rates (2007-09) for lung,
cervical, breast – and cancers overall – are similar
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to, or lower than, national rates. The standardised
mortality ratio for all cancers in Devon was 93;
lower than the national rate of 100. Despite
these figures, it is recognised that it is likely that
particular population groups within Devon are
likely to suffer with higher rates of cancer-related
deaths.
One cancer for which Devon and the South West
has significantly higher rates of incidence and
mortality when compared with the national average
is skin cancer. Malignant melanoma incidence
rates have more than quadrupled over the last 30
years, and rates have risen faster than any other
common cancer in the last 25 years nationally.
Skin cancer accounts for one-third of all new
cancers in the United Kingdom. Three types of
skin cancer are responsible for more than 95%
of all cases: basal cell carcinoma, squamous cell
carcinoma and malignant melanoma. The first
two of these are sometimes grouped together
as non-melanoma skin cancers, which are very
common and usually easily treated. Malignant
melanoma is less common but is responsible for
approximately 75% of skin-cancer-related deaths
(Jerant et al, 2000). Approximately 80% of
skin cancers can be prevented by avoiding
overexposure to ultraviolet rays from the sun or
sunbeds, and especially by avoiding burning.
NHS Devon has the fourth highest incidence rates
of malignant melanoma in the country as shown
in Figure 7.10: 24.4 compared with 15.6 nationally
and 20.6 in the South West (2006-08 pooled
direct age-standardised rates per 100,000). Every
area in Devon except for Torridge has statistically
significantly higher incidence rates than the
national average. The highest rates are in South
Hams (28.9), Teignbridge (27.6) and West Devon
(26.3).
Figure 7.11 illustrates the pattern of sunshine
across the United Kingdom, and this is interesting
because of the relationship between sun
exposure and skin cancer, which can be seen in
coastal areas, particularly in southern England.
Devon has 1,501 hours of sunshine per year
compared with the national average of 1,420
(Skin Cancer Hub, 2011).
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Funding was made available this year through
the National Cancer Action Team to support local
projects by piloting work as part of the National
Awareness and Early Diagnosis Initiatives (NAEDI).
The Peninsula Cancer Network was successful
in receiving funding to support social marketing
projects for skin cancer and lung cancer. Building
on social marketing research, particularly the
description (segmentation) of ‘at risk’ groups,
undertaken by the University of the West of
England and the scoping phase undertaken
between January and March 2011, NHS Devon
has worked with partners to produce a skin cancer
prevention strategy.
The strategy targets skin cancer prevention at
teenagers and raising awareness levels of the signs
and symptoms of skin cancer to promote early
diagnosis among older people. The funding was
used to support the temporary appointment of
a part-time project manager to take forward the
programme. Following the strategic application
of social marketing to develop the strategy, the
initiatives also adopted a social marketing
approach that ensures involvement of the target
audience; a strong evidence base and behaviour
change evaluation are cornerstones of the activity.
Initiatives have included a project called “Love
Your Skin” which aims to change attitudes,
knowledge and behaviour of teenage girls using
an appearance-based intervention. The pilot
initiative successfully used a UV scanner to help
show teenage girls the damage to their skin from
using sunbeds or overexposure to the sun.
A second initiative by pharmacies targets older
people and aims to increase their knowledge and
“Know Your Skin”. NHS Devon has teamed up
with Torbay Care Trust to implement the campaign
and results will be available later in 2011.

Figure 7.10 Incidence of malignant melanoma (direct age-standardised rates per 100,000),
2006-08

Source: National Compendium of Clinical Indicators, Crown Copyright 2009
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Figure 7.11 Annual average sunshine duration across the United Kingdom, 1971-2000

Source: Met Office National Climate Information Centre, 2011
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Lung cancer
NHS Devon is also working with the Peninsula
Cancer Network to develop and implement a
social marketing campaign targeted at increasing
awareness of lung cancer to encourage
people, particularly smokers, to recognise the
signs and symptoms and when to seek medical
advice. Again, this
project uses a
social marketing
approach with
local people
participating in
the design of the
project in Devon.

Bowel cancer
In February 2011, the government launched a
new campaign to highlight the early signs and
symptoms of bowel cancer. The campaign called
“Be clear on cancer” was piloted in two regions,
the East of England and the South West, for seven
weeks, with adverts appearing on television,
radio and in newspapers. The campaign message
was simply, “If you’ve had blood in your poo, or
looser poo, for three weeks, your doctor wants to
know”. The initial results in Devon suggest the
campaign successfully increased the number of
people with appropriate symptoms visiting their
GP and being referred to specialist services for
further investigation. A full evaluation of both
pilots will be published later in the year and, if
successful, will be rolled out across the country.
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7.8 Prevention of accidents
and unintentional injury
Accidents are a major cause of death and injury.
They are more likely to occur in people living in
areas of socio-economic deprivation and, as such,
are therefore a major cause of health inequalities.
Although called ‘accidents’ these are not random
chance or unavoidable events; most accidents are
predictable and are preventable. It is therefore
generally more acceptable to use the term
‘unintentional injury’ rather than accidents.
While death rates and hospital admissions from
unintentional injuries are falling, they are still the
leading cause of death among young people
between 1 and 14 years of age and cause more
children to be admitted to hospital each year than
for any other reason. Falls are also a major cause
of disability and the leading cause of death
resulting from injury in people aged over 75 years
in the United Kingdom (NICE, 2004).
In 2009, there were 17,878 deaths in England and
Wales recorded as a result of external injury and
poisoning (Office for National Statistics, 2011).
Most unintentional injuries happen in the home,
with an estimated 2.7 million people requiring
hospital treatment annually and 4,000 deaths
(Royal Society for Prevention of Accidents, 2010).
This compares with approximately 39,000 hospital
admissions as a result of a road traffic collisions in
2009 in the United Kingdom.
While death rates and hospital admissions from
unintentional injuries are decreasing, there are
widening inequalities between socio-economic
groups, with areas that experience high levels
of deprivation having higher incidence of
unintentional injury. In England, children who
live in the 10% most deprived wards are three
times more likely to be hit by a car than children
from the 10% least deprived wards (Tonwer and
Dowswell, 2001). A range of other factors also
influence the likelihood of an unintentional injury
including personal attributes such as gender,
physical ability, medical conditions, an individual’s
approach to risk-taking behaviour, the
environment in which they live and their age.

The National Institute for Health and Clinical
Excellence (NICE) has published guidance in
relation to unintentional injury. In 2004, NICE
published clinical practice guidance for the
assessment and prevention of falls in older people
and more recently in November 2010 published
the following three sets of guidance:
strategies to prevent unintentional injuries
among under 15s
preventing unintentional injuries among under15s in the home
preventing unintentional road injuries among
under 15s: road design
The guidance recognise that there are multiple
approaches to preventing unintentional injuries,
ranging from educating people through
providing information and training, to product
or environmental modifications, such as
playground equipment, and road modifications

and enforcement, such as the introduction of
legislation for children’s car seats. NICE
acknowledges that the prevention of unintentional
injuries does not fall to a single agency and that
most agencies have a key role to play in reducing
unintentional injuries including the NHS, Local
Authorities, Fire and Rescue Services, education
and voluntary sector organisations.
There were a total of 238 accidental deaths in
Devon (Figure 7.12), with 39 relating to land
transport accidents and 199 to other causes.
The age profile of land transport accidents is
much younger, with the vast majority of deaths
falling into the ‘other accidents’ category for
those aged 65 years and over, reflecting the high
number of deaths following accidental falls.
A breakdown of hospital admissions due to
injuries from external causes by age is provided
in Figure 7.13, which highlights that falls are the
most frequent cause of admission.

Figure 7.12 Accidental causes of death by age group, Devon, 2009
200
180
160

Number of deaths

140
120
100
80
60
40
20
0

00 to 34

35 to 64

65 and over

Other Accidents

11

27

161

Land Transport Accidents

16

12

11

Source: Public Health Mortality Files, Adapted from data from the Office for National Statistics licensed under the Open
Government Licence v.1.0; © Crown Copyright 2011
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Figure 7.13 Admissions to hospital for injuries due to external causes by age, Devon, 2008 to 2010
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Falls prevention is identified as a top priority area
within the Devon Prevention Strategy: Promoting
Independence and Wellbeing for Adults, 201113 (2010) which builds on work undertaken over
recent years within NHS Devon to identify older
people at a higher risk of falling to be supported
through preventive interventions. Such
preventive programmes include physical activity
programmes to improve balance, and supporting
home improvements such as repairing carpets,
installing hand rails and improving stairway
lighting.
There were a total of 1,143 emergency admissions
(0 to 15 years of age) following an accident for
the period 2009-10, and a total of 50,745
accident and emergency cases for the same age
group within the same time period. It is estimated
that approximately half of the accident and
emergency cases for this age group are accounted
for by unintentional injuries. In 2009, NHS Devon
published the “Preventing unintentional injuries
in children and young people in Devon strategy”.
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(http://www.devonpct.nhs.uk/Library/
Strategies/Unintentional%20injuries%20
among%20children%20and%20young%20
people%20aged%20under%2019.pdf)
A multi-agency steering group has been
established to take forward the recommendations
from the strategy. An exercise to map all of the
current interventions in Devon has been
undertaken, which identified a significant number
of organisations actively working on preventing
unintentional injuries across the multiple
approaches already identified. Examples include
visits to schools by fire officers and road safety
officers, cycle training, distribution to new parents
of the DVD “Buy Wise Be Safe” by Trading
Standards, and the undertaking of some home
safety assessments and insulation of safety
equipment. The steering group has still identified
areas for improvement and has identified risks to
some services as a result of the economic
constraints. One area identified for improvement
is better coordination of home safety assessments

and installation of safety equipment which is
currently undertaken by a variety of organisations.
NICE identifies targeted home safety assessments
and safety equipment installation as one of the
most cost-effective interventions which local
organisations can undertake.
Although death rates and hospital admissions
from unintentional injuries are falling, they are still
the leading cause of death among young people
aged 1 to 14 years and older people (over 75
years). Unintentional injury also causes more
children to be admitted to hospital each year than
for any other reason.
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7.9 Mental health and
emotional wellbeing
Good mental health and wellbeing, and not
simply the absence of mental illness, have been
shown to result in health, social and economic
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populations (Department of Health, 2011a).
Such benefits include:
better physical health
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The local approach to promoting emotional health
and mental wellbeing needs therefore to span
both the wider determinants of health – such as
education, employment and housing – as well as
services for people experiencing mental health
problems.
“No health without mental health: A crossgovernment mental health outcomes strategy for
people of all ages” (Department of Health, 2011b
and 2011c) sets out the government’s overall
aims as:
improving the mental health and wellbeing
of the population and keeping people well
improving outcomes for people with mental
health problems through high-quality services
that are equally accessible to all
Working with partners across user and carer
groups, service providers and local government,
six shared outcomes have been agreed:
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more people will have good mental health

consequences of mental health problems

more people with mental health problems
will recover

improving the quality and efficiency of current
services

more people with mental health problems will
have good physical health
more people will have a positive experience
of care and support
fewer people will suffer avoidable harm
fewer people will experience stigma and
discrimination
A new national suicide prevention strategy is due
to be produced during the summer of 2011.
While future costs of mental ill health are forecast
to double in real terms over the next 20 years,
currently the widest economic costs are estimated
at £105.2 billion each year (Department of Health,
2011c); some of this cost could be reduced by
greater focus on whole-population mental health
promotion and prevention, alongside early
diagnosis and intervention (McCrone et al, 2008).
Programmes to tackle health inequalities can lead
to improvements in mental health and wellbeing,
as Marmot (2010) suggests that by giving more
people the life chances enjoyed by a few then:
“People in society would be better off in many
ways: in the circumstances in which they are
born, grow, live, work, and age. People would see
improved wellbeing, better mental health and less
disability, their children would flourish, and they
would live in sustainable, cohesive communities.”
Potential cost-effective interventions include:
early identification and intervention as soon
as mental health problems emerge
the promotion of positive mental health and
prevention of mental health
problems in childhood and adolescence
the promotion of positive mental health and
prevention of mental health problems in adults
addressing the social determinants and
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A wide-ranging number of programmes are
in place addressing both the social and clinical
perspectives of emotional wellbeing and mental
health – for example, community-led partnerships
in disadvantaged communities through to memory
cafés for people with dementia. Two particular
issues emerging as priorities are self-harm and
young people’s unemployment.
Figure 7.14 provides an analysis of hospital
admissions for self-harm, highlighting a number
of communities where admission rates are
significantly higher and therefore more support
may be required.
There is a strong association between
unemployment and poorer mental health status.
The emerging picture of unemployment for young
people shows that support services need to be
available for this potentially vulnerable population
group. Figure 7.15 shows the change over recent
years.
Good mental health and resilience is fundamental
to a person’s physical health, their relationships
and social networks as well as being a major
influence on their capacity to fulfil their potential.
Good mental health and wellbeing will also bring
wider social and economic benefits as well as
health improvements.

Figure 7.14: Hospital admissions for self-harm by Devon town, direct age-standardised rate, 2006
to 2010
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Figure 7.15 Job Seekers Allowance for 18-24-year-olds claiming for more than six months in
Devon by quarter, 2006 to 2010
700

Number claiming allowance

600

500

400

300

200

100

0

Q1
Q2
Q3
Q4
Q1
Q2
Q3
Q4
Q1
Q2
Q3
Q4
Q1
Q2
Q3
Q4
Q1
Q2
Q3
Q4
Q1
2006 2006 2006 2006 2007 2007 2007 2007 2008 2008 2008 2008 2009 2009 2009 2009 2010 2010 2010 2010 2011

Count 220

245

215

180

200

190

125

115

125

120

145

185

335

530

540

470

580

450

290

240

355

Source: Claimant Count from nomisweb.com, adapted from data from the Office for National Statistics licensed under the
Open Government Licence v.1.0

123

7. Lifestyle and Health

References
Department of Health (2011a). No health
without mental health: A cross-government
mental health outcomes strategy for people of all
ages. Supporting document – The economic case
for improving efficiency and quality in mental
health. London Mental Health and Disability Unit
Department of Health (2011b). No health without mental health: Delivering better mental
health outcomes for people of all ages. London
Mental Health and Disability Unit
Department of Health (2011c). No health
without mental health: A cross-government
mental health outcomes strategy for people of all
ages. London Mental Health and Disability Unit
McCrone, P., Dhanaseri, S., Patel, A., Knapp, M.
and Lawton-Smith, S. (2008). Paying the price:
the cost of mental health care in England to
2026. London: Kings Fund
Marmot, M., Allen, J., Goldblatt, P., Boyce, T.,
McNeish, D., Grady, M. and Geddes, I. (2010).
Fair Society, Healthy Lives: strategic review of
health inequalities in England post 2010.
London: University College London

7.10 Workplace health
The workplace has a powerful effect on the health
of employees. How healthy a person feels affects
his or her productivity, and how satisfied they are
with their job affects their own health, both
physical and psychological.
People of working age are generally healthier
when they are employed than when they are not.
When health problems occur they often recover
more fully and more quickly when they are in
work. Working means they can better provide for
themselves and their families. Children of parents
in work generally thrive more than those whose
parents are not; and everyone in working families
is likely to live longer, healthier and more fulfilling
lives than those in families where no-one is in
work (Improving health and work: changing lives,
Department of Work and Pensions, Department of
Health, 2008).
Nationally, stark figures confirm the need to
address the costs of working age ill health in
Britain – Dame Carol Black (2008) estimated this
in terms of working days lost and worklessness at
over £100 billion. This is equivalent to the annual
running costs of the NHS.
The Confederation of British Industry estimated
the cost of 172 working days lost due to absence
at £13 billion for employers. Considerable work
has already been undertaken at national level
to review aspects of health and wellbeing in the
workplace.
The Faculty of Public Health (2006) has estimated
the burden of ill health as follows:
sickness absence costs United Kingdom
employers around £12.2 billion each year and
between 2% and 16% of the annual United
Kingdom salary bill is spent on sickness absence
stress-related conditions and musculoskeletal
disorders are now the most common reported
cause of sickness absence from work in the
United Kingdom
an estimated 34 million days are lost in England
and Wales through sickness absence resulting
from smoking-related illness
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physical inactivity has major health consequences,
including obesity, coronary heart disease and
cancer, and in England is estimated to cost the
wider economy £8.2 billion per year
alcohol misuse among employees in England
costs up to £6.4 billion a year in lost
productivity through increased absenteeism,
unemployment and premature death
Evidence shows that when organisations proactively
improve their working environments by planning
work in ways that promote health, all adverse
health-related outcomes, including absence and
injuries, decrease. This makes a strong business
case for creating a healthy workplace. This is
reflected in the government’s Health, Work and
Wellbeing Strategy which encourages and
supports employers with initiatives to improve the
health and wellbeing of working-age people.
Employers can also use the evidence-based NICE
guidance especially for smoking, physical activity,
mental health and wellbeing in the workplace
when developing workplace policies.
Devon is characterised by many small businesses
with over a quarter of all businesses not registered
for VAT or employing staff. The average wages in
the county are lower than the national average,
with large differences in earnings between the
best- and worst-off areas in Devon. Well over a

third of employees work on a part-time basis and
this is linked to the fact that Devon attracts nearly
six million visitors per year, with twice as many
tourism businesses in Devon than the national
average. However, the public sector is the largest
employer in Devon, with the majority of employers
located in Exeter. A number of workplace lifestyle
initiatives have been targeted at the public sector
and include:

Devon County Council’s occupational
health and welfare service:
Wellbeing@Work
This service provides an integrated, holistic
approach for all aspects of staff wellbeing,
whether psychological or physical. A range
of organisations, employing 30,000 staff in
the public, education and not-for-profit sectors,
including NHS Devon Commissioning, buy into
the service. An important focus for the service
is to work with organisations to reduce
the levels of sickness absence, thereby
increasing efficiency and enhancing service
delivery. The focus is on proactive interventions
such as targeting absence hotspots, ergonomic
assessments where musculoskeletal issues have
been identified, stress management training
and drop-in clinics for staff to confidentially
discuss health and wellbeing issues with a
clinician.
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Public Health Responsibility Deal
The Public Health Responsibility Deal has been
established to create an environment that
supports people to make informed, balanced
choices, and help them to live healthier lives,
by tapping into the potential for businesses
and other organisations to use their influence
in the workplace to improve public health
and tackle health inequalities on a voluntary
basis. These actions are expressed as a series
of collective pledges covering health at work,
physical activity, food and alcohol, with over
180 organisations already signed up.

H2 To use occupational health services which
meet the new occupational health standards
and which aim to be accredited by 2012-13.
H3 To include a section on the health and
wellbeing of employees with annual reports
and/or website. This should include staff
sickness absence rates.
H4 To implement some basic measures for
encouraging healthier staff restaurants/
vending outlets/buffets for staff.

The work and health network is co-chaired by
Dame Carol Black (National Director of Work
and Health) and Earl Howe (Parliamentary
Under Secretary of State for Quality).

P3 We will promote and support more
active travel (walking and cycling). We will set
measurable targets for this health enhancing
behaviour.

The four pledges for work and health are:

P4 We will increase physical activity in the
workplace, for example through modifying the
environment, promoting workplace champions
and removing barriers to physical activity
during the working day.

H1 To embed the principles of chronic
conditions guides within HR procedures to
ensure that those with chronic conditions at
work are managed in the best way possible
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with reasonable flexibilities and workplace
adjustments.

Source: Department of Health, South West

The Boorman Report (Boorman, 2009) also
identified NHS employees as having high levels of
sickness absence. Health Promotion Devon was
commissioned to develop an action plan for the
NHS Devon workforce. Two outcomes were
specified based on increasing activity levels and
sustaining the lifestyle changes made. In all,
720 staff (16%) took part and reported positive
changes in behaviour as a result of the
programme. The recommendations for the future
include exploring opportunities to work with other
organisations to broaden the range of activities
promoted.

as it was unclear how much demand there would
be. A final data evaluation is being undertaken
but overall demand was low. We believe that
among the reasons for this were that other health
checks were being offered at the same time to
staff, including the “Exeter 10,000 Study” using
a similar vascular check protocol. Repeated
advertising had some effect on demand,
particularly using Devon County Council payslips.
Overall, it is suggested that to improve impact,
workplace checks for carers will need to be
available over a prolonged period to increase the
accessibility, particularly to staff in manual jobs.

Carers’ health and wellbeing checks in the
workplace were begun during the summer of
2010 as part of the final delivery stream of the
national Carers’ Health and Wellbeing Checks
Programme. NHS Devon, Devon County Council
and the University of Plymouth were signed up
to this and encouraged staff to come forward.
Devon County Council offered checks to staff in
the Exeter and Newton Abbot/South Devon areas

Leadership is the key to a healthy workplace.
Health promotion initiatives will only be effective
under conducive managerial conditions, primarily
those that stimulate employee job satisfaction.
Other important factors to consider include: how
work is organised and carried out, physical
working conditions, employee consultation and
involvement, and the organisation’s policies,
procedures and rules.
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7.11 Healthy communities
The elements of a healthy community are set out
by the Devon Healthier and Stronger Communities
Partnership in its overall vision which states that:
“Everyone in Devon has the opportunity to
live in a healthy community which has the
following characteristics: learning, fair and
just, active and empowered, influential,
economically strong, caring, green, safe,
welcoming and lasting. People will also have
their physical, social and emotional needs met,
through enabling individuals, families and
communities to access the support they need.
The combined impact will be to reduce the
health inequalities that exist across the
county.”
The concept of ‘social capital’ is increasingly being
recognised as being fundamental to health and
wellbeing. In this context, social capital describes
the pattern and intensity of networks among
people and the shared values which arise from
those networks resulting in (mutual) care, support
and community contribution.
The coalition’s notion of the ‘Big Society’ offers
the potential to completely recast the relationship
between people and the state: citizens are
empowered; individual opportunity is extended;
communities come together to make lives better
(Cabinet Office, 2010a). The forthcoming Public
Services (Social Enterprise and Social Value) Private
Member’s Bill is likely to place new obligations on
commissioners to consider taking into account
economic, social and environmental value, not just
price, when buying goods and services.
The Modernising Commissioning Green Paper
(Cabinet Office, 2010b) envisages delivery of
services at local level by the voluntary and
community sector and a focus on delivery of
services to meet the social, environmental and
economic interests of the communities they serve.
Healthy Lives, Healthy People: our strategy for
public health in England (Department of Health,
2010a) emphasises the contribution made by
local communities and local government working
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together to bring about improvements in health
and wellbeing.
The social capital module of the United Kingdom
General Household Survey 2001-02 (Economic
and Social Data Service, 2010) defined ‘social
capital’ as a combination of:
civic engagement
neighbourliness (reciprocity and trust in
neighbours)
social networks (friends and relatives)
social support
perceptions of local area
The Building Community Capacity Project
(Department of Health, 2010b) identified a
number of key enablers to building social capital:
local groups involved by statutory partners in
the delivery of corporate objectives and vice
versa
engaged elected members
commissioning priorities that explicitly include
building community capacity
strong partnerships across the public sector –
a place-based approach
neighbourhood management boards with
strong resident and voluntary sector
participation
encouragement of wider participation in
commissioning including disabled, older
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people and other potential hard-to-reach
groups including children and families
There is a strong foundation underpinning
community work in Devon. Partnerships across
public sector organisations including the Devon
Consortium, Councils for Voluntary Service and
the Community Council of Devon have developed
a range social, capital-related initiatives such
as community-led planning, volunteering
opportunities and user-engagement processes.
Local people – particularly in Ilfracombe,
Dartmouth and Teignmouth – have community-led
partnerships which will have a positive impact on
their own health and wellbeing. In Exeter there is
a successful neighbourhood engagement project.
A number of other projects are being taken
forward. These include:
Devon County Council’s Third Sector
Engagement programme
Devon Consortium’s Social Capital programme
Young Foundation Social Enterprise project
“Active Citizens” programmes
Devon County Council’s Adult and Community
Services Social Value Indicators project
The Healthier and Stronger Communities
Partnership has established a Social Capital Task
Group to identify how the range of current
initiatives align to each other to ensure the best
possible gains for improving health and wellbeing.
The group is due to report by December 2011.

Achieving the benefits derived from promoting
social capital is central to the coalition’s policymaking. The health and social care sector
presents many opportunities for improving health
and wellbeing. To achieve this there will need to
be a locally-agreed strategic approach to:
co-production and social commissioning
outcomes-based commissioning
personalisation and personal budgets
commissioning of the community and voluntary
sector
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7.12 Offender health
Offender health relates to the promotion of
mental health and wellbeing, and the care and
treatment of individuals who are in contact with
the criminal justice system and who are unwell.
This can be in prison, in custody in police cells or
the courts, or under the supervision of the Devon
and Cornwall Probation Trust.
There are three all-male prisons in Devon. Two of
these are Category C training prisons (Dartmoor
and Channings Wood) and Exeter is the Category
B or local remand prison. Exeter accepts all adults
and young offenders (18 year or age and older)
committed to prison by the courts from Cornwall,
Devon and West Somerset and holds both
sentenced and remand prisoners. The nearest
prison for women offenders is Eastwood Park in
South Gloucestershire.
In 2006, primary care trusts became fully
responsible for commissioning prison healthcare in
England. NHS Devon Public Health took over the
responsibility for healthcare in the Devon prisons
in September 2010.
A partnership approach is vital to meet the
complex needs of so many of these offenders in
a criminal justice system which moves individuals
around and between the courts, police custody
and the prisons in Devon and further afield,
mainly in the South West of England.
Offenders, as a socially excluded group, suffer a
high proportion of health inequalities. They are
more likely to experience mental health problems
or learning disabilities, or to have difficulties with
drugs and alcohol (Department of Health, 2009).
Promotion of wellbeing among those in contact
with the criminal justice system will help address
reoffending rates (Seymour, 2010).
People over the age of 60 are now the fastestgrowing age group in the prison estate. In the
ten years from 1999 to 2009, the number of
sentenced prisoners aged 60 and over rose by
119%. Some older prisoners will have a physical
health status of ten years older than their
counterparts in the community and this brings
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associated issues of access to social care and other
age-appropriate services (Prison Reform Trust,
2010).
Lord Bradley’s review of people with mental health
problems or learning disabilities in the criminal
justice system (Department of Health, 2009) led
to a series of recommendations including:
the development of liaison and diversion
services in police custody suites to improve
early identification of individuals with mental
health problems or learning disabilities and to
provide information and advice to relevant staff
awareness training in mental health and
learning disabilities to be made available to all
prison, police, probation and court staff
improving screening and services for mental
health, substance misuse and learning
disabilities on reception to prison
improve care pathways and continuity of care
for prisoners with mental health problems and
learning disabilities
mental health problems combined with drug
and/or alcohol problems should be considered
the norm rather than the exception in prison
to support and enhance the integration of
services by improving partnership working
between criminal justice, health and social
care organisations at all levels
NHS Devon is working with its partner
organisations in Devon and the South West
peninsula to improve collaborative and joint
working arrangements, which in turn will result in
effective and appropriate health, social care and
criminal justice outcomes at every stage in the
criminal justice process.
On 19 November 2010, the prison population in
England and Wales was 85,393, up from
84,875 twelve months before (National Offender
Management Service, 2011). People in contact
with the criminal justice system are more likely to
have a reduced life expectancy from birth onwards
due to “accidental death and major diseases,
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including coronary heart disease, lung cancer,
chronic liver disease, substance misuse and
suicide associated with severe and enduring
mental health issues.” (Department of Health,
2009).
Individuals in prison suffer from a disproportionate
range of complex physical and mental health
issues (Table 7.2).
Many people in prison have been shown to have
poorer oral health than the general population.
This may be due to extensive and long-term oral
neglect exacerbated by substance misuse and
smoking.
Hepatitis B and C in England and Wales are
blood-borne viruses which are spread mainly, but
not exclusively, by injecting drug users. There is a
significant overlap between the prison population
and injecting drug users in the community, many
of whom pass through the prison system several
times and who are unaware of their infection
(Department of Health, 2010). There is the
opportunity to offer vaccination for Hepatitis B
and testing and treatment for Hepatitis C in prison
and a chance to promote healthier lifestyles. This
will be a health gain for the wider community.
At any one time there will be around 1,900 men
in the three prisons in Devon, most of whom are
from the South West.
Much of the substance misuse provision in the
prisons is delivered by teams which were funded
by different government departments. These
monies are now being moved to the Department
of Health which will afford new opportunities to
integrate the clinical and psycho-social work with
people with drug and alcohol problems in prison.
Exeter prison is the busiest, as it has a very high
number of receptions and discharges, with 1,444
receptions in the six months from March to
August 2010. A quarter of sentences are for
six months or under.
There are high levels of substance misuse and
mental health problems across all three prisons
which need to be quantified.

Table 7.2 Comparison of characteristics of the prison population compared with the general
population
Characteristic

General population

Sentenced prison population

Suffer from 2 or more mental
disorders

5% men 2% women

72% of men and 70% of women
20% of prisoners have four of the
five major mental health disorders

Drug use in the previous year

13% of men 8% of women 66% of men and 55% of women

Taken into care as a child

2%

27%

Unemployed before prison

5%

67%

Homeless

0.9%

32%

Source: Social Exclusion Unit, July 2002

Prison dental services are over-subscribed and are
finding it hard to offer routine dental care.
Channings Wood has an unusually high level of
very ill patients at present needing ongoing cancer
and other treatments that require specialist
hospital appointments. This is putting pressure
on the prison escorts.
Mental health provision in all three prisons has
significantly improved and now offers both
primary and secondary mental health services.
There is an increasing need to work with police,
probation and court colleagues to find effective
ways to address reoffending and to divert people
from inappropriate prison sentences.
Individuals in the criminal justice system have
much higher physical and mental health needs
than people in the general population. Their
needs are often complex and long term. Working
in partnership across the whole range of
organisations, public, private and voluntary sector
is the only way to address the needs of offenders
who present with very complex health and social
care needs. There is a need to gain a more
detailed understanding of what healthcare is
being delivered to offenders in Devon, where
and to whom, and whether this meets the needs

of the individuals involved. The offender health
partnership must expand to include Adult Social
Care and other partners to ensure integration of
services to offenders.
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Recommendations
7.1 Work should continue on helping people
stop smoking, particularly in wards of high
prevalence due to the impact on health and
health inequalities.
7.2 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.
7.4 Develop healthy workplaces through the
Team Devon Olympic Legacy programme.
7.5 Commission an evidence-based weight
management programme across Devon to suit
the varied needs of the population affected by
weight problems.
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.
7.7 Target resources at areas of greatest need,
including primary care.
7.8 Implement work in partnership with
Addaction to “Break the Cycle” of alcohol
misuse within families.
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7.9 Continue to develop peer-led relapse
prevention services.
7.10 Work closely with partners to promote
oral health through approaches to address the
wider determinants of health within local
communities.
7.11 Use social marketing approaches in the
delivery of the Skin Cancer Prevention Strategy
and lung cancer prevention.
7.12 NHS Devon should develop an
unintentional 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 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.
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.
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.
7.18 Undertake a dental needs assessment to
inform the commissioning of dental services for
prisoners.
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8.1 Communicable diseases
NHS Devon receives data on the numbers of cases
of infectious diseases and these are discussed at
the regional Health Protection Advisory Group
where actions are agreed. Outbreak management

is well coordinated across NHS Devon with the
Health Protection Agency and Local Authority
departments where appropriate. Table 8.1 gives
the individual infectious disease cases in the NHS
Devon area for the year 2010-11.

Table 8.1 Cases of all infectious diseases across the NHS Devon area from April 2010
to March 2010

Measles
Meningitis other
Meningococcal disease
Haemophilus influenzae
Whooping cough
Scarlet fever
Tuberculosis
Hepatitis A
Hepatitis B
Hepatitis C
Hepatitis E
Malaria
Mumps
Rubella
Leptospirosis
Sub total
Campylobacter
Salmonella
E. coli 0157
Cryptosporidium
Giardia lamblia
Shigella
Suspected food poisoning (other)
Total suspected food poisoning
Population
Food poisoning rates/100,000*
GRAND TOTAL
*Includes notified cases and those
otherwise ascertained
Source: Health Protection Agency, 2011
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Apr-Jun
2010
9
11
9
2
5
15
6
1
13
17
1
0
45
3
0
137
284
22
8
35
16
11
7
383
740,819
51.70
520

Jul-Sept
2010
2
0
6
2
7
3
5
1
15
26
2
1
25
1
0
96
347
21
18
28
20
7
7
448
740,819
60.47
544

Oct-Dec
2010
1
1
5
0
12
15
2
0
14
31
2
0
33
0
0
116
292
36
3
32
20
7
1
391
740,819
52.78
507

Jan-Mar
2011
3
0
9
0
3
19
4
0
8
43
0
0
5
3
0
97
239
25
1
18
40
8
6
337
740,819
45.49
434

Total
number
15
12
29
4
27
52
17
2
50
117
5
1
108
7
0
446
1162
104
30
113
96
33
21
1,559
2,963,276
52.61
2,005

8.2 Norovirus
Once again the South West health and social care
services were affected by outbreaks of Norovirus
during the winter of 2010-11.
Norovirus, historically known as ‘winter vomiting
disease’, is extremely infectious and spreads
rapidly, particularly in institutional settings such as
hospitals, care homes, hotels, schools and
playgroups. Outbreaks are very disruptive, can
take considerable resources to control and create
significant business continuity issues for health
and social care and commercial organisations.
The symptoms usually start one or two days after
the person becomes infected, but sometimes
within 12 hours. The first symptom is usually a
sudden onset of nausea, followed by projectile
vomiting and watery diarrhoea. Some people may
have a raised temperature (over 38°C), headaches,
stomach cramps and aching limbs. Symptoms
usually last for 12 to 60 hours, with most people
recovering within two or three days. There are
no long-lasting effects, although individuals with
compromised health can be severely affected.
Each winter Devon’s acute hospitals suffer due to
the effects of Norovirus on their staff, patients and
visitors. In the worst cases bays and wards may be

closed, causing widespread disruption to a system
that is already struggling to cope under the
pressures brought on by winter.
Control measures usually involve a complete
shutdown of operations and ‘deep cleaning’ as
well as limiting access and discharges. Additional
measures include paying particular attention to
good hygiene. It is very important to wash your
hands with soap and water, particularly after
contact with someone who is ill and after using the
toilet, especially if you are suffering from symptoms.
It has always been assumed that outbreaks in the
acute hospitals are due to high levels of Norovirus
circulating in the wider community. This past
winter community outbreak reports were collated
twice weekly and results plotted on a regional
map in an attempt to anticipate when and where
outbreaks in the district general hospitals might
occur.
Figure 8.1 shows the number of recorded vomiting
outbreaks during the winter of 2010-11.
Comparing the map with the outbreaks in the
acute settings, it would appear that community
outbreaks of Norovirus are for the most part
unconnected. Further work is planned over the
winter of 2011-12 in an attempt to pre-empt
future outbreaks and to mitigate the impact.
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Figure 8.1 Winter vomiting outbreaks during winter 2010-11

Source: Health Protection Agency, 2011

8.3 Healthcare Associated
Infections
NHS Devon has a legal responsibility under the
Health and Social Care Act 2011, known as the
Hygiene Code, to ensure that the services we
deliver or commission meet the 11 duties which
are set out in the Act. The Care Quality
Commission requires that all organisations
providing healthcare are registered. NHS Devon
has in place systems through the Healthcare
Associated Infections Committee and the Patient
Quality and Safety Committee to gain assurance
that services commissioned from other NHS or
independent providers fully comply with these
standards.
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National targets for Clostridium difficile and
Meticillin Resistant Staphylococcus Aureus (MRSA)
bacteraemia, and the Strategic Health Authority
local targets were agreed through contracts and
are monitored against these throughout the year.
Meticillin Resistant Staphylococcus Aureus is a type
of bacteria which has become resistant to some
antibiotics, including penicillins. It is believed that
30% of the population carry Staphylococcus
Aureus organisims either in their nose or on the
skin. In healthy people this bacteria is not
harmful, but it can be a problem when people are
recovering from operations and illnesses and are
much more vulnerable to infection. The Health
Protection Agency maintains the national
database for surveillance of this organism.

Figure 8.2 shows the NHS Devon Commissioner
Meticillin Resistant Staphylococcus Aureus
bacteraemia against the national Vital Signs (VS)
target and the local authority target. Overall, NHS
Devon achieved a return of ten bacteraemia below
the national target.

Clostridium difficile can be treated with specific
antibiotics and most people make a full recovery
but will always have spores in the gut. However,
it can be very severe and even fatal. Older people
are most at risk of this infection; 80% of
infections occur in those over 65 years of age.

Figures 8.3 and 8.4 show MRSA bacteraemia
progress against targets for 2010-11 for the acute
trusts for whom NHS Devon is the coordinating
commissioner.

Hand washing with warm water and liquid
soap is the most effective method to prevent
cross-infection. Alcohol hand gels are not
effective against Clostridium difficile.

For all MRSA bacteraemia a Root Cause Analysis
is undertaken. This is a structured investigation
of the care and circumstances that may have
contributed to the infection. For this, individuals
from all of the care providers are invited to
contribute to the investigation and the
organisations have been able to share learning
and good practice. This action is undertaken for
Clostridium difficile infections where they are
declared on part 1a or b of the death certificate.

Standard infection control precautions, along with
transmission-based precautions, should be taken
to prevent cross-infection.

There have been no MRSA bacteraemia in the
Devon Provider Services community hospitals for
2010-11.

MRSA Screening
Screening for elective admissions is now embedded
across NHS Devon and the services for which we
are lead commissioner. Details of the individual
screening procedures are available on the public
website for NHS Devon www.devonpct.nhs.uk

Clostridium difficile
Clostridium difficile is a bacterium that is part of
the normal gut flora in 3% of adults and 66% of
children and is usually kept under control by the
other gut bacteria. Clostridium difficile does not
cause any problems in healthy people. Problems
occur when there is an imbalance between the
bacteria in the gut. This can happen when taking
a course of antibiotics.

Cleaning of the environment with a chlorinereleasing agent such as bleach is essential to
reduce the risk of cross-infection.
Figure 8.5 shows the NHS Devon Commissioner
Clostridium difficile bacteraemia against the
national Vital Signs (VS) target and the local
authority (LA) target. Overall, NHS Devon
achieved a return of ten bacteraemia below the
national target.
Figures 8.6 and 8.7 show Clostridium difficile
bacteraemia progress against targets for 2010-11
for the acute trusts for whom NHS Devon is the
coordinating commissioner.
These figures reflect the continued high priority
given to reducing Healthcare Associated
Infections. The community hospitals, acute
hospitals and primary care work closely together
to minimise risk and protect our population from
these infections.

As Clostridium difficile forms spores, it can survive
for long periods in patient environments, on
equipment and on patients and staff, resulting in
cross-infection and outbreaks.
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Figure 8.2 Progress against Meticillin Resistant Staphylococcus Aureus targets for all patients
registered with NHS Devon, 2010-11
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Figure 8.3 Progress against Meticillin Resistant Staphylococcus Aureus targets at the Royal
Devon & Exeter NHS Foundation Trust, 2010-11
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Figure 8.4 Progress against Meticillin Resistant Staphylococcus Aureus targets at Northern
Devon Healthcare Trust, 2010-11
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Source for all: Health Protection Agency, 2011
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Figure 8.5 Progress against Clostridium difficile targets for all patients registered with NHS
Devon, 2010-11
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Figure 8.6 Progress against Clostridium difficile targets, Royal Devon & Exeter NHS Foundation
Trust, 2010-11
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Figure 8.7 Progress against Clostridium difficile targets, Northern Devon Healthcare Trust,
2010-11
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Source for all: Health Protection Agency, 2011
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Infection prevention and control
training for healthcare staff in Devon
Increasing awareness of infection prevention and
control increases the wider society’s ability to
protect the vulnerable and those most at risk.
Over the past year the Health Protection Team has
further developed and delivered a wide range of
infection prevention and control and immunisation
training to a wide range of staff and organisations
working in the health economy, including both NHS
and independent healthcare staff. This training
further extended the ongoing infection control
link worker forums, one-day specialist infection
control link worker training and immunisation
training for NHS trust and practice staff.
The Health Protection Team also worked in
partnership with the Health and Safety Executive
and Environmental Health Departments of the
Devon local authorities to contribute to Safety and
Health Away Days in Sidmouth, Newton Abbot
and Bideford aimed at the local care sector. These
Away Days were very well attended and received
by care and nursing home managers and staff
from across Devon.
There is a regular programme of localised infection
control link worker meetings which have been
held in Ivybridge, Newton Abbot, Exeter and
Barnstaple. These two-hour sessions are attended
by nominated infection control link workers who
receive training and take part in workshops in
order to increase their skills and knowledge to
lead infection prevention and control in care
homes.
The result of this initiative is a group of
individuals in independent care homes who are
becoming a specialist resource for the development
and implementation of practices and procedures
as well as the sharing of good practice among
other members of the group. Sign-up to the
infection control training resource “Essential
Steps” has been widely encouraged. To date the
total number of staff trained to this level is 65 and
a total of 203 delegates have attended this
training over the past year in 13 sessions, many
of whom are returning participants.
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Intensive one-day training sessions have been
developed and delivered to meet the needs of
Adult Community Services within Devon County
Council. The sessions covered a wide range of
infection control issues including information on
the mandatory requirements and declarations to
the Care Quality Commission and were designed
to give an in-depth knowledge of infection
prevention and control. They were attended by
Adult Community Services staff drawn from most
of the 23 homes run by the authority. The staff
were also provided with a resource pack to assist them.
Additionally, Devon County Council Adult and
Community Services staff have been given a wide
range of resources, guidance and approved codes
of practice as well as access to draft templates
of NHS Devon policies which can be localised as
required to suit local circumstances.
Most delegates found the training very useful and
said that they related what they had learnt to their
workplace and planned to make changes to their
infection prevention and control arrangements.
To follow the successful training for staff in Devon
County Council run homes a further training
programme has been set up to include specialist
training for Adult Community Services staff
working peripatetically in domiciliary care.
In-house courses have also been provided for
independent care homes where a training
programme has been tailored to the needs of
the organisation and its staff.
Immunisation training has been provided for
a wide range of healthcare staff working both
within and outside the NHS, including registrants
working for independent contractors.
In addition to direct training, the team has
participated in a training exhibition for care homes
where a presentation was given and a display
stand was exhibited alongside many other care
trainers, agencies and providers.
Future plans include extending this resource to
independent contractors and staff, particularly to
support the emerging GP consortia in registration
with the Care Quality Commission.

8.4 The potential danger of
owning and handling pet
reptiles
People have owned pets in the United Kingdom
for generations, but the traditional family pet of a
dog or cat is being replaced by more exotic
creatures. In England and Wales there are 4,500
pet shops, 5,000 dog-breeding centres and a
significant number of unlicensed commercial
exotic pet vendors. The more traditional dog and
cat sales represent about 42% of pet sales and
reptiles account for 1.8%. However, while the
sale of reptiles appears to be a small percentage
of all pet sales, in numbers it amounts to over half
a million turtles, tortoises, lizards and snakes kept
in captivity (Warwick et al, 2011). In Devon,
Plymouth and Torbay, there are nearly 300
licensed pet shops.
There are known to be about 200 human diseases
(zoonoses) which are contractable from pet
animals. This high number is due in part to the
rise in ownership of exotic pets. Many of these
animals are caught in the wild, in remote parts of
the world, and may be within a domestic
environment within 24 hours.
Many zoonoses present as superficially apparent
symptoms resembling flu or gastrointestinal
conditions, but develop in terms of severity and
resistance to treatment. Clearly these can present
a risk to handlers and their families. Young children
in households may be inadvertently put at risk of
contracting a rare form of salmonella infection.
Organisms such as salmonella may be viable in
surface smearing for days or weeks, and in
faeces for 30 months. While there are in excess
of 2,000 serotypes of salmonella, one particular
strain has, in recent years, increased within
humans in England. Salmonella enteritica sub
species arizonae (Arizona) has been seen recently
in Health Protection Agency reference laboratories
in both England and Wales. In 1998, 30 human
cases of Salmonella Arizona were recorded, but by
2007 this had increased to 55 cases, representing
an increase of 45%.

Salmonella Arizona is linked to reptiles, particularly
tortoises and terrapins. These reptiles will often
be symptom free but will be shedding pathogens
in their faeces completely unknown to their
owners. These are pathogens which can cause
serious illness in humans. Particularly at risk are
infants and young children with their weaker immune systems (Peters, 2008).
As a result the Health Protection Agency has
produced the following advice:
families with young children should be aware
of the health risks associated with having a
reptile as a family pet
pet shop owners should advise their customers
of the potential risks associated with reptile
ownership
good hand hygiene practices should be
employed at all times when handling and
looking after any pet – this means anyone
handling a reptile, or an object that has been in
contact with a reptile, should wash their hands
thoroughly immediately afterwards
hand washing after touching a reptile is
particularly important before touching or
feeding a baby or young child as this could
pose a risk to the infant
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8.5 Campylobacter
Campylobacter is the nationally most commonly
identified bacterial cause of food poisoning
(Health Protection Agency, 2011), and this is
borne out locally. This comma-shaped bacillus
belongs to the same family as Helicobacter pylori,
the main cause of peptic ulceration. Campylobacter
is a zoonosis, that is to say it is a disease of
animals which is passed to humans either directly
or indirectly. Campylobacter is found very
commonly in the gastrointestinal tract of both wild
birds and poultry and also in cattle and domestic
pets (Atelkruse et al 1999). Humans acquire the
infection either directly from animal faeces or
through eating undercooked meat contaminated by
faeces, or drinking untreated faecally-contaminated
water or unpasteurised milk. The infectious dose
for Campylobacter is low, but Campylobacter
bacteria do not multiply in food, unlike Salmonella,
so although cross-contamination during food
storage is an issue, temperature is not important
in determining whether an infectious dose is
present in food. Most cases of Campylobacter
are primary cases, even though person-to-person
spread is possible, it does not seem to happen
to any great extent. Outbreaks due to
Campylobacter are also rare, but when they
happen the cause is often sandwiches or chicken
liver pate (Health Protection Agency, 2010).
Campylobacter is the most commonly identified
cause of bacterial food poisoning in the United
Kingdom (Health Protection Agency, 2011). Cases
of Campylobacter are still increasing year-on-year
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after a dip between 2000 and 2004. Campylobacter
cases show a spring peak between May and June
and then decline through summer and autumn.
Epidemiological trends over the last ten years
have been for a fall in cases of Campylobacter in
children under five years of age and an increase in
cases in people over the age of 55. The highest
rates of infection are in the South West and the
lowest rates are in London.
Although a lot is known about the bacterium and
where it can be found in nature, there are many
unanswered questions about the reasons for the
seasonality. A study in 1991 (Hudson et al) found
that a substantial proportion of local cases in
spring had drunk bird-pecked milk. In this case
the birds were magpies and jackdaws. The birds’
beaks and their cloacae were Campylobacter
positive. It is also well known that about 30 to
100% of poultry carcases are Campylobacter
positive (Allen et al, 2007).
Cases of Campylobacter are largely controlled by
managing the symptoms, although erythromycin
and ciprofloxacin have been used early in the illness
to shorten its duration and severity (Atelkruse et
al, 1999). Cases need to know that they should
refrain from preparing or handling food for others
until 48 hours after their symptoms have finished,
they should practise good hand hygiene during
the illness and should, if possible, use a separate
toilet and wash hand basin (Brown et al, 2004).
There were 493 cases of Campylobacter reported
by laboratories and doctors between 1 April 2010

and 31 March 2011 in the NHS Devon area. This
is certainly an underestimate but still represents a
large burden of illness. Most affected people
report eating chicken within the incubation
period. The high incidence in Devon is likely to
be due to the large numbers of cattle, poultry and
wildlife and outdoor activity. The best opportunities
for prevention are by reducing the level of
poultry carcase contamination, possibly through
improving water supply security, and through
education of the public in food hygiene.
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8.6 Incinerators and health
New incinerator projects are being proposed
throughout the country with the aim of reducing
the United Kingdom’s reliance on landfill for
municipal wastes. European Union legislation has
stimulated this major change in waste management
strategy. Applications to build and operate
incinerators give rise to local concerns about the
possible effects of emissions on human health.
The use of incineration for waste disposal in the
United Kingdom is increasing. A new incinerator
proposal will be subject to the following legislative
controls:
planning consent (suitability of the land for the
type of activity proposed)
environmental permitting (control of process
emissions and activities, and effects on
environment and human health)
statutory nuisance provisions (abatement and
control of statutory health nuisances where
environmental permitting controls do not apply)
The operators of modern waste incinerators are
required to monitor emissions to ensure that they
comply, as a minimum, with the limits in the
European Union Waste Incineration Directive
(2000/76/EC), which sets strict emission limits for
pollutants. This Directive has been implemented
in England and Wales by the Environmental
Permitting (EP) (England and Wales) Regulations
2007.
The comparative impacts on health of different
methods of waste disposal have been considered
in detail in a report prepared for the Department
of Environment, Food and Rural Affairs (DEFRA,
2004). This work was undertaken by a group of
consultants led by the independent consultants
Enviros and included experts in the air pollution
field. Evidence for ill health in people, who might
possibly be affected by emissions from municipal
solid waste processes, showed that health effects
in those living near waste management facilities
were either generally not apparent, or the evidence
was not consistent or convincing. However, a few
aspects of waste management have been broadly
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linked to health effects in local people. DEFRA’s
review of health effects of emissions of specific
important airborne pollutants from waste
management facilities concluded that these
emissions are not likely to give rise to significant
increases in adverse health effects.
A report by the Medical Research Council’s
Institute for Environment and Health in 1997,
‘‘Health Effects of Waste Combustion Products”
also concluded that “some of the key pollutants
released during incineration processes have been
shown, in other circumstances, to cause diseases,
including cancer. However, no studies to date
have found significantly more disease, compared
with the general population, in either incinerator
workers or people living near incinerators.
(Medical Research Council, 2007).
The Committee on the Carcinogenicity of
Chemicals in Food, Consumer Products and the
Environment (2000) reviewed a large study by the
Small Area Health Statistics Unit, Imperial College,
London that examined 14 million people living
within 7.5km of 72 municipal solid-waste
incinerators, which operated up to 1987. The
Committee concluded that “any potential risk of
cancer due to residency (for periods in excess
of 10 years) near to municipal solid waste
incinerators was exceedingly low and probably not
measurable by the most modern epidemiological
techniques.”
In the published position statement on municipal
solid-waste incineration in September 2009, the
Health Protection Agency therefore concluded
that “modern, well-managed incinerators make
only a small contribution to local concentrations
of air pollutants. It is possible that such small
additions could have an impact on health but such
effects, if they exist, are likely to be very small
and not detectable.”
Devon County Council has identified incineration
allied with energy generation as a mechanism
for the disposal of residual domestic waste. The
Municipal Waste Management Strategy for Devon
was published by the County Council and the
Devon District Councils in March 2005. The
strategy states in WSPS14 that “recovery of value
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for all practicable waste, including energy from
waste facilities, will play an important role in the
long-term management of municipal waste in
Devon, in particular to meet the Waste Strategy
2000 recovery targets and the Landfill Directive
diversion targets.” A new energy from waste
plant is due to be built in Exeter on the site of
the old incinerator, which was closed in 1996;
planning permission was given in 2008 and a
permit was granted in December 2010. The
County Council entered into a partnership with
Torbay Council and Plymouth City Council to
commission an energy from waste plant to serve
South Devon. There were two preferred bidders
– Viridor, who put forward a site at New England
Quarry, near Lee Mill, and MVM, who put forward
a site at Devonport Dockyard in Plymouth.
MVM won the bid and are applying for planning
permission and a permit. Viridor, while
unsuccessful in the bidding process, is still
progressing a planning application and a permit
application for an energy from waste plant to
dispose of residual commercial and industrial
waste.
While application for energy from waste plants
generate health concerns from the local area, the
effects upon health, if there are any, are likely to
be very small and not detectable.
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8.7 Private water supplies
A private water supply may be defined as any
water supply that is not provided by a statutory
water undertaker, such as South West Water, and
where the responsibility for its maintenance and
repair lies with the owner or person who uses it.
A private water supply can serve a single
household or it can serve many properties,
commercial or industrial premises. Sources of
private supplies are mainly springs, wells and
boreholes, but leats, particularly on Dartmoor, and
streams, rivers or river gravels may also be used.
Safe drinking water is essential for the health of
everyone. Local authorities are responsible for
regulating private water supplies used for
domestic purposes (such as drinking, cooking,
and washing) in both domestic and commercial
premises. Recent changes to regulations means
that local authorities are sampling more frequently
and covering more parameters.
Over the years, the Health Protection Agency has
documented outbreaks of gastrointestinal disease
due to private water supplies, and across the
United Kingdom small household and community
water supplies have been identified as a significant
risk to human health. As well as microbiological
contamination, chemical poisoning is also a risk.
It is well documented that private water supplies
pose a risk to public health because they are
quite often not designed, managed or tested in
the same way as public water supplies (Fewtrell,
1996). The water source may be contaminated
with bacteria, protozoa, parasites and viruses
(micro-organisms) or other substances (Fewtrell,
1998). Sometimes the contaminants affect only
the appearance of the water but others can cause
serious illness or even death in vulnerable people
(Furtado, 1998).

all too often fail microbiological parameters and
outbreaks of gastrointestinal disease associated
with private water supplies occur in Devon with
recent outbreaks of Cryptosporidium and E. Coli
0157. Private water supplies are commonly
identified with excessive levels of copper,
manganese, lead and nitrate, which require
treatment to prevent ill health. A few private
water supplies have been found to contain
elevated levels of arsenic, radon, uranium or
pesticides.
Devon has a large number of private water
supplies, some of which pose an increased risk to
health.
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Due to its largely rural nature, there are
approximately 1,000 private water supplies in
Devon serving domestic, commercial and
industrial premises, including food manufacturers.
The largest private water supply serves a
population in excess of 500, with the smallest
being a single household. Private water supplies
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8.8

Immunisations

Childhood immunisations and the
National Immunisation Programme
NHS Devon provides childhood immunisation and
the National Immunisation Programme through
contractual agreements with acute, independent
and provider services. These immunisations are
delivered by maternity services, general practice
and in community settings.
Immunisation uptake rates have increased over
recent years and the latest results suggest that
Devon has met two of the eight NHS Vital Signs
targets relating to childhood immunisation, as
illustrated in Table 8.2, and is close to target on
four more. It should be noted that these targets,
largely based on the World Health Organisation
gold standard of 95%, are very challenging, and
Devon is above the 90% mark historically used to
indicate good performance on five of the eight
measures. Performance in Devon has remained
consistently above the England average in recent
years and improving performance has been seen
across all childhood immunisation measures.

Measles, mumps and rubella (MMR)
The measles, mumps and rubella vaccine protects
against three diseases which are the cause of
potentially serious disease, either in children,
adults or the unborn child. It is for this reason
that the uptake of this vaccine is strongly
supported.

During the first quarter of 2011 there have been
outbreaks of measles in France, and mumps
continues to be a problem in universities. To
protect children travelling to France and those
who may be exposed to mumps, NHS Devon
made arrangements with GP practices for the
immunisation of school children, university
students and staff, and people up to the age of
30 who may have had contact with the infected
groups.
Letters were sent to schools and academies
regarding school trips and to parents of school
children in Devon, advising that if children are
going to France on school trips or holiday, their
parents should ensure that they have had two
doses of MMR before travelling.
The upper age limit of 30 takes account of the
epidemiology of measles in France and mumps in
the United Kingdom. Individuals who were born
between 1980 and 1990 may not be protected
against mumps but are likely to have been
vaccinated against measles and rubella.
Under the United Kingdom’s routine childhood
immunisation programme, all children who are 18
years of age and under are entitled to two doses
of MMR vaccine free of charge. Any child in this
age group who has missed out on one or both
of their MMR vaccinations is entitled to ask their
general practitioner to complete their treatment
on the NHS.
Individuals aged 19 years and above who require

Table 8.2 Latest immunisation rates for selected vaccines and ages (cumulative)
Vaccine

Period

Target

Actual

Rating

DTaP/IPV/Hib, Aged 1
2010-11
PCV Booster, Aged 2
2010-11
Hib/MenC, Aged 2
2010-11
MMR First Dose, Aged 2
2010-11
DTaP/IPV, Aged 5
2010-11
MMR Second Dose, Aged 5
2010-11
DT/IPV Booster, Aged 13-18 (provisional)
2010-11
HPV Aged 13 (progress to date, first dose) as at March 2011

95.0%
95.0%
95.0%
95.0%
95.0%
95.0%
90.0%
91.0%

95.0%
91.1%
92.3%
90.0%
89.2%
84.8%
93.3%
87.0%

Green
Amber
Amber
Amber
Red
Red
Green
Amber

Green: on target; Amber: within 5%; Red: off target
Source: NHS Devon Public Health Intelligence Team, 2011
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a course of MMR will need to have the vaccine
prescribed for them by their general practitioner.
For travellers, their general practitioner may (but
is not obliged to) charge the patient for the
vaccinations, as is the case for a travel vaccine,
with the vaccine having to be sourced separately.

Tables 8.3 and 8.4 show MMR vaccine uptake at
two and five years of age respectively by general
practitioner consortium within NHS Devon.

Table 8.3 MMR uptake at age two by consortium, 2010-11
Population

Immunised

Uptake 95% Confidence
interval

Relationship to
2009-10 uptake

Exeter

1,483

1,388

93.59% (92.23 to 94.79)

Significantly Higher

Mid Devon

1,180

1,081

91.61% (89.88 to 93.13)

No Significant Difference

North Devon

1,654

1,438

86.94% (85.22 to 88.53)

Significantly Lower

South Devon

1,248

1,092

87.50% (85.54 to 89.28)

Significantly Lower

South Hams
& West Devon

735

664

90.34% (87.97 to 92.38)

No Significant Difference

Wakley

532

490

92.11% (89.48 to 94.25)

No Significant Difference

WEB

473

446

94.29%

(91.8 to 96.2)

7,343

6,609

90.00%

(89.3 to 90.68)

Vaccine

Devon

Significantly Higher

Source: COVER Return and NHS Devon Public Health Intelligence Team, 2011

Table 8.4 MMR uptake (second dose) at age five by consortium, 2010-11
Population

Immunised

Uptake 95% Confidence
interval

Relationship to
2009-10 uptake

Exeter

1,465

1,299

88.67% (86.93 to 90.25)

Significantly Higher

Mid Devon

1,230

1,101

89.51% (87.66 to 91.17)

Significantly Higher

North Devon

1,636

1,315

80.38% (78.37 to 82.28)

Significantly Lower

South Devon

1,326

1,086

81.90% (79.72 to 83.94)

Significantly Lower

South Hams
& West Devon

774

631

81.52%

(78.61 to 84.2)

No Significant Difference

Wakley

572

524

91.61% (89.03 to 93.75)

Significantly Higher

WEB

439

388

88.38% (85.01 to 91.23)

No Significant Difference

7,510

6,373

84.86% (84.03 to 85.66)

Vaccine

Devon

Source: COVER Return and NHS Devon Public Health Intelligence Team, 2011
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Human Papilloma Virus vaccine
implementation
Uptake statistics for NHS Devon currently compare
well with the rest of the United Kingdom. These
statistics indicate vaccines given to girls in Year
8 only and do not reflect vaccines given to girls
outside of the routine cohort.
We have contacted those still eligible for the vaccine
but who no longer attend school. These are both
girls who have an incomplete schedule and those
who have yet to start the programme. We have
had an excellent response which resulted in busy
evening community clinics taking place.
The planning of the next academic year’s schedule
is underway and consent forms have been sent
out to the county’s schools with an information
leaflet and letter from Dr Virginia Pearson,
Director of Public Health.
NHS Devon uptake figures for Year 8 girls is
87.3% for their first dose and 84.9% for their

second. Delivery of the third dose is currently in
progress. Table 8.5 shows the HPV vaccination
data for three required doses.

Tetanus, Diphtheria and Polio (Td/IPV)
teenage booster
The Community Immunisation Team deliver the
school leavers’ booster vaccine at school. Uptake
for 2011 as at 31 March 2011 was 63.8% of the
total cohort. Of those who gave consent, 95%
were vaccinated. These figures are an increase on
last year’s performance of 61% and 91%
respectively. Table 8.6 shows data for Tetanus,
Diphtheria and Polio teenage booster vaccination
in Devon, 2010-11.
Table 8.6 Tetanus, Diphtheria and Polio teenage
booster vaccination in Devon, 2010-11
Number in cohort
8,201
Number given consent
5,497
Number immunised
5,231
Source: Immunisation Team report, 2010-11

Table 8.5 HPV Vaccination Programme: Provisional data, as submitted by primary care
trusts, for first, second and third dose vaccine uptake (since 1 September 2010), for the
academic year month ending 31 March 2011 for routine cohort, Year 8 girls (12-13 year-olds)
Primary Care Trust
Year 8 cohort
Dose 1
Doses 1 & 2
All 3
Devon
3,974
87.0%
82.1%
53.0%
Bath & North East Somerset
1,365
81.5%
79.2%
71.6%
Bournemouth & Poole
1,649
88.8%
88.2%
49.9%
Bristol
1,893
82.7%
80.2%
0.4%
Cornwall & Isles of Scilly
2,979
67.7%
65.2%
6.0%
Dorset
2,396
91.0%
88.1%
0.0%
Gloucestershire
3,561
82.4%
80.3%
34.3%
North Somerset
1,065
97.0%
95.5%
38.6%
Plymouth Teaching
1,489
84.8%
82.5%
0.5%
Somerset
3,043
90.2%
88.2%
19.5%
South Gloucestershire
1,459
90.7%
89.0%
12.3%
Swindon
1,121
97.3%
97.2%
34.7%
Torbay
749
91.2%
86.5%
0.0%
Wiltshire
2,886
89.1%
88.5%
20.0%
South West
29,629
85.9%
83.5%
25.2%
England
300,619
86.0%
82.1%
22.7%
Source: Department of Health Immform Website, position as at 31 March 2011
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Bacillus Calmette Guerin (BCG) vaccine
The BCG immunisation provides protection against
tuberculosis (TB). As the prevalence of TB has
decreased in England, the BCG vaccination is no
longer routinely delivered, but is made available to
high-risk groups.
The BCG vaccination is provided by the
Community Immunisation Team to those who are
identified as being ‘at risk’ after completion of a
screening questionnaire. These questionnaires
are distributed to the reception cohort with the
School Nurse School Health questionnaires.

Seasonal influenza vaccination
The seasonal influenza vaccination campaign
2010-11 included an element to provide immunity
to the pandemic virus known as H1N1. In
addition to the groups defined as clinically at risk
and the over 65s, pregnant women were included.
Figure 8.8 shows the data for seasonal influenza
vaccination for over-65s by consortium and Figure
8.9 for pregnant women.
National planning for seasonal flu vaccination did
not adequately take account of the change in at
risk groups and therefore during December 2010
there began to be shortages of supplies of seasonal
influenza vaccine following media ‘hype’ after
the death of a child from swine flu. NHS Devon
advised practices to use surplus supplies of the
H1N1 Pandemrix® during the temporary shortage
as advised by the Department of Health.

Immunisation training
NHS Devon currently provides a minimum of four
immunisation update training sessions in all
areas of NHS Devon. This is provided by the
Immunisation Coordinator with support from the
local Health Protection Agency staff.

NHS Devon’s Childhood Immunisation
Project (CHIP)
The National Institute for Health and Clinical
Excellence (NICE) has produced public health
guidance on reducing differences in the uptake
of immunisations, including targeted vaccinations
among children and young people aged under
19 years. It focuses on increasing immunisation
where coverage is low and on improving uptake
of the hepatitis B immunisation for babies born to
mothers infected with hepatitis B.
To identify appropriate actions, a social marketingbased approach was taken and this project
succeeded in gaining extra funding from the NHS
National Social Marketing team to segment the
population by their behaviour.
The findings showed that there is a perception
that some of these diseases have disappeared and
that parents question the need for immunisation.
When immunity to disease in the population drops
below 70%, there is a risk that infectious diseases
may begin to circulate and affect unimmunised
individuals. To identify appropriate actions, a
social marketing-based approach was taken and
this project succeeded in gaining extra funding
from the NHS National Social Marketing team to
segment the population by their behaviour.
An early action is to work with primary care and
the Children’s Centres in Devon to reinforce the
immunisation message to parents.
Achieving improvements in immunisation uptake
is a public health priority, not just to protect the
children themselves but for others who have not
been immunised. It will be challenging as some
parts of Devon have had low uptake rates for
many years and there is always a risk of outbreaks
of highly infectious disease where immunisation
levels are low.

To date, NHS Devon has trained 146 nurses
from general practice, prison healthcare staff,
occupational health nurses and staff from Devon
Partnership NHS Trust.
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Figure 8.8 Seasonal flu immunisation 2010-11, percentage uptakes in over-65s, by consortium
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Figure 8.9 Seasonal flu immunisation 2010-11, percentage uptake in pregnant women, by
consortium
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8.9 Screening
NHS Devon has a responsibility to ensure that
national screening programmes are implemented
at local level and that the population is covered
by screening programmes of good quality. The
Public Health Directorate has the responsibility
for protecting and improving the health of the
population, addressing any inequalities in health
and promoting access to locally-delivered screening
programmes. This is done through monitoring
the quality and effectiveness of local programmes
against nationally-set standards and targets.
The purpose of national screening programmes
is to target apparently healthy people in a
systematic way to identify serious conditions
early and to offer individuals help to make
better-informed choices about their health.
Although screening can reduce the risk of
developing a condition it does not guarantee
complete protection from the disease.
National screening programmes are effective in
reducing death rates from certain diseases. For
example, studies have shown a 25% reduction in
bowel cancer death rates (Hewitson et al, 2008)
and a 35% reduction in breast cancer death rates
in women aged 50-69 years (International Agency
for Cancer Research).
The United Kingdom National Screening
Committee (UK NSC) is a national body which
advises ministers and the NHS about the
implementation and continuation of national
screening programmes. The UK NSC regularly

reviews policy on screening for different
conditions as new research evidence becomes
available. This evidence is used to consider the
benefits and costs of introducing and continuing
with screening programmes. Detailed, up-to-date
information about current national programmes
can be obtained at http://www.screening.nhs.uk
NHS Devon commissions population-based
screening for the eligible population in line with
national recommendations. The main adult
screening programmes provided by NHS Devon
are detailed in Table 8.7.
Local developments against national requirements
for cancer screening programmes are detailed in
Table 8.8.
One measure of the effectiveness of screening
programmes is the uptake (attendance) rates for
individuals responding to invitations for screening.
The better the attendance rates, the more
effective the screening programme will be.
Therefore, for an effective programme, it is
important that eligible individuals take up the
offer of screening.
Nationally-recommended uptake rates vary
between screening programmes. For example,
the Cervical Screening Programme has a
recommended uptake rate of 80%. The
attendance rate for the NHS Devon Cervical
Screening Programme has consistently maintained
an overall uptake rate (in the 25 to 64 age group)
above 80%. For 2009-10 this was 82.2%
compared to the South West rate of 80.7%
(Figure 8.10).

Table 8.7 The main adult screening programmes provided by NHS Devon
Programme
Abdominal Aortic
Aneurysm

Screening test

Confirmatory test

Ultrasound

Computed
Tomography

Age group Frequency
Men
(65 years only)

One off

Colonoscopy Men & women (60-69
and +70 on request)

2-yearly

Bowel cancer

Faecal occult blood
testing kit

Breast cancer

Mammography

Fine-needle aspiration

Women (50 to 70)

3-yearly

Cytology test
(smear)

Colposcopy

25-49 years
50-64 years

3-yearly
5-yearly

Cervical cancer
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Table 8.8 Cancer screening programmes provided by NHS Devon, 2010-11
Programme Local developments against national requirements 2010-11
Bowel
cancer

The NHS Bowel Cancer Screening Programme commenced roll-out in 2006. It is one
of the first national bowel screening programmes to include men as well as women.
Bowel cancer is the third most common cancer in the United Kingdom, with
approximately 34,900 new cases diagnosed each year. The Department of Health
aimed to extend the age of bowel screening from 70 up to 75 years from 2010. NHS
Devon position: Bowel screening has been successfully implemented across Devon.
It is expected that age expansion will be fully rolled out by 2012.

Cervical
cancer

The NHS Cervical Screening Programme was set up by the Department of Health in
1988. It is estimated that it saves up to 4,500 lives in England every year. The Cancer
Reform strategy (Department of Health, December 2007) states that by 2010 all
women will receive results within 14 days. NHS Devon position: During 2009-10,
NHS Devon achieved a 14-day turnaround time for 98.7% of tests compared with
81.6% for the South West as a whole.

Breast
cancer

The NHS Breast Screening Programme was set up by the Department of Health in
1988. It is estimated that 1,400 lives are saved each year with 96.4% of women who
have had invasive breast cancer detected by screening still being alive five years later.
The Department of Health aims to extend the programme further to include women
aged 47 to 73 years by 2012. NHS Devon position: Roll-out of the age expansion
programme is on target for 2012.

Figure 8.10 Cervical screening attendance rates 2006-10, NHS Devon compared with primary
care trusts in the South West region
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Recommendations:
promote screening in areas of low uptake
improve access for individuals with learning
disabilities
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8.10 Emergency planning
and resilience
The Civil Contingencies Act 2004 places duties
on NHS Devon, as a primary care trust, to ensure
that it has adequate arrangements in place for a
planned response to civil emergencies. Civil
emergencies are defined as follows:
an event or situation which threatens serious
damage to human welfare in a place in the
United Kingdom
an event or situation which threatens serious
damage to the environment of a place in the
United Kingdom
war, or terrorism, which threatens serious
damage to the security of the United Kingdom
With responsibilities across Devon, NHS Devon
is a strategic partner in emergency planning and
response in the county. We are fully involved in
cooperation arrangements between responder
organisations (the Local Resilience Forum) and
our Major Incident Plan provides the direction and
guidance needed to enable us to respond in a
structured way to any major incident.
Emergency planning priorities are identified by
the risk assessments carried out nationally and
published in the Cabinet Office National Risk
Register of Civil Emergencies, combined with
locally assessed risks, to produce the Community
Risk Register. Publication of the Community Risk
Register is a statutory requirement placed on the
Local Resilience Forum by the Civil Contingencies
Act and identifies the following very high hazards
for our area:
Pandemic Influenza: Pandemic human disease
is also the highest national priority and remains
so even after the 2009-10 H1N1 pandemic.
NHS Devon has a specific response plan for
pandemic influenza and there is significant
multi-agency planning for such an event,
coordinated by the Local Resilience Forum.
Flooding: This includes flooding of all types
from coastal to fluvial and flash flooding. NHS
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Devon will respond in accordance with our
Major Incident Plan, providing clinician support
to rest centres if people need to be evacuated.
We also coordinate the wider health response
and provide public health advice if required.
This is also identified as a high risk national
hazard.
The full Community Risk Register is available
online at: www.dcisprepared.org.uk. This website
also provides other useful information about
community resilience in our area, as well as access
to specific response plans.
The NHS Devon Major Incident Plan has been
tested in respect of the alert cascade arrangements,
which were tested on two occasions. The plan
was also tested in a live exercise during October,
when NHS Devon participated in Exercise Short
Sermon 2010. Exercise Short Sermon happens
every three years and is designed to test the
off-site response to an incident within the Navy
dockyard at Devonport. Short Sermon is a
multi-agency exercise and tests the full range of
organisations which would become involved in the
response to a major incident at the dockyard, with
overall coordination of the response provided by
the police at the head of a Strategic Coordination
Group. Health organisations across the NHS
Devon health economy took part in the exercise,
with NHS Devon staffing up a full major incident
control room to coordinate the health response
within Devon. Short Sermon has provided
assurance that our plans and staff are equal to the
challenges of such a large-scale incident response,
though issues have been identified for the
improvement of health coordination above the
NHS Devon health economy level.
The Major Incident Plan was activated again this
year in response to severe weather conditions,
particularly during December 2010 when the
entire NHS Devon area was blanketed in snow
and ice. The cold weather began with very low
temperatures, some ice and snow as early as
November, but the main event arrived on 18
December and lasted until 27 December, with
heavy snowfalls that tested the capability of all
organisations to keep the transport infrastructure
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open and, in our case, hospitals and health
services functioning at an acceptable level. All
organisations cooperated in the joint effort to
keep services running. In the local health services,
staff went to great lengths to get to work, though
it was necessary to temporarily suspend elective
surgery. NHS Devon worked with other
organisations in the strategic and local response
to the weather, having to deal with our own
in-house issues of how to move staff about and
keep hospitals running, as well as the needs of
vulnerable people in the community. While we
had a white Christmas, the combined effects of a
long public holiday, adverse weather and seasonal
flu at high levels resulted in very high levels of
pressure on health services.
Fortunately, the response to the 2009-10 H1N1
influenza pandemic had run its course by the end
of March 2010. The NHS Devon pandemic
influenza planning had worked well during the
pandemic, albeit the plan was developed for a
much more serious outbreak. While H1N1 was
very serious and fatal for some, for most sufferers
it was a relatively mild form of ‘flu. The arrival of
H1N1 means that it is now here at least for the
near future and indeed this virus was the main
circulating influenza type during the annual
seasonal flu period. While the pandemic influenza
plan was not needed during the 2010-11 influenza
season, elements of response drawn from the
experience of the pandemic were used to support
vaccination and the availability of antiviral
medication, and to meet the pressures placed on
critical care systems for the numbers of patients
with serious and complex respiratory problems.

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

Outcome

Comments

5.4

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

Ongoing

Prison health needs
assessment being completed
during 2010-11

6.1

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

Ongoing

Care pathway for children
in progress

6.2

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

Not
achieved

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

Recommendations of the Annual Public Health Report
2008-09
Chapter 4: Antenatal Care and Childbirth
Recommendations
4.1

4.2

4.6

4.8

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

Smoking in pregnancy
All midwives and health care professionals
looking after women who are pregnant,
or who are planning to be pregnant, should
offer brief intervention advice and refer to
specialist NHS Stop Smoking Services as
necessary.

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

Outcome

Comments

Achieved

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

Achieved

The Maternity Services
Liaison Committee has
recently approved a opt-out
pathway for referral of
pregnant smokers to the
NHS Stop Smoking services.
Both North Devon District
Hospital and the Royal
Devon & Exeter NHS
Foundation Trust have
implemented this process
during the summer of 2010.

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.

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

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

Outcome

Comments
and monitoring of their
compliance.

4.9

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

Achieved

Specialist midwives provided
in some community and
acute settings.

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

Referral routes are now in
place and established.
A fall in smoking in
pregnancy rates has been
achieved. However, this
remains a challenging target
needing a wide tobacco
control approach. This
is addressed via the
Smokefree Devon Alliance
that has identified smoking
in pregnancy as a priority
area in its strategy.

Outcome

Comments

Ongoing

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

Individual practices have
been contacted and
supported to review their
practice in delivering the
immunisations.
Link with local regeneration
projects in North Devon.

Chapter 5: Early Years
Recommendations
5.4

5.5
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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.

Recommendations
5.7

Outcome

Family parenting support
Partially
To provide universal interventions that
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.

Comments
Achievement of this
objective is linked to the
availability of the public
health nursing service.

Chapter 6: Children Aged 5-12

6.2

6.6

Recommendations

Outcome

Comments

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

Not
achieved

Specific care pathway
required.

Achieved

There are a number of
programmes in place which
support Early Years settings
to promote healthy weight
among pre-school children
and their parents, in
addition to the core work of
public health nurses through
the child health promotion
programme:

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

All children’s centres have
actions around healthy
eating, physical activity
and positive parenting
within their core offer,
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Recommendations

Outcome

Comments
monitored by the Devon
Early Years Service.
NHS Devon is
supporting Early Years
settings to develop their
skills in these areas by
providing skills audits and
bespoke training.
Three trainers from
Devon are about to go
forward to become
tutor-trainers for a
programme called HENRY
– Health Exercise and
Nutrition for the
Really Young – to enable
a county-wide sharing
of core skills to support
healthy weight.
In Exeter, NHS Devon
funds a project aligned to
the national programme
“Change4Life”, which
works with two children’s
centres. Activities include
a DVD to support parents
to get ‘up and about’
and take ‘60 active
minutes’ through dance.
The project is linked
to the “Skilled4Health”
programme running from
St Luke’s Science and
Sports College.
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Ongoing

6.7

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

6.9

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

Part of the Children and
Young People’s Plan – “Play
and Positive Activity”.
Pilot project implemented in
Ilfracombe as part of routine
feedback to National Child
Measurement Programme.

Chapter 7: Teenagers
Recommendations
7.3

7.5

7.9

7.11

7.12

Smoking
To ensure all health workers who work with
young people are aware of the Stop
Smoking Service, and establish clear
pathways for referrals.
Alcohol and drugs
To encourage families to lead by good
example, setting boundaries for their
children and not exposing young people
to alcohol-fuelled excesses.
Sexual health
To promote locally-available services,
including where to access sexual health
advice, screening and treatment.

Outcome

Comments

Ongoing

Included in Smokefree
Devon Alliance Action plan
for 2011-12.

Achieved

Parenting theme within Devon
Alcohol Implementation
Plan. Included in “Parenting
Matters” booklet.

Achieved

A young person’s guide
to sexual health services
including where to access
advice and treatment, has
been published.

Chlamydia screening
Achieved –
To develop a comprehensive Chlamydia
screening programme across Devon to meet programme
national targets in 2009-10 and 2010-11.
in place but
national
targets
now being
revised
To use local data to ensure that there is
effective commissioning.

Achieved

Emphasis placed on
embedding Chlamydia
screening in core services
of GP, contraception and
pharmacy.

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

Outcome

Comments

Ongoing

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

Ongoing

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

Chapter 8: Deprivation and Disadvantage – Children in Special Circumstances

8.1

Outcome

Comments

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

Ongoing

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

8.2

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

Achieved

Campaign to encourage
benefit take-up for children
with special needs has raised
£5m additional benefit for
995 families.

8.4

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

Ongoing

Common assessment
framework implemented
through AXS programme
and Early Response Service.

Achieved

Information collection
systems being developed
and enhanced. Also
numbers of adults who are

8.7
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Recommendations

Vulnerable groups
To review and enhance definitions of, and
accurate data collection about, child
homelessness, gypsy and traveller children,
young carers, children of offenders, those

Recommendations

Outcome

are parents or have caring
responsibilities is now being
monitored across Drug and
Alcohol Treatment services.

that are homeless, those living with
domestic violence and abuse.

8.9

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

Comments

Achieved

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

8.10

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

Ongoing

Joint work has been
undertaken with Devon
County Council to create
a mechanism whereby
individuals who are
registered on the “Care First”
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Recommendations

Outcome

Comments
system and due to be
invited for national screening
programmes can be
identified. A pilot began in
the Mid Devon area in May
2011 to find out whether
this process will improve
uptake of cervical screening
in the first instance. The
pilot involves a Learning
Disability nurse liaising with
practices and meeting with
those individuals who have
not attended for screening
and to identify if this
improves uptake of
screening. This work is
ongoing.

8.12

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

Achieved

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

8.14
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To analyse the effectiveness of
commissioning strategies in terms of the
impact they have, not only on all children,
but on these most vulnerable groups to
demonstrably improve inequalities in health
in vulnerable children and young people.

Achieved

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

Chapter 9: Safeguarding Children
Recommendations

9.1

9.3

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

Outcome

Comments

Ongoing

Strategy in place.

Achieved

Publication of NICE guidance
has been delayed.

9.4

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

Ongoing

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

9.5

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

Ongoing

Agreed task of the
Multi-agency Task Group.

9.6

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

Ongoing

Agreed as part of the terms
of reference of the
Multi-agency Partnership
Group.

9.7

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

Achieved

Awaiting publication of the
delayed NICE guidance.
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Chapter 10:

Health Protection

Recommendations
10.2

10.5

10.7

166

Outcome

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

Comments
Hand washing audit is
undertaken at all sites and
posters are in place.

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

Recommendations of the Annual Public Health Report
2009-10
Chapter 1: Introduction and Background
Recommendations

Outcome

Comments

Outcome

Comments

Outcome

Comments

No recommendations

Chapter 2: Devon Overview
Recommendations
No recommendations

Chapter 3: Priorities for Prevention
Recommendations
No recommendations

Chapter 4: Using Evidence to Improve Health and Healthcare

4.1

Recommendations

Outcome

Comments

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

Ongoing

An audit has been
undertaken on the
management and treatment
of patients with dementia
in general practice. Action
plans have been developed
at practice level. Education
sessions for primary care are
being led by NHS Devon’s GP
Dementia Lead. The audit
report has been shared with
the Joint Strategic Planning
and Commissioning
Manager, GP practices,
Prescribing and Medicines
Management Teams and
Devon Partnership NHS Trust
as well as being submitted
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Recommendations

Outcome

Comments
to the South West Dementia
Partnership’s Expert
Reference Group in response
to the South West Strategic
Health Authority regional
audit of prescribing of
anti-psychotic medication in
dementia care.

4.2

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

Chapter 5:

5.1

Ongoing

As part of the National Audit
into psychological therapies.

Lifestyle Approaches to Emotional Health and Mental Health

Recommendations

Outcome

Comments

Maintain universal health improvement
programmes to promote:

Achieved

Examples include:

smoking cessation
participation in physical activity
(particularly in the natural environment)
healthy eating
sensible drinking and reduce alcohol
misuse
prevention and reduction in substance
misuse

Smoking cessation services
in primary care and community
settings. Action has been
taken to extend the reach of
the Locally Enhanced Service
to GPs and pharmacies and
a pilot with dental practices
is being created.
Travel plans encourage
cycling and walking to work
while “Walking for Health”
is in place at District local
authority level.
Healthy eating programmes
are run in children’s centres.
Drug and alcohol awareness
campaigns are run by the
Devon Drug and Alcohol
Action team.
Safer drinking campaign
planned for January 2012 in
partnership with the Local
Pharmaceutical Committee.
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Recommendations

Outcome

Comments
Drugs and substance
misuse prevention provided
by young people’s substance
misuse services. Harm
reduction provided by
specialist services.

5.2

Partially
Improve access to healthy lifestyle advice
for people with mental health needs at early achieved
stages of diagnosis.

5.3

Integrate identification and treatment of
mental illness in people with chronic and
limited long-term conditions.

Chapter 6:

Ongoing

Primary Care include
questions and advice about
healthy eating, physical
activity and alcohol misuse
when discussing depression.
To be further developed in
the Long-term Conditions
Strategy.

Mental Health Between Birth and Adulthood

Recommendations

Outcome

Comments

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.

Ongoing

An inter-disciplinary
assessment pathway is being
developed.

6.2

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

Ongoing

Plans are being drawn up.

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.

Ongoing

Plans are being drawn up.

6.4

Tailored support should be provided by
Ongoing
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.

Part of the Teenage
Pregnancy Strategy.

6.5

Ensure that the emotional and mental
health support needs of teenage mothers

Models for early mediation
are being trialled and role of

Ongoing
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Recommendations

Outcome

health visitor is being
developed specifically in
relation to teenage parents.

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.
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Comments

6.6

Enhance the role of targeted youth support
services in helping teenage parents cope
with the challenges of early parenthood, by
providing coordinated 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.

Ongoing

Part of the Teenage
Pregnancy Strategy.

6.7

Ongoing
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.

Part of the Teenage
Pregnancy Strategy.

6.8

All health visitors should have an awareness
of infant mental health and should have
access to training and supervision in this
area, and all parents who express concerns
about attachment to their infant should be
supported.

6.9

Achieved
A strengthened approach to the
commissioning of Child and Adolescent
Mental Health Services (CAMHS) within the
context of the Mental Health and Wellbeing
Promotion Strategy for Devon 2010-13.

Ongoing

A bid for enhanced
practitioner awareness is
being formulated to
support existing work.

Review of CAMHS
undertaken in the context
of the strategy.

Chapter 7: Mental Health in Adults and Older People
Recommendations

Outcome

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.

7.2

Achieved
The decline in the use of benzodiazepines
over the last three years is very
encouraging. The continued emphasis
placed on prescribing within National
Institute of Health and Clinical Excellence
guidelines seems to have had an impact
on lowering the amount of benzodiazepines
prescribed. It is recommended that this
work is maintained and that monitoring of
the reduction is undertaken to ensure that
the trend continues. The variation in
prescribing across practices should be
examined and may lead to some targeted
work at practice level.

7.3

A high-quality early diagnosis and
intervention service should be
commissioned.

Achieved

7.4

Leadership and training on dementia
should be improved in hospitals.

Ongoing

7.5

Voluntary and community sector capacity
should be built through such services as
memory cafés and dementia advisors.

Achieved

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

Comments

GP Clinical Lead for
dementia appointed by
NHS Devon.

Care home patients are
included as part of the
recent 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.
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Recommendations

Outcome

Comments

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.

7.8

Support high-risk groups, for example,
alcohol and substance misusers and
people who self-harm, in relation to both
their physical and mental health needs.

Achieved

7.9

Manage depression within primary care
by enquiring about suicidal intent and
promoting positive lifestyle choices.

Achieved

Research has identified local
‘hot spots’ and resulted
in new signage and
adaptations.

7.10

Ensure environmental adaptations, for
example, safety barriers on bridges and car
parks to reduce the opportunity to commit
suicide and provide helpline information
which is visible at suicide ‘hot spots’.

Achieved

Annual audit carried out.

7.11

Carry out regular suicide audits to improve
the understanding of local issues to inform
service delivery and support.

Achieved

Chapter 8: Individuals in Special Circumstances and Partnership Working
Recommendations

Outcome

Comments

8.1

The vision, values, principles and outcomes
of the Devon Carers’ Strategy should be
delivered as a core part of health and social
care commissioning and provision. This will
improve the health and wellbeing of carers
and their ability to sustain their caring role
and have a life outside of caring.

Achieved

See Section 3.6 of this
report.

8.2

Carers are sited as a specific group in local
equality policies to ensure that they are
given specific consideration in any equality
impact need assessment. For example,
the identification of carers within all care
pathways should be used to inform their
relative priorities for interventions.

Achieved

See Section 3.6 of this
report.

8.3

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

Ongoing

See Section 3.6 of this
report.

8.4

Emerging evidence from the carers’ Health
and Wellbeing Checks will be used to
inform further work with GP practices to
promote carer support and to inform the
way forward for a health and wellbeing
assessment for carers post the programme.

Achieved

See Section 3.6 of this
report.

8.5

Undertake a needs assessment of
homelessness and housing in Devon and
make recommendations on meeting the
needs of this vulnerable group based on
evidence of effectiveness.

Achieved

Health Needs Assessment
recommendations informing
the Joint strategic Needs
Assessment refresh.

8.6

Public health interventions need to be
targeted for Armed Forces personnel
(including screening, prevention and
awareness programmes).

Achieved

As part of the Armed Forces
Community Covenant.

173

Glossary of Terms

174

Glossary of Terms

Note: This glossary is included to assist readers who may be unfamiliar with some of the words or
terms used in this document. Not all definitions of terms are included in the glossary. For further
information contact the Directorate of Public Health, NHS Devon, Commissioning Headquarters,
County Hall, Topsham Road, Exeter EX2 4QL.
Acute Services – health services normally provided by a general hospital.
Acute Care – level of healthcare in which a patient is treated for a brief but severe episode of illness,
for conditions that are the result of disease or trauma, or during recovery from surgery. This is generally
provided in a general hospital.
Agency – any organisation, statutory or private, which provides services in the community.
Acquired Immune Deficiency Syndrome (AIDS) – a term that is used to describe the latter stages of
HIV, when the immune system has stopped working and the person develops a life-threatening
condition, such as pneumonia (infection of the lungs).
Assessment – the process of defining needs and determining the eligibility for assistance. It is a
continuing process which should involve the service user, carers, and all organisations involved in the
provision of care for that person.
Average Annual Years of Life Lost – this measure allows for the different age structure of the
population considered (in this case Devon) compared with the European Standard Population (an
internationally used population distribution for the whole of Europe). The measure estimates the
average annual years of life lost before age 75 by the resident population aged under 75. It is
expressed as a rate per 10,000 population under 75.
Carer – any person looking after a relative or friend, who, because of disability, illness or the effects of
old age, cannot manage at home without help.
Care Management – a process that involves identifying a person’s needs, drawing up a care plan and
arranging provision of the services required. Services may be purchased from social services, health or
the independent (private and voluntary) sector.
Care Pathway – the approach taken to the management of a particular disease or health problem that
results in a service which is of a consistent standard and is evidence based.
Challenging Behaviour – behaviour of such intensity, frequency, or duration that the physical safety of
the person or others is likely to be at risk, or behaviour which is likely to seriously limit or deny access to
and use of ordinary community facilities.
CHD – coronary heart disease.
Commissioning – the means by which the statutory agencies plan, organise and purchase services for
people.
Community Care – a way of providing services to people to help them to stay in their own homes,
for as long as they are able, or in other homely settings in the community.
Community Health Services – health services provided for people living in the community (as
opposed to hospital care).
Community Mental Health Team (CMHT) – the specialist team working in the community giving
mental health care to those people who need it but who are not in hospital.
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Confidence Interval – this defines a range of values within which the true value is likely to lie. In the
case of Standardised Mortality Ratios (SMR) for example, confidence intervals are used to compare the
local rates with the national average to highlight if there are any statistically significant differences.
Continuing Care – an extended period of NHS funded health care that is usually arranged by teams
led by specialist consultants. Continuing health care is for people with chronic or disabling illness who
meet agreed local criteria and may be provided in hospitals, hospices, nursing homes or in patients’
own homes.
Chronic Obstructive Pulmonary Disease (COPD) – a disease in adults characterised by airflow
obstruction that is not fully reversible. The disease is particularly common in those aged over 45 with
a history of smoking or inhalation of air-borne pollution.
Critical Care Services – intensive or high dependency clinical care in hospital.
Direct Age-Standardised Rate (DASR) – the direct age-standardised rate is the rate of events that
would occur in a standard population if that population were to experience the age-specific rates of the
subject population. This allows for meaningful comparison between areas with different age structures,
allowing geographies to be directly compared with other areas locally, regionally and nationally.
Direct age-standardised rates are typically represented as rates per 100,000 population.
Domiciliary Care – help and services provided in a person’s own home to improve their quality of life
and enable them to maintain their independence. This can include home care, meals on wheels and
visits by an occupational therapist, social worker or district nurse.
Drug and Alcohol Action Team (DAAT) – a strategic body that aims to break the harm done to
society by the problematic use of drugs and alcohol. The DAAT commissions services and works with
partner agencies to meet the targets and priorities set by the Government.
Electoral Ward – a sub-division of a local authority drawn up for electoral purposes. As at
31 December 2004 the geographical area covered by NHS Devon was divided into 201 Wards.
Wards vary considerably in population size which limits their use as standard comparable areas.
Health Promotion – the process of enabling people to increase control over, and to improve, their
health.
Human Immunodeficiency Virus (HIV) – a blood-borne virus, often transmitted sexually, that attacks
the body’s immune system and which provides a natural defence system against disease and infection.
This leaves a person who is infected with HIV with a high risk of developing a serious infection or
disease, such as cancer.
ICD – International statistical classification of diseases and related health problems – tenth revision.
Independent Sector – a range of non-statutory organisations involved in service provision, including
both private and voluntary/charitable organisations.
Index of Multiple Deprivation (IMD) – ‘The Indices of Deprivation’ is a deprivation index at Lower
Super Output Area level (see Super Output Areas), created by the Department for Communities and
Local Government (DCLG). The indices are based on the idea of distinct dimensions of deprivation
which can be recognised and measured separately. These are then combined into a single overall
measure, the Index of Multiple Deprivation (IMD). The Index is made up of seven distinct dimensions of
deprivation called domains covering income, employment, health, education, barriers to housing and
services, crime and living environment.
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Joint Commissioning – where more than one statutory agency joins together to commission or
purchase new or existing services.
Joint Funding – a funding arrangement that includes two or more funders.
Locality Commissioning – is one method by which GPs and other front line clinicians can identify
specific health needs within their communities and design services to address these needs.
Local Learning Community – these have been established as a group of schools that can work
together to improve outcomes for children through collaborative working and support. Generally they
are a group of primary schools that feed into one secondary school, including the secondary school, any
special schools, and the local children’s centre.
Morbidity Rate – the number of people who have a specific disease or condition over a given time
period and which is usually expressed as a rate per 1,000 population.
Mortality Rate – the number of people who die in a given population over a given period of time,
which is usually expressed as a rate per 1,000 population.
Multi-disciplinary – the involvement of people from different agencies or professions, combining their
specialist skills and knowledge, to work towards a common goal.
NICE – The National Institute for Health and Clinical Excellence (NICE) is the independent organisation
responsible for providing national guidance on the promotion of good health and the prevention and
treatment of ill health.
P Value – when making comparisons between two or more values (for example, the percentage of
people smoking now compared to five years ago), it is useful to have an indication of whether the
difference between them could be a chance finding or is likely to represent a genuine difference. The
P value provides such an indication and represents the probability of observing the difference obtained
in our sample if there was, in reality, no difference in the population. The smaller the P value, the more
likely it is that there is a real difference.
Primary Care – care provided through the traditional family practitioner services, in other words
general practice services, pharmacists, optometrists and dentists.
Primary Health Care Team – includes the general practitioner, district nurse, health visitor, practice
nurse and others who work from, or in, a GP practice or health centre.
Quality and Outcomes Framework (QOF) – the annual reward and incentive programme detailing
GP practice achievement results.
Quintile – any of five equal groups into which a population can be divided according to a particular variable.
Rehabilitation – help for a person who has a disability or loss of function to aid their recovery and
achieve maximum potential.
Respite Care – a service provided to someone for a short period of time in a setting away from their
home, to give them and/or their carers a break.
Routine and Manual Workers – the term ‘manual workers’ refers to people who perform mainly
physical work, especially in a factory or outdoors, while the term ‘routine workers’ is used to describe
less skilled work typically governed by basic employment contracts and with limited opportunities for
promotion. The collective term ‘routine and manual workers’ covers a diverse range of activities and
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settings including electricians, fitters, plumbers, bar staff, catering assistants, cleaners, farm labourers,
porters, postal workers, factory workers and truck drivers.
Secondary Care – care and treatment provided within a hospital setting.
Sensory Impairment – a loss or absence of ability to see or hear. The term does not necessarily signify
complete loss.
Social Care Reablement – a way of providing social care services to people to help them stay in their
own homes, for as long as they are able, or in other homely settings in the community.
Socio-economic Group – a classification aimed at bringing together people with similar social and
economic status into a common group. These groups typically relate to occupation and employment
status, as defined by classification systems such as the National Statistics Socio-economic Classification
(NS-SEC) which includes 17 categories and 40 sub-categories.
Special Needs Housing – (also referred to as supported housing) describes homes for those who
require additional care, support and shared housing. These range from self-contained homes with
visiting care staff, to residential homes where care is part of the tenancy agreement.
Standard Mortality Rate (SMR) – an index of mortality that enables comparisons to be made between
populations, allowing for age and sex differences. For example, the mortality in a local government
area can be compared with the region or with England and Wales. An SMR of 100 is the average in
England and Wales. Values below 100 are better than average. The SMR is the ratio of observed or
expected deaths multiplied by 100. Expected deaths are derived by applying the five-year average age
specific death rates for England and Wales to corresponding age-specific resident populations.
Standardised Registration Ratio (SRR) – the SRR is a standardised ratio. The ratio allows for
comparisons to be made for new cancer diagnoses (registrations), allowing for differences in the age
and sex structure of different populations. Similar to the SMR, the SRR is a ratio of observed and
expected registrations.
Statutory Sector Organisations – local authorities, health authorities, NHS trusts, district councils,
central Government and similar bodies created by statute law.
Super Output Areas (SOAs) – were created by the Office for National Statistics as aggregations of
census geographies and are used for the release of small area statistics. They have the advantage that
they are not generally subject to boundary change, and that within each layer of the hierarchy the SOAs
are reasonably consistent in terms of size of population. There are two layers of SOA: Lower and Middle.
Lower Layer SOAs are subdivisions of Middle Layer SOAs, which in turn are subdivisions of local authorities.
Lower Layer SOAs have an average population of 1,500 and total 34,378 areas in England and Wales.
Middle Layer SOAs have an average population of 7,200 and total 7,193 areas in England and Wales.
User Group – the phrase used in this document to describe support groups made up of people with a
range of disabilities which are self-supporting or facilitated by a voluntary organisation. The term may
be used in other contexts to refer to client or care groups in general.
Voluntary Sector – a range of non-statutory organisations which include self-help groups, consumer
forums, umbrella organisations, users’ and carers’ groups and lobbying groups as well as organisations
providing services for certain groups of people. Voluntary sector organisations may employ volunteers
(paid staff or both) and are usually controlled by an unpaid management committee or trustees. Funding
may be received from a variety of sources including grants, donations, fundraising, legacies and sponsorship.
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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: 2003-09
Table 4 – Stillbirths and rates (per 1,000 live births) by maternal age: 2003-09
Table 5 – Live births in NHS hospitals and low birth weights: 2006-09
Table 6 – Legal abortions and rates (per 1,000 women) by maternal age: 2008 and 2009
Table 7 – Abortions by gestational age and abortions in the NHS: 2009

Mortality

Table 8 – Mortality in infancy and childhood: 2003-09
Table 9 – Deaths from selected causes by age and sex: 2009
Table 10 – Standardised mortality ratio for selected causes of death: 2007-09
Table 11 – Standardised average annual years of life lost (per 10,000 resident
population aged under 75) by selected causes of death: 2007-09
Table 12 – Standardised mortality ratios for avoidable and other potentially reducible causes of
death: 2007-09

Morbidity

Table 13 – Standardised registration ratios for selected cancers: 2006-08

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: 2003-09
Eng/
Wales
2009

Devon
2003
Age

No.

%

0.1
11-15
9
16-19 386 6.0
20-24 1,019 15.8
25-34 3,657 56.7
35-39 1,140 17.7
40+ 244 3.8

2004
No.

%

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

2005
No.

%

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

2006
No.

%

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

2007
No.

%

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

2008
No.

%

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

2009
No.

%

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

%
0.1
6.0
19.3
54.6
16.2
3.8

Total 6,455 100.0 6,669 100.0 6,693 100.0 6,802 100.0 7,067 100.0 7,172 100.0 7,366 100.0 100.0
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: 2003-09
Devon
2003

2004

2005

2006

2007

2008

Eng/
Wales
2009

2009

Age

No.

Rate

No.

Rate

No.

Rate

No.

Rate

No.

Rate

No.

Rate

No.

Rate Rate

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

0
1
5
16
5
3

0.0
2.6
4.9
4.4
4.4
12.3

0
2
11
16
14
1

0.0
4.9
9.6
4.4
11.6
4.2

0
1
5
14
2
3

0.0
2.5
4.5
3.8
1.6
11.2

0
4
6
10
11
6

0.0
9.9
5.3
2.8
8.2
21.1

0
3
5
16
4
2

0.0
6.9
4.2
4.2
3.0
6.6

0
3
9
10
7
6

0.0
7.0
7.3
2.6
5.3
19.4

0
5
4
15
4
3

0.0
11.0
3.1
3.7
3.1
9.6

4.8
6.3
5.4
4.7
5.5
7.7

Total

30

4.6

44

6.6

25

3.7

37

5.4

30

4.2

35

4.9

31

4.2

5.2

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

Table 5:

Live births in NHS hospitals and low birth weights: 2006-09
Live births occurring in NHS hospitals
Devon

Births (live and still) under 2,500 grams

England and Wales

Devon

England and Wales

Year

No.

%

No.

%

No.

%

No.

%

2005
2006
2007
2008
2009

6,245
6,355
6,603
6,741
6,943

93.3
93.4
93.4
94.0
94.3

625,318
647,298
665,861
683,889
682,922

96.9
96.7
96.5
96.5
96.7

451
467
438
456
439

6.7
6.8
6.3
6.4
6.0

51,046
52,487
51,577
52,954
52,740

7.9
7.9
7.5
7.5
7.5

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

Table 6:

Legal abortions and rates (per 1,000 women) by maternal age: 2008 and 2009
2009

2008
Devon

England and Wales

Devon

Age

Number

Rate

Number

Rate

Number

Rate

Number

Rate

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

203
228
427
291
190
231

15.1
23.6
20.0
16.8
10.8
4.5

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

19.1
33.2
30.8
23.5
15.9
6.7

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

Total

1,570

12.0

195,296

17.6

1,571

12.5

189,100

17.1

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

Abortions by gestational age and abortions in the NHS: 2009

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

70.3
22.8
6.9

74.7
15.8
9.4

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

2.8
1.4

3.2
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

72.0
24.7
96.7
3.3

37.8
56.1
93.9
6.1

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

Table 8:

Mortality in infancy and childhood: 2003-09

Devon
2003

2004

2005

2006

2007

2008

2009

Eng/
Wales
2009

Age

No.

Rate

No.

Rate

No.

Rate

No.

Rate

No.

Rate

No.

Rate

No.

Perinatal
Neonatal
Infant

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

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

2.4
3.2
4.6

1-4 yrs
5-14 yrs

*
5

-

*
6

-

*
6

-

*
5

14.2
10.1

7
8

15.6
6.8

*
6

17.6
6.9

6
11

19.6
10.3

20.2
10.5

Rate Rate

Notes:
(1) Perinatal rate is the number of still births plus deaths of infants aged less than 7 days per 1,000 births.
(2) Neonatal rate is the number of deaths of infants aged less than 28 days per 1,000 births.
(3) Infant mortality rate is the number of deaths within one year of birth per 1,000 live births.
(4) Mortality rates for 1-14 age groups are the number of deaths per 100,000 in the age group, rates displayed for 2009 are for 2007-09
pooled.
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Table 9:

Deaths from selected causes by age and sex: 2009
1-4 5-14 15-34 35-64 65-74 75+

ICD* Code

Sex

C00-C97

Males
Females

1
0

2
2

6
3

242
247

313
244

651 1,215
643 1,139

Malignant neoplasm of small intestine, 		
colon, rectum and anus

C17-C21

Males
Females

0
0

0
0

0
0

29
26

30
30

81
82

140
138

Malignant neoplasm of trachea,
bronchus and lung

C33-C34

Males
Females

0
0

0
0

0
0

45
42

68
51

112
93

225
186

Malignant melanoma of skin

C43

Males
Females

0
0

0
0

0
0

4
5

4
7

7
3

15
15

Malignant neoplasm of female breast

C50

Females

0

0

0

62

36

106

204

Malignant neoplasm of cervix uteri

C53

Females

0

0

0

9

3

3

15

Malignant neoplasm of prostate

C61

Males

0

0

0

12

34

163

209

Diabetes

E10-E14

Males
Females

0
0

0
0

0
0

1
2

6
5

35
41

42
48

All circulatory diseases

I00-I99

Males
Females

0
0

0
0

4
1

138
52

207 906 1,255
110 1,325 1,488

Coronary heart disease

I20-I25

Males
Females

0
0

0
0

1
1

95
15

126
43

403
466

625
525

Cerebrovascular disease

I60-I69

Males
Females

0
0

0
0

0
0

18
13

34
29

243
486

295
528

Asthma

J45-J46

Males
Females

0
0

1
0

0
0

1
2

1
1

4
7

6
10

Bronchitis, emphysema and other
chronic obstructive pulmonary disease

J40-J44

Males
Females

0
0

0
0

0
0

19
11

24
20

107
98

150
129

Chronic liver disease including cirrhosis

K70,
K73-K74

Males
Females

0
0

0
0

0
0

19
15

6
6

5
7

30
28

N18

Males
Females

0
0

0
0

0
0

0
2

3
0

17
9

20
11

V01-V89

Males
Females

1
0

1
0

11
3

10
2

1
0

7
3

31
8

Accidental falls

W00-W19

Males
Females

0
0

0
0

1
0

6
2

8
6

40
51

55
59

Suicide, self-inflicted injury and injury
of undetermined intent

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

0
0

0
0

14
2

34
11

9
3

2
4

59
21

Males
Females

5
1

5
6

55
2

581
405

Cause of death
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.
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All

659 2,476 3,781
474 3,447 4,356

* See glossary of terms

Table 10:

Standardised mortality ratio for selected causes of death: 2007-09
Devon

South West
SMR*

Confidence
interval *

88-94
92-99

94
94

93-95
93-95

101
106

91-111
96-117

97
98

93-100
94-102

632
465

69
68

64-75
62-74

83
76

80-85
74-79

Males
Females

58
58

161
136

122-208
104-176

122
129

110-134
115-143

C50

Females

568

103

94-111

98

94-101

Malignant neoplasm of cervix uteri

C53

Females

35

88

62-123

94

82-106

Malignant neoplasm of prostate

C61

Males

588

113

104-122

104

100-107

Diabetes

E10-E14

Males
Females

133
139

96
87

81-114
73-103

97
92

90-103
86-98

All circulatory diseases

I00-I99

Males 4,039
Females 4,637

92
95

89-95
93-98

92
95

91-94
94-96

Coronary heart disease

I20-I25

Males 2,079
Females 1,726

89
93

85-93
89-97

91
92

89-92
90-93

Cerebrovascular disease

I60-I69

Males
954
Females 1,640

97
103

91-104
98-108

98
103

96-101
101-105

Asthma

J45-J46

Males
Females

15
33

88
86

49-144
59-121

80
82

64-98
71-94

Bronchitis, emphysema and other
chronic obstructive pulmonary disease

J40-J44

Males
Females

471
391

67
62

61-74
56-69

85
76

82-88
73-78

Chronic liver disease including
cirrhosis

K70,
K73-K74

Males
Females

104
74

57
68

46-69
53-85

87
85

82-93
78-92

N18

Males
Females

51
37

113
87

84-149
61-120

92
83

81-104
73-95

V01-V89

Males
Females

76
28

101
103

79-126
68-149

114
113

105-124
98-129

Accidental falls

W00-W19

Males
Females

120
131

135
136

112-161
114-162

103
93

95-112
85-101

Suicide, self-inflicted injury and
injury of undetermined intent

X60-X84,
Y10-Y34
exc Y33.9

Males
Females

132
61

96
133

80-113
101-170

106
111

99-112
100-123

89
91

87-90
90-93

93
93

92-93
93-94

Sex

Confidence
SMR* interval *

Cause of death

ICD Code

All malignant neoplasms

C00-C97

Males 3,510
Females 3,327

91
95

Malignant neoplasm of small
intestine, colon, rectum and anus

C17-C21

Males
Females

416
383

Malignant neoplasm of trachea,
bronchus and lung

C33-C34

Males
Females

Malignant melanoma of skin

C43

Malignant neoplasm of female breast

Chronic renal failure
Land transport accidents

ALL CAUSES

No.

Males 11,416
Females 13,201

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, 2007-09.				

		

* See glossary of terms
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Table 11:

		

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

under 75) by selected causes of death: 2007-09
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

6.00

6.77

8.79

4.86

5.44

6.28

5.44

6.09

7.52

Tuberculosis

A15-A19

0.08

0.50

0.78

0.29

0.26

0.43

0.19

0.38

0.60

Malignant neoplasm of small
C17-C21 16.03 15.22 15.63 10.92
intestine, colon, rectum and anus

9.94

10.65 13.40 12.53 13.08

Malignant neoplasm of
trachea, bronchus and lung

C33-C34 25.67 27.34 33.12 17.03 18.47 23.98 21.23 22.78 28.43
4.47

3.62

4.34

3.62

0.63

0.48

0.80

0.73

3.39

4.31

4.07

5.04

5.38

2.71

3.30

3.00

2.21

3.78

3.74

5.64

3.47

4.41

3.56

4.53

4.62

4.59

3.34

0.69

0.86

1.52

0.72

1.43

2.41

4.16

3.09

Malignant melanoma of skin

C43

Malignant neoplasm of female
breast

C50

31.98 31.52 33.36

Malignant neoplasm of cervix uteri

C53

4.45

4.68

4.57

Malignant neoplasm of prostate

C61

6.22

6.41

6.42

Hodgkin’s disease

C81

0.40

0.78

0.84

0.58

0.82

Leukaemia

C91-C95

5.38

6.67

6.47

2.69

Diabetes

E10-E14

1.70

4.27

4.50

Epilepsy

G40-G41

5.72

4.94

Hypertensive disease

I10-I15

0.74

2.02

Coronary heart disease

I20-I25

70.84 62.07 76.54 15.88 14.76 19.35 42.53 37.85 47.43

Cerebrovascular disease

I60-I69

13.68 15.52 17.70 10.93 11.81 13.74 12.23 13.62 15.68

Pneumonia

J12-J18

7.76

10.06 10.44

4.79

5.49

7.02

6.30

7.74

8.70

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

8.55

9.37

12.07

5.43

6.24

9.08

6.94

7.76

10.53

J45-J46

2.41

1.14

1.67

0.77

1.58

1.78

1.59

1.36

1.73

Gastric, duodenal and peptic ulcers K25-K27

2.57

2.46

2.89

0.66

1.21

1.36

1.60

1.82

2.11

K70,
14.77 23.76 28.89
K73-K74

9.00

11.16 14.36 11.79 17.34 21.54

0.69

0.53

0.29

0.48

0.54

V01-V89 30.63 30.78 26.37

6.45

8.25

6.98

18.84 19.72 16.78

5.53

2.49

1.97

1.90

2.99

Asthma

Chronic liver disease including
cirrhosis
Chronic renal failure
Land transport accidents

N18

3.52

0.55

0.38

4.74

3.71

4.23

3.34

0.58

3.71

Accidental falls

W00-W19 3.49

Suicide, self-inflicted injury and
injury of undetermined intent

X60-X84, 39.73 41.49 40.14 12.72 11.93 11.22 26.27 26.81 25.71
Y10-Y34
exc Y33.9

ALL CAUSES

475.39 496.00 543.21 287.71 298.38 330.13 380.68 396.45 435.73

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

Table 12:
		

Standardised mortality ratios for ‘avoidable’ and other potentially reducible causes of
death: 2007-09
Devon

Cause of death
Tuberculosis

ICD Code* Age
A15-A19

5-64

Sex
Males
Females

South West

Confidence
Deaths SMR* interval *

SMR*

Confidence
interval *

1
1

32
75

1-180
2-415

71
54

40-117
17-126

Malignant neoplasm of female
breast

C50

50-64 Females

136

105

86-128

100

93-107

Malignant neoplasm of cervix uteri

C53

15-64 Females

18

101

60-159

98

81-117

Hodgkin’s disease

C81

5-64

Males
Females

2
1

64
52

8-230
1-292

89
119

54-139
68-194

Chronic rheumatic heart disease

I05-I09

5-44

Males
Females

0
1

0
239

0-1012
6-1333

0
95

0-134
20-278

Cerebrovascular disease

I60-I69

35-64

Males
Females

56
43

61
62

46-79
45-83

83
84

76-91
75-93

Acute myocardial infarction

I21-I22

35-64

Males
Females

121
24

74
58

61-88
37-86

79
76

74-84
66-88

I20, I23-I25 35-64

Males
Females

219
46

98
82

85-112
60-110

85
77

80-89
68-86

Males
Females

2
0

108
0

13-391
0-189

65
96

30-124
52-161

Other ischaemic heart disease
Asthma

J45-J46

5-44

Notes:
(1) Deaths are pooled over a three-year period, 2007-09.
(2) The list of ‘avoidable’ and other potentially reducible causes of death is from the paper by Charlton J. R. H., Bauer R., Lakhani A.
Outcome measures for district and regional health care planning, Community Medicine, 1984, 6:306-315.
* See glossary of terms
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Table 13:

Standardised registration ratios for selected cancers: 2006-08
Devon

SRR*

Confidence
interval *

ICD* Code

Sex

Malignant neoplasm of oesophagus

C15

Males
Females

235
122

98
95

86-112
79-114

102
103

97-108
96-110

Malignant neoplasm of stomach

C16

Males
Females

177
94

77
75

66-90
61-92

82
75

78-87
69-82

Cause of death

Deaths SRR*

Malignant neoplasm of small intestine,
colon, rectum and anus

C17-C21

Males 1,058
Females 925

106
112

100-113
104-119

100
105

98-103
102-108

Malignant neoplasm of trachea,
bronchus and lung

C33-C34

Males
Females

756
508

73
66

68-79
61-72

83
76

81-86
74-79

Malignant melanoma of skin

C43

Males
Females

337
394

153
165

137-170
149-182

135
134

129-141
129-140

Other malignant neoplasm of skin

C44

Males 3,941
Females 3,175

174
174

168-179
168-181

159
160

157-161
158-162

Malignant neoplasm of female breast

C50

Females 2,252

111

106-115

107

105-109

Malignant neoplasm of cervix uteri

C53

Females

110

107

88-129

106

98-113

Malignant neoplasm of prostate

C61

Males

1,826

106

101-110

110

108-112

Malignant neoplasm of bladder

C67

Males
Females

335
139

94
100

85-105
84-118

100
92

96-104
86-99

* See glossary of terms
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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.
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