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Explanatory note to the current version of the JSNA

The JSNA is a ‘live’ document, much of it web-based which aims to influence both the
setting of strategic priorities across the Local Strategic Partnership and the development
or re-design of services to meet specific identified care needs.

This version of the JSNA has been approved by the Board of NHS Plymouth and has
already been used to identify the Strategic Improvement Priorities within the Strategic
Framework.

Discussions are now on-going to use the JSNA to review the priorities across the Local
Strategic Partnership and ensure these are taken forward within the delivery plans of
the theme groups.

Relevant updates will be made to the JSNA as this process develops over the next few
months.



Foreword

This is the first review of Plymouth's Joint Strategic Needs Assessment (JSNA). The JSNA
describes the health and well-being needs of Plymouth's population and will be used to inform
policies and strategies across the Local Strategic Partnership.

This JSNA confirms the 2008 priorities set out in Healthy Plymouth. It confirms that our greatest
challenge remains the large and increasing health inequalities that exist across the city and that
risk taking behaviour, especially amongst young people, continues. It also confirms the need to
focus more on building mental health resilience across Plymouth for the city's future health (both
societal and economic) and that helping people to remain independent and enabling them to
enjoy all aspects of their lives is key over the next 5-10 years. However, this JSNA also offers
an insight into what we need do to tackle our most persistent and concerning priority (health
inequalities) and in particular what partners from all sectors of the Local Strategic Partnership
(LSP) can do to contribute to tackling this important issue.

Assessing the health and well-being needs of local people is a continuous process and this
assessment builds on existing work that identifies the health and well-being needs (and the
inequalities in those needs) of the Plymouth population. We recognise that the only way we will
be able to effectively tackle the challenges highlighted by this JSNA is to work closely in
partnership. We will ensure that this JSNA will be used widely to: (1) agree priorities across the
LSP, (2) underpin the commissioning plans of the constituent partners and (3) act as the driver
to continuously improve our understanding of local need. In this way we can focus on issues
that underlie much of the poor health in Plymouth (i.e. environment, achievement and access to
health services).

We recommend that all who read this report think about how they could change the way they
commission or provide services to tackle the challenges the JSNA highlights. All need to
consider how their work impacts on those in most need and what they could you do differently
to address that need.

We will support the strategies and plans that emerge within each of our organisations to
address the issues highlighted in this JSNA and ensure that resources are realigned to support
delivery. In this way we will work together, to ensure that all people within Plymouth have the
best opportunities to live thriving, healthy and independent lives.




Executive summary

What is the JSNA and what is it used for?

The JSNA is a needs assessment which analyses existing data from different sectors in the city
to draw out the main health, social care and well-being needs. It is then used to set priorities
and to help those who commission adult care services and children’s services to better direct
these services to address needs. Thus it is a tool to be used within the planning cycles of
organisations.

The requirement to produce a JSNA derives from section 116 of the Local Government and
Public Involvement in Health Act (2007) which requires NHS Plymouth and Plymouth City
Council (and their equivalents across England and Wales) to produce a JSNA of the present
and future health and well-being needs of their communities.

This document has several supporting reports. The main document is a summary of 10 domain
reports which cover the following areas:

A) Social and environmental context
B) Demography

Q) Lifestyle

D) Social Capital

E) Services and resources

F) Physical health and well-being
G) Mental health and well-being

H) Hospital admissions
) Mortality and life expectancy
J) Resources for health and social care.

There are then a series of sub-domain reports with further supporting material available. The
sub-domain reports are the broader source documents covering areas such as housing,
independent living, isolation, climate, culture, crime and disorder, nature and community
support. In summary therefore the purpose of the JSNA is to:

- Inform the overall priorities of the LSP and of individual organisations by using the key
findings within the main report and making reference to the domain reports.

- Be used by commissioners and service leads to shape the way their services are
delivered by taking account of the needs within the area or population group they serve
using both the domain reports and sub-domain reports for reference.

How does the JSNA link to others plans?

Figure 1 shows how the JSNA is linked to other plans. For example, within the NHS it informs
the Strategic Framework and the Strategic Improvement Priorities. Within the Council it informs
the parallel Corporate Plan and Corporate Improvement Priorities refresh and within Children’s
Services it informs the Children and Young Peoples Plan. It also influences the Sustainable
Community Strategy, the delivery plans of the LSP theme groups as well as the priorities and
targets set within the Local Area Agreement (LAA).



Figure 1 - How the JSNA links to other plans
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The diagram below further illustrates this by noting the position of the JSNA within the planning
cycles of these organisations.

Figure 2 - How the JSNA fits within the planning cycle
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Using the JSNA in 2010/11

The JSNA guidelines state that the JSNA is a tool to identify the health, well-being and
inequalities needs of a local population to both inform more effective and targeted service
provision and is to be used by the LSP, through the Sustainable Community Strategy and Local
Area Agreement, to determine the shared targets to meet these needs. Thus local partnerships
should set out explicitly how they plan to prioritise based on the information contained within the
JSNA. In Plymouth the following processes have been agreed:

1) Within the Local Strategic Partnership
The LSP has begun a process to develop delivery plans within each of its theme groups.
This JSNA, together with the Health, Social Care and Well-being strategy (‘Healthy
Plymouth’) will be used to review existing priorities and suggest areas for improvement
across the partnership. Discussions within the theme groups and with key stakeholders
will inform this process.

2) Within the NHS
The JSNA was used as part of the evidence bank, together with further information on
service level activity and productivity, within a systematic process, to identify NHS
Plymouth's Strategic Improvement Priorities and key World Class Commissioning
targets. This process and the supporting financial plans are laid out in NHS Plymouth's
five-year Strategic Framework.

3) Within Plymouth City Council
The JSNA will be used to highlight emerging issues which need to be prioritised in the
city.

How was the JSNA brought together?

The 2009 JSNA was completed in partnership by NHS Plymouth and Plymouth City Council
and was led by the Public Health Development Unit (PHDU) on behalf of the Director of Public
Health (NHS Plymouth) and the Directors of Children's Services and of Social Services
(Plymouth City Council).

Guidance on the production of a JSNA is provided by the Department of Health in collaboration
with the Department for Communities and Local Government, and the Department for Children,
Schools and Families. This guidance covers the policy context of the JSNA, together with its
definition, content, uses, tools and resources. It describes good practice in the undertaking of a
JSNA exercise and suggests a core data set.

The domain reports reflect the ‘determinants of health’ originally modelled by Dahlgren and
Whitehead (1991) and further developed by Barton and Grant (2006) as illustrated in figure 3.
These were explored in order to give both a picture of the 'situation' or 'status' of health and
well-being and also an analysis of some of the determinants or underlying issues. Geographic
analysis of data was based on Plymouth's 43 neighbourhoods. These neighbourhoods are
further aggregated into six ‘sub-localities’ that are used for partnership service delivery planning
and policy development. This enables analysis of needs by area for local planning purposes.
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Figure 3 - Health map for urban planners

Source: Barton and Grant (2006)

What are some of the key findings?

1)

2)

What do most people in Plymouth die of?

Eight in ten of all deaths in the city are caused by circulatory diseases, cancers,
respiratory diseases and diseases of the digestive system (as listed below). These
disease categories have remained unchanged from 1997 to 2008 both in terms of
proportions and rank order, as follows:

Circulatory diseases 40% on average 1997 to 2007
Cancers 27% on average 1997 to 2007
Respiratory diseases 14% on average 1997 to 2007
Digestive system diseases 5% on average 1997 to 2007

Source: NHS Plymouth, PHDU 2009.

Plymouth has relatively more deaths (standardised for age) than the South West Region
and England.

Overall there is a downward trend in death rates. Analysis suggests that this downward
trend is mainly in diseases amenable to healthcare

What have been the changes in our population?

The resident population of the city has grown from 241,000 in 2001 to 252,800 in 2008,
an increase of 5%.

The city has slightly more females (51%) than males which closely reflects the national
pattern.

The population of the city is thought to be slowly ageing with the GP register recording a

2-3% drop in the under 19 age group and a slight increase in the 65+ and 75+ age
groups to 2008.
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3)

4)

5)

The city has experienced a ‘baby boom’ since 2001 but particularly during the three
years to 2008. The under one age group has recorded a year on year increase from
2,172 in 2001 to 3,100 in 2008 representing a 46% increase.

The numbers of people from different ethnic backgrounds is unclear. However schools
are required to report the ethnicity of their pupils. Based on the 2009 school census
data, there are 36,621 children and young people in schools. Of these 32,194 (87.9%)
are classified as White British and 2,400 (6.6%) as other ethnic groups. Detalils for a
further 2,027 (5.5%) children and young people are not available.

How does life expectancy and illness differ acro  ss the city?

Life expectancy for both males and females increased year-on-year in the city between
1991 and 2007 in line with the rest of the country.

However there is considerable variation in life expectancy across the city and the pattern
tends to follow the pattern of material deprivation. For example a newly born resident of
Glenholt can expect to live the longest in Plymouth (86.1 years) whilst a newly born
resident of Devonport can expect to live the least (73.1 years), a 13 year difference in
2005-2007.

This inequality in health occurs in all illness groups.
What are the main mental health issues?

Approximately 11,000 Plymouth residents are estimated to be affected by some form of
mental health condition.

Modelled estimates suggest that 3,559 residents aged 65+ years are likely to be
suffering from depression, with 1,119 suffering from severe depression in 2009.

A total of 2,957 residents aged 65+ years are estimated to be suffering from dementia in
2009 (PoPPi 2008).

The number of residents in receipt of mental health services indicates that the
prevalence of related medical conditions is likely to be higher than that nationally.

The number of adults in receipt of incapacity welfare benefits for mental illness in
2007/08 was higher in Plymouth (40.7%) than the average for England (27.7%), a total
of 6,450 adults (APHO and Department of Health, 2009).

What is the pattern of hospital admissions?

There are consistently more emergency admissions to hospital than elective admissions
year-on-year in Plymouth

Two thirds of emergency hospital admissions are for causes other than the main causes
of death (circulatory diseases, respiratory system, and digestive system).

More deprived neighbourhoods tend to account for a higher number and rate of
emergency admissions to hospital and there is a clear gradation from the ‘most deprived’
to the ‘least deprived’ group of neighbourhoods. The relationship between material
deprivation and hospital admissions is much weaker with regards to elective admissions.
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What are some of the factors (determinants) related to this pattern of
ill health?

1)

2)

3)

4)

Material deprivation and poverty

Child poverty is a significant issue for the city — approximately 24.0% of all children in
Plymouth are regarded as living in poverty compared with 22.4% nationally.

Dependence upon benefits and unemployment is highly localised.
Analysis of the IMD2007 reveals that concentrations of deprivation have worsened in the
Employment, the Living Environment and in the Education, Skills and Training domains.

There have been improvements in the Income, Health and Crime domains.

Before the onset of the current economic recession (2008/09), the city overall was
becoming less deprived but pockets of deep deprivation remained and have worsened.

The proportion of adults with learning difficulties in paid employment was much lower in
Plymouth (4.6%) in 2008/09 than it was nationally (7.6%) or the South West Region
(6.9%).

Wealth creation and recession

For those in employment, earnings levels in the city have steadily risen by both
residence and workplace over the past ten years. However earnings by residence are
below both levels for Great Britain and the South West.

New business registrations in Plymouth as a proportion of the population are lower than
the South West Region.

The proportion of young people in Plymouth who were ‘neither in employment, education
or training’ (NEET) stood at 7.9% in 2008/09, a rise of just over one percent on the level
in 2007-08.

Education

GCSE attainment levels for 5A*-C including English and Maths was significantly lower in
Plymouth than the national average in 2008

Housing

Housing stock condition in the city deteriorated significantly over the last five years with
the level of non-decency increasing by almost 20%. This however is now being
addressed.

Most dwellings fail the decency standard on the basis of poor thermal comfort.

The number of people in temporary accommodation is reducing.

Lifestyle.

Plymouth had a significantly higher prevalence of adults who smoke (27.6%) than was
the case nationally (24.1%) in 2007/08.

Hospital stays for alcohol related harm are significantly higher in Plymouth (1,773.3 per
100,000 population) than was the case nationally in 2007/08.



- Teenage pregnancy rates are higher than the national average.

- Plymouth has lowest prevalence of breastfeeding at the 6-8 week check than elsewhere
in the South West.

- Obesity rates are increasing in children year on year.

Next steps

In order to inform priorities and delivery plans the following needs to occur:

1) The LSP needs to oversee and co-ordinate the response to the JSNA, consider if any
refresh of existing priorities is needed and undertake to monitor any emerging delivery
plans.

2) The data from the JSNA needs to be used to continuously inform the commissioning of

services and monitor the effectiveness and impact of these services.

3) The areas identified for further research and investigation need to be to be taken
forward.
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Section 1 - Introduction

What is the Joint Strategic Needs

Assessment?

The Joint Strategic Needs Assessment (JSNA)
is an important reference in support of robust
and integrated decision making concerning the
health and well-being of Plymouth. It is a driver
for change and draws upon extensive and
informed evidence to suggest the future
direction for the commissioning of services to
the year 2014/15.

It is a dynamic exercise that annually scans,
analyses, reviews and assesses the situation of
health and well-being in the city. Thus the JISNA
is an ongoing and evolving evidence base that
informs the general public and those who
commission health services, children’s services
and adult care services.

The requirement to produce a JSNA derives
from section 116 of the Local Government and
Public Involvement in Health Act (2007) which
requires NHS Plymouth and Plymouth City
Council (and their equivalents across England
and Wales) to produce a JSNA on the present
and foreseeable health and well-being needs of
their communities.

The JSNA focuses upon needs rather than
wants and maps the use of resources and
supply of services, together with any gaps, in
service delivery with respect to identified
inequalities and inequities of health and
wellbeing. It may contain recommendations for
jointly addressing these inequalities and
inequities in the commissioning and delivery of
services and programmes.

The JSNA is not an audit or a summative
evaluation; the former does not explain or raise
understanding of the subject in question whilst
the latter is too focused upon cause and effect
or measures of value for money. The JSNA is
broader in its perspective but nonetheless
considers these aspects of analysis.

How to use the JSNA

This document is the final distillation of volumes
of reports, data and other supporting information
as well as the informed views of a wide range of
professionals and other stakeholders in the
community (including the views of local people
expressed in surveys). More detailed topic
specific information is available via 10 ‘domain
reports’ (copies of which are available from NHS
Plymouth or Plymouth City Council). The domain
reports provide a more detailed overview of the
issues summarised in the JSNA (e.g. mental
health, children and young people's health) and

address four key questions (1) where are we
now, (2) where have we come from, (3) where
are we going, and (4) what are the gaps. The
information in these 10 domain reports is further
backed-up by additional supporting material
('sub-domain reports'). These sub-domain
reports are the broader source documents that
are used by partners across the city to inform
the planning of services (e.g. the 2009 Mental
Health Atlas, the 2009 Children and Young
People's Needs Analysis). Annex 3 gives the
names and contact details of the authors of the
10 domain reports from whom further
information is available upon request.

How will it be used?

The 2009 JSNA was completed in partnership
by NHS Plymouth and Plymouth City Council
and was led by the Public Health Development
Unit (PHDU) on behalf of the Director of Public
Health (NHS Plymouth), and the directors of
Children’s Services and Social Services
(Plymouth City Council). The statutory guidance
emphasises that JSNA should be taken into
account by the local authority and its partners in
preparing strategies and policies, as part of a
strengthened commitment to local priorities. The
issues identified by JSNA inform the priorities
and targets set by the Local Area Agreement
(LAA) and the delivery agreement for the
Sustainable Community Strategy.

Statutory guidance points to The Commissioning
Framework for Health and Wellbeing that
identifies eight steps to effective

commissioning which include understanding the
needs of populations and individuals. It states
that the JSNA will identify the health and
wellbeing needs of a local population, and lead
to more effective service provision by informing
the relevant commissioning strategies, driving
improvements in the health and wellbeing of a
local area and leading to a reduction in health
inequalities.

Thus the JSNA will be used by the LSP to inform
priorities and delivery plans across the theme
groups.

The JSNA informs the NHS Plymouth Strategic
Framework which sets out how NHS Plymouth
will work towards delivering its vision of a place
where “healthy people lead healthy lives in
healthy communities”. It also informs the
evidence based used to established the
healthcare priorities for the period 2009/10 to
2014/15. Likewise within Plymouth City Council
it informs the refresh of the Corporate Plan and
the Corporate Improvement Priorities.



Section 2 - Approach and
methodology

Guidance on the production of a JSNA is
provided by the Department of Health in
collaboration with the Department for
Communities and Local Government, and the
Department for Children, Schools and Families.
This guidance covers the policy context for a
JSNA, together with its definition, content, uses,
tools and resources. It describes good practice
in the undertaking of a JSNA exercise and offers
a core data set.

Guidance fully describes the ‘core dataset’ for
analysis. This dataset is expressed as domains,
sub-domains and sub-sub-domains that are
themselves described as indicative datasets and
indicators. The domains et al are acknowledged
to reflect the ‘determinants of health’ model first
postulated by Dalgren and Whitehead (1991):
figure 4 maps their order from the individual
level to the global ecosystem based upon the
later work devised for urban planners.

Figure 4 - Health Map for Urban Planners

Source: Barton and Grant (2006)

Broadly this guidance has been followed but it is
less prescriptive with regards to the conceptual
relationship between the domains and their
datasets such that the analysis sums to the ‘big
picture’ sought by the JSNA exercise. Equating
the ‘big picture’ with the ‘situation of health and
well-being’ conceptualised in the Health Poverty
Index (HPI) provides a convenient tried and
tested conceptual framework that lends itself
both to describing the domain relationships and
to facilitating the summation of analyses.

The 2009 Plymouth JSNA incorporates the HPI
conceptual framework which has been used to
re-order the domains and sub-domains of the

core dataset, to supplement the core dataset
with additional indictors and information (such as
‘resourcing of healthcare’), and to organise the
project workload of the partnership.

The HPI model conceptualises the situation of
health for Plymouth’s communities as emerging
from a history of intervening factors that are
themselves based in a set of root causes. These
are in turn influenced by the different contexts in
which they occur, portrayed in the model as an
‘immediate individual-household level’, a ‘local
(intermediate) level’ and a ‘wider social (macro)
scale level'. It postulates that there are nine
main ‘domains’ and these are shown in Figure 5
below. For each domain a set of indicators has
been designated which aim to capture the
significant aspects of the domain as they exist
for different groups in society. These indicators
often equate to those of the National Indicator
Set, Vital Signs and World Class Commissioning
frameworks, and incorporate these in the core
dataset.

Figure 5 - Health Poverty Index typology

Source: Department of Health, 2007

The use of the HPI conceptual framework has in
turn influenced the structure of this document
which commences with a description of the
situation of health and well-being of the city. This
is undertaken by reference to the physical and
mental health status of the city, levels of
appropriate care, and the resourcing of health
and social care in the city. The assessment
holds that this situation of health and well-being
has not arisen by accident but rather reflects the
root causes and intervening factors noted
above, allowing for the random element
particularly with regards to the lifestyle choices
of individuals. By gaining a better understanding
of these determinants of health and well-being
we are better able to understand the future
prospects for the city. Our current understanding
is articulated in the ‘prospects to 2014’ section
that follows the articulation of the analysis in
section 4.

Process, methods and outcomes
Guidance urges that the JSNA exercise is
formally project managed with a clear lead



organisation, champion and project manager.
This advice was followed in the Plymouth JSNA
exercise with lead responsibility given to the
NHS Plymouth’s PHDU which oversaw all
aspects of the process to delivery of the
principal output of the exercise — the JSNA
document. The Director of Public Health was
nominated as the JSNA champion.

A joint leadership group was established under
the auspices of the LSP Healthy City Theme
Group reporting in turn to the board of the LSP.
A Consultant in Public Health was appointed
project lead working alongside a local authority
representative drawn from the group.

A joint project group was established to oversee
and manage the workload generated by the
assessment exercise under the auspices of the
Plymouth Analysts Network. The Head of Public
Health Intelligence was appointed as lead officer
to ensure the timely supply of data and
information necessary for the exercise. The
PHDU's health intelligence team was charged
with the drafting of the JSNA document.

The JSNA project called for a number of domain
and sub-domain reports with respect to the
subject headings identified by the conceptual
model: these reports form the basis for the
JSNA document and contain the results of
analysis and enquiry covering various related
topics. The domain reports were authored by
five domain leads appointed from within the joint
project group and given responsibility to ensure
the supply of the reports to the NHS Plymouth
Health Intelligence team. The description of the
situation of health and well-being together with
the causes and factors emerged from the final
distillation of these domain reports that together
form its technical appendix.

The JSNA document emerged from the
consideration of this analysis whilst the
determination of strategic issues of health and
well-being in the city, both present and future, by
the joint leadership group. Validation and
ratification of the JSNA document was given by
the NHS Plymouth Board and Executive
Management team of Plymouth City Council with
final adoption following scrutiny by Plymouth
City Council.

Scope of the JSNA exercise

A JSNA is potentially a large exercise covering
all client groups and a range of time horizons but
it cannot cover all information needs for
everyone all of the time. It does however seek to
provide a coherent overview of need making the
best use of existing information to describe the
situation of heath and well-being in the city and
the forces that have shaped it, together with

those that will shape it in foreseeable future. The
JSNA will be added to incrementally through the
scanning of the health and well-being of the city
to look for notable changes from the baseline
identified in the background analyses for the
JSNA. The baseline for the JSNA is set
necessarily to the year 2007/08 by the
availability of key datasets.

The JSNA was undertaken over the course of
six months in 2009 that culminated with the
delivery of the domain reports and their
distillation into this document. Planning for the
2010 exercise will seek to integrate the
assessment process into that for the Strategic
Framework and the NHS medium term three
year financial plan.

For this exercise, community engagement was
confined to the results of resident and patient
surveys, notably the Health Survey, Place
Survey, Tell Us survey and the survey of
Patients Satisfaction. Further details can be
found in section 5.

The health and well-being of Plymouth is
compared with other areas in order to assess
where the city stands with respect to its
comparators but in the main the city is compared
to national rates (usually England) or rates in the
South West region. These comparators are not
without their problems given that much of the
South West region is dominated by rural areas
and that rates for England are influenced by
urban areas far greater in size than Plymouth.

Geographic analysis of data is based upon the
43 natural neighbourhoods of the city:
developed during 2001 to 2003 under the
government’s Neighbourhood Renewal
Programme they are agreed basis of analysis for
each of the key partnership organisations
(Police, Council, Health etc.). About one-third
the size of an electoral ward, they are large
enough to facilitate service delivery planning but
small enough to allow sensitive small area
analysis. Moreover these areas have a historic,
cultural and to a lesser extent political
resonance that has ensured their broad
acceptability by the residents of Plymouth.
These neighbourhoods are further aggregated
into six ‘sub-localities’ that are used for
partnership service delivery planning and policy
development.

Analysis of data utilises standard indicators
including directly age standardised rates, crude
rates and indirectly standardised rates to cater
for the differing demographic nature of the
neighbourhoods. These indicators are both
locally derived and obtained from official sources
depending upon the dataset and subject matter



Section 3 - Situation of
health and well-being in
Plymouth

This section considers the situation of health
and well-being in the City of Plymouth and
draws upon a wide range of official health and
social care related data supplemented with
informed insights and anecdotal information to
provide as holistic picture as is possible of the
current situation of health and well-being.

Life expectancy

Life expectancy for both males and females
increased almost year-on-year in the city
between 1991 and 2007. The estimated life
expectancy for males in the three year rolling
period 1991 to 1993 was 73.3 years and was 79
years for females (a 5.7 year differential). By the
period 2005 to 2007, the life expectancy of
males in the city had increased to 76.8 years
(+3.5) whilst that for females had increased to
81.9 years (+2.9). The result was a reduction in
the life expectancy differential between males
and females in the city to 5.1 years by 2007.
This reflects a national pattern that has been
characterised by a convergence in the life
expectancy of males and females by 2 — 3
months per year since the 1980s. Figures 6 and
7 illustrates that life expectancy for males in
Plymouth (76.8 years) (green) remains below
that experienced on average in England (77.7
years) (blue) or the South West region (pink)
and this has continued to be the case since
1991 with a slight convergence to 2007.

Figure 6 - Life expectancy in years, males,
Plymouth, South West Region and England,
1991 to 2007
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Figure 7 - Life expectancy in years, females,
Plymouth, South West Region and England,
1991 to 2007

c
T

- m

-1

£

/ oo §
z

z

Y S 6 &
$ &P SIS
G P N R

I

3 year rolling period

Source: ONS health statistics, 2008

Life expectancy is uneven across the city: a
newly born resident of Glenholt can expect to
live the longest in Plymouth (86.1 years) whilst a
newly born resident of Devonport can expect to
live the least (73.1 years), a 13 year difference
in 2005-2007. Likewise, the general
improvement in life expectancy was uneven
across the city: at the most extreme, the
increase in Glenholt over the study period was
10.8 years whereas the improvement in
Devonport was 1 year. In general, a person
born into a ‘materially deprived’ neighbourhood
of Plymouth can expect a shorter life than if they
were born into a more prosperous part of the
city.

Mortality

Figure 8 illustrates that Plymouth (green) has a
consistently higher annual directly age
standardised mortality rate (DASR) than that for
the South West Region (pink) and England
(blue). The pooled 2005 to 2007 DASR for the
city was 107.3 per 100,000 population compared
with 106.11 for England, and 89.97 for South
West region. There has however been a gradual
convergence since 1993, and especially since
2004, and by 2005-2007 the city was amongst
the better performing PCT health areas in terms
of its DASR for all mortality arising from all
causes.

Figure 8 - Mortality DASR for all ages and all
causes, Plymouth, England and South West
Region, 1993 to 2007
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The picture for males is very similar to that for
persons (as above) but that for females is more
complex with an irregular DASR rate that is
generally below that for England and just above
that for the South West.



Analysis suggests that this downward trend in
mortality occurred mainly in diseases amenable
to healthcare and was much more pronounced
amongst males in the 65 to 75 years age range.
In 1993, the DASR for males arising from
causes amenable to healthcare was double that
of females but by 2007 this gap had halved
(males 125.53 per 100,000, females 74.72 per
100,000). By 2007, overall mortality arising from
causes amenable to healthcare was lower in
Plymouth (114.18 per 100,000 patients) than
nationally (116.79) in 2007.The list of diseases
amenable to healthcare is long and is provided
in the domain report for mortality and life
expectancy.

Although this fall in mortality occurred across all
age groups it was more pronounced for
residents aged less than 75 years from 1997
(392.2) to 2007 (292.5) with a continuing
downward trend. In contrast, the downward
trend for residents aged less than 65 years
ended in 2004 /05 suggesting that life
improvement thereafter occurred mainly
amongst residents aged 65 to 75 years.

Figure 9 illustrates a strengthening relationship
between mortality and the material deprivation
for residents aged less than 75 years (dark
blue). The relationship is weaker for residents
aged less than 65 years (mauve) and still more
for all ages (light blue), with no relationship for
those aged over 75 years (yellow).

Figure 9 - DASR mortality and material
deprivation correlation score by age group,
Plymouth 2001 to 2007
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The DASR mortality gap between the most
deprived group of neighbourhoods and the least
deprived group widened substantially from 2004
to 2007. Certain neighbourhoods regularly
performed worse than others from 1991 to 2007
in terms of their DASR mortality: in order of
importance they were Stoke, Devonport,
Tamerton Foliot, Barne Barton, Morice Town,
and Stonehouse. Conversely, certain
neighbourhoods often performed better than
others and in order of importance they were
Chaddlewood and Widewell (both ‘least
deprived’ neighbourhoods).

Main causes of mortality

A person born into a ‘materially deprived’
neighbourhood of Plymouth, can expect to
develop a life threatening disease earlier than if
they were born into a more prosperous
neighbourhood. Eight in ten of all deaths in the
city are caused by the disease categories listed
below that have remained unchanged from 1997
to 2008 both in terms of proportions and rank
order, as follows:

Circulatory diseases 40% on average 1997 to 2007
Neoplasms (Cancer)  27% on average 1997 to 2007
Respiratory diseases  14% on average 1997 to 2007

Digestive diseases 5% on average 1997 to 2007
Source: NHS Plymouth, PHDU, 2009.

There have however been some important
changes between these causes of death: the
number of deaths arising from circulatory
disease fell (-25%) as did respiratory disease (-
31%) over the period 1997 to 2007, the former
continuously over the period and the latter since
2003.

Circulatory diseases such as stroke and
transient ischaemic heart disease recorded
notable reduction together with myocarditis but
there was a rise in deaths due to
atheroschlerotic heart disease which has partly
offset this improvement.

Figure 10 illustrates that the DASR mortality rate
for circulatory disease fell for both male (blue)
and female (pink) residents of the city over the
period 1993 to 2007.

Figure 10 - Circulatory disease, DASR for male
and female residents, Plymouth 1993 to 2007
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The prevalence of coronary heart disease (CHD)
amongst patients in treatment in Plymouth
(3.68%) is about the same as that found
nationally (3.7%) whilst the prevalence of
chronic obstructive pulmonary disease (COPD),
one of the principal causes of respiratory
disease, remained slightly above the national
rate (1.43%) in Plymouth (1.52%) in 2007.

The main categories contain a broad range of
diseases and the biggest single cause of
mortality in Plymouth is cancer. The number of
deaths linked to cancer amongst the city’s



residents has not declined to any great extent (-
2%) since 1997 but this must be viewed in the
context of a rising and ageing population. The
result is that it had become relatively more
important in terms of the number of deaths over
the period 1997 to 2007. Declines in some of the
historically important killer cancers such as Lung
Cancer, Stomach Cancer and cancer of the
Pancreas have tended to be offset by rises in
female Breast Cancer and cancer of the
Oesophagus. Deaths from skin cancer remain
very small in comparison.

Figure 11 illustrates that the mortality city DASR
for cancer (green) has fallen from 213.58
persons per 100,000 in 1993 (684 recorded
deaths) to 180.45 persons per 100,000 in 2007
(645 recorded deaths) with a marked
convergence with rates nationally (blue) and in
the region (pink).

Figure 11 - DASR Cancer, persons resident in
Plymouth, South West Region and England
1993 to 2007
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By 2007/08, mortality from breast cancer was
marginally higher in Plymouth (28.1 per 100,000
patients) than was the case nationally (27.8), but
the rate arising from cervical cancer was much
higher in Plymouth (3.69) than was the case
nationally (2.5). Similarly, the mortality rate for
Prostate cancer was higher in Plymouth (26.1)
than it was nationally (24.3).

Although proportionately small in terms of the
number of deaths from 1997 to 2007, digestive
diseases recorded a significant increase (+21%)
whilst mortality arising from diabetes showed no
change (0%) over the period with relatively low
numbers each year (typically 23 deaths).

It was noted earlier that life expectancy in
Plymouth has improved as a direct result of
improvements in healthcare in each of the main
causes of death. This is perhaps best
exemplified by Cancer; although the number of
deaths from cancer has not fallen appreciably
there has been a marked shift in the age at
which people succumb to this disease — they are
dying at an older age. This same shift is
apparent in circulatory disease and to a lesser
extent in respiratory disease which traditionally

strikes residents aged over 75 years, and
usually those aged over 80 years.

The city has health inequalities in each of the
three main causes of death, especially amongst
residents aged under 75 years. This is most
apparent for circulatory disease (heart disease
and stroke) and some forms of cancer, usually
lung cancer amongst men and to a lesser extent
female breast cancer.

In the main, neighbourhoods classified as most
deprived have a worse performance than those
classified as being more affluent.
Neighbourhoods such as Stoke, Honicknowle,
Whitleigh, Stonehouse, Devonport and North
Prospect usually contribute a higher proportion
of mortalities from these diseases (and also for
emergency and elective hospital admissions).

Deaths from smoking related diseases remain
significantly higher in Plymouth (225.9 per
100,000 persons) than the average for England
(210.2) in 2007/08, a total of 410 persons. This
has been the case since 2006 against a
background of a declining DASR and number of
deaths locally and nationally (APHO and
Department of Health, 2009).

These three main causes of mortality strike
across the social spectrum as expressed by the
MOSAIC classification system: one category
particularly stands-out, namely ‘G43: Older
people, many in poor health from work in heavy
industry, in low rise social housing’ amongst
residents aged over 75 years. A clutch of
MOSAIC categories also regularly appear for the
under 75 age group including ‘D23: Owners of
affordable terraces built to house 19th century
heavy industrial workers’, ‘D25: Town Centres of
small market towns and resorts containing many
hostels and refuges’, and ‘H44: Manual workers,
many close to retirement in low rise houses in
manufacturing towns

Hospital Admissions

There were more emergency admissions to
hospital than elective admissions year on year in
Plymouth over the period 2001/02 to 2008/09
expressed in terms of numbers and rates. There
were 36,131 emergency hospital admissions of
Plymouth residents in 2008/09 with an average
of 28,938 admissions over the period 2000/01 to
2008/09. Correspondingly there were 30,653
elective hospital admissions of Plymouth
residents in 2008/09 with an average of 25,730
admissions over the same period.

The number and rates of emergency admissions
rose from 2000/01 to 2005/06 but then fell for
two years to 2007/08 before a sharp rise in
2008/09. In contrast elective admissions rose



consistently from 2003/04 to 2008/09 with a
widening gap in this year compared to
emergency admissions.

Two thirds of emergency hospital admissions
relate to pregnancy, parental concerns for
infants’ health, fractures, wounds and bumps,
and infections.

Fractures, wounds and bumps amongst older
residents (aged over 65 years) usually arise
from unintended injury due to falls: it is
estimated that in 2009 a total of 10,985 older
Plymouth residents will attend A & E because of
a fall, and that 870 will remain in hospital
because of the effects of a fall (Older People
Population Information System (PoPPi) 2008).
This said, hip fractures amongst persons aged
over 65 years were lower in Plymouth (440.7 per
100,000 population (231 people)) than the
average for England (479.8) in 2007/08 (APHO
and Department of Health, 2009).

With regards to the main causes of death, more

residents were admitted to hospital in an

emergency due to respiratory or digestive

conditions than any other single condition.

People were admitted for 2,133 different

diagnostic reasons amongst the 36,131

emergency admissions in 2008/09, the top three

reasons being:

- Urinary Tract infection (3.5%)

- Lobar pneumonia (2.2%)

- Supervision of other normal pregnancy (1.7%)

- Other specified pregnancy related conditions
(1.7%)

Pregnancy related conditions are classified as
an emergency even if there is no medical
emergency.

Elective admissions show a similar pattern but

with a lower proportion of admissions for

parental concerns for infants’ health, fractures,

wounds and bumps and viral infections, and a

higher proportion for the main diagnostic

conditions and for mental health related

conditions. People elected to enter hospital for

2,135 diagnostic reasons in 2008/09 of which

the top three were:

- Cataract removal (4.1%)

- Medical abortion (termination of pregnancy)
(2.6%)

- Atheroschlerotic heart disease (2.0%)

The medical termination of a pregnancy was the
biggest single reason for an elective admission
to hospital for persons aged under 75 years in
2008/09 (790 cases), 2007/08 (775 cases) and
2006/07 (753 cases).

Plymouth has a statistically significantly higher
number of people staying in hospital for

conditions arising from alcohol related harm: in
2007/08 a total of 4,976 people stayed in
hospital for this reason giving the city a
statistically significantly higher prevalence
(1773.3 per 100,000 population) than the
average for England (1472.5) (APHO and
Department of Health, 2009).

The very young (0-4 years) and the very old
(75+ years) tend to be admitted to hospital as
emergency admissions in greater numbers than
any other age group. Relatively few babies and
toddlers (0-4 years) tend to attend hospital on an
elective basis.

Materially deprived neighbourhoods tend to
account for a higher number and rate of
emergency admissions to hospital and there is a
clear gradation from the ‘most deprived’ to the
‘least deprived’ group of neighbourhoods. The
relationship between material deprivation and
hospital admissions is much weaker with
regards to elective admissions.

Devonport usually has a much higher rate and
number hospital admissions than its population
would suggest whilst Honicknowle accounts for
the highest number of elective and emergency
admissions to hospital but this neighbourhood
has one of the largest populations in the city.

Furthermore materially deprived
neighbourhoods tend to have more new
outpatient referrals than more affluent
neighbourhoods. The relationship between
material deprivation and new outpatient referrals
is stronger amongst those aged under 65 years,
and to a lesser extent the under 75 years age
range. There is no relationship amongst
residents aged over 75 years.

Materially deprived neighbourhoods also
account for higher levels of non-attendance of
new outpatient referrals. The highest rates of
non-attendance were recorded for patients aged
15 to 19 years (13.9%), 20 to 24 years (12.7%)
and 25 to 34 years (around 10%) all from the
most deprived neighbourhoods. Thus, the older
you become the more likely you are to attend a
new outpatient appointment.

Lastly, the materially deprived neighbourhoods
tend to have higher rates of inpatient emergency
admissions to hospital; this is the case in all age
groups but also for inpatient elective admissions
apart here from patients aged over 75 years who
are drawn from across the city.

Although emergency admissions rates are
rising, the length of stay following such an
admission to hospital is falling: the indirectly age
and sex standardised rate of continuous
inpatient spells following an emergency



admission has fallen dramatically from its high
point in 2003/04. Plymouth also records an
indirect rate that is lower than that for the SW
region and England.

Strokes are a significant source of emergency
admission to hospital and analysis suggests that
there has been a significant improvement in the
survival from Stroke within 30 days of being
admitted into hospital as an emergency
admission. Plymouth recorded a 13.37%
increase in survival between 2005/06 and
2006/07, compared with the improvement with
the rest of England (+3.44%). From amongst
3,965 patients in 2006/07 there were 23 deaths
of recent patients.

A comparatively small percentage of Plymouth
patients (6.85%) are re-admitted to hospital
within 28 days of discharge following a Stroke; in
2006/07 there were 13 readmissions from of 191
discharges. A higher percentage of stroke
patients in Plymouth spent 90% of their time on
a Stroke Unit (58.6%) in 2007/08 than the
national average (47.3%). Furthermore, a much
higher percentage of stroke patients are given
brain scans on admission (62%) compared with
those nationally (41%), a higher percentage of
stroke admissions are given a physiotherapist
assessment, and as a consequence of this
investment, stroke deaths within 30 days of
treatment are slightly lower in Plymouth than
nationally.

Mental health of the city

People with severe mental health problems
generally die younger than other people and
generally have a poorer quality of life. Some
national studies have shown that on average
they can die 25 years earlier than other people.

Mental health problems are thought to be
common with one in six adults expected to have
a mental health problem at any one time, and for
half of these people the problem will last longer
than a year. Mental health problems are often
associated with elderly persons aged over 75
years, this group having a close association with
degenerative conditions such as dementia and
Alzheimer’s disease, but it can equally affect
younger age groups especially when associated
with non-prescribed drug misuse and alcohol
abuse.

It is estimated that targeted and specialist child
and adolescent mental health services should
reach approximately 5,750 young people. There
is growing evidence that some types of mental
health problems are predictive of negative
outcomes in later life and a strong correlation
between child and adolescent mental health
issues and mental health problems in adults.
Some groups of young people are particularly

vulnerable, children in care, young offenders,
young carers, children with special educational
needs — especially learning disability and young
carers.

Children and young people with mental health
disorders also have increased difficulties with
social functioning, scholastic ability and school
attendance compared with other children. A high
risk of school exclusion means that there is also
an increased risk of the child or young person
being excluded from school-based services that
are designed to meet their needs.

The perceived stigma of mental ill health and a
lack of understanding about mental well-being
mean that a significant minority of families (20-
25% for emotional and conduct disorders) do not
seek help.

National studies suggest that women are more
likely to experience mental health problems such
as depression and anxiety — around 20% of
women at any one time compared with about
12.5% of men. Men, have higher rates of suicide
and addictions. There is evidence that lesbian,
gay, bisexual and transgender people are at
higher risk of some mental health problems and
that services for such older people are lagging
behind those for their younger counterparts.

Overall, approximately 11,000 Plymouth
residents are estimated to be affected by some
form of mental health condition. Modelled
estimates suggest that 3,559 residents aged
65+ years are likely to be suffering from
depression, with 1,119 suffering from severe
depression in 2009. A total of 2,957 residents
aged 65+ years are estimated to be suffering
from Dementia in 2009 (Projecting Older People
Population Information System, (PoPPi) 2008).

The number of residents in receipt of mental
health services indicates that the prevalence of
related medical conditions is likely to be higher
than that nationally. The percentage of adults in
receipt of incapacity welfare benefits for mental
illness in 2007/08 is believed to be much higher
in Plymouth (40.7%) than the average for
England (27.7%), a total of 6,450 adults (APHO
and Department of Health, 2009).

Physical health affects our mental health, and
vice versa. People with a physical illness are
more likely to develop a mental health problem —
an estimated 70% of general hospital beds are
occupied by older people, of whom up to a half
are assessed as suffering from cognitive
problems and a third with depression.

In 2008/09, a total of 6,457 people used NHS
Plymouth's mental health services of which
5,734 (88.8%) were Plymouth residents. This
resulted in a total of 90,851 patient contacts in
2008/09 (Plymouth residents only) of which



42,917 (47.2%) were residents from the most
deprived areas of the city, 27,345 (30.1%) were
from the middle group of neighbourhoods and
20,589 (22.7%) were from the least deprived
areas of the city. Overall, the South West sub-
locality had the highest number of patient
contacts (28,215) and the Plympton sub-locality
had the lowest (7,909). Of the 5,734 residents, a
total of 3,215 (56.1%) were female.

There is a clear social gradient in the gender
balance between males and females. In the
South West sub-locality the percentage of males
and females was very close, whereas in the
Plympton and Plymstock sub-localities the
percentage of females is much higher than that
of males. With regard to the age of the patients,
those from the South West and South East sub-
localities tended to be from the younger age
groups, whereas the patients from Plympton and
Plymstock tended to be from the older ages.

The overall rate of A&E attendances for
deliberate self harm has remained relatively
constant over the three-year period 2006/07 to
2008/09. There is a clear social gradient from
the least deprived areas of the city (lowest rate
of A&E attendances) to the most deprived areas
of the city (highest rate of A&E attendances) in
each of the three years. However, the
deprivation-based inequalities have reduced
from 2006/07 to 2008/09. The overall rate of
A&E attendances for deliberate self poisoning
has remained relatively constant over the three-
year period 2006/07 to 2008/09. There is a
clear social gradient from the least deprived
areas of the city (lowest rate of A&E
attendances) to the most deprived areas of the
city (highest rate of A&E attendances) in each of
the three years.

From 1986 to 2007 there has been an average
of 25 suicide and undetermined injury deaths
per year. Although there have been annual
fluctuations, the rate in Plymouth has decreased
steadily over the last 22 years. There is a clear
social gradient from the least deprived areas of
the city (fewest suicide and undetermined injury
deaths) to the most deprived areas of the city
(most suicide and undermined injury deaths).

Information gathered by Plymouth’s health
visitors for approximately 12,000 cases of
families with children aged under 5 years
suggests that the percentage of families with
depressed/mentally ill parent(s) has reduced
from 2002 to 2008. There is however a
considerable variation by material deprivation

group.

The percentage of families experiencing social
isolation has also reduced from 2004 to 2008,

however there is a greater than three-fold
variation by deprivation group. The percentage
of families where one or both parent(s) misuse
drugs has reduced from 2002 to 2008 but again
there is almost a seven-fold variation by
deprivation group, from most to least.

Learning disability

Analysis undertaken for last year's JSNA
suggests that people with learning disabilities
have an increased risk of early death. They are
more likely to die before 50 and the life
expectancy is shortest for those with the
greatest support needs. Respiratory disease is
the leading cause of death and they are 3 times
more likely to die of respiratory illness then the
general population. They also experience more
heart disease, bowel cancer and stomach
disorders. 22% have epilepsy and dementia is
four times more common.

The Office of Population and Census estimate
the prevalence of learning disability in England
as 2% of the general population, equating to
nearly 5000 people of all ages in Plymouth
(Initiatives in Care, 2005). Prevalence of
moderate to severe learning disability (IQ below
50) is usually estimated at 3-5 people per 1000
population. Applying this to the 2008 GP
Population Register for the 18-64 age group
suggests that between 499 and 832 people have
a moderate or severe learning disability. There
are three factors likely to lead to this increased
prevalence; increased survival rates of young
people with severe and complex disabilities,
reduced mortality rates amongst adults with
learning disabilities and an increase of more
severe learning disabilities in some ethnic
groups.

Oral health

Dental decay remains one of the most common
diseases of childhood affecting both the primary
('milk’ or 'deciduous’) and permanent teeth. Its
consequences may last throughout life and
require ongoing restorative and rehabilitative
care. Tooth loss in children is almost entirely a
product of the decay process and tooth decay is
almost entirely preventable (Department of
Health, 1998).

The burden of dental decay is unequally spread
throughout the population of the city. Children
from more affluent backgrounds tend to have
little or no dental decay as opposed to children
from less affluent backgrounds who tend to
show high levels of dental decay (National
Alliance for Equity in Dental Health, 2001).

Overall there has been an improvement in oral
health of five-year old children in Plymouth from
2000 to 2009. Allowing for different participation



rates in the surveys for these years, the
research suggests that there was an
improvement in oral health across the city.
These results mirror national improvements in
the oral health of 5 year olds. But inequalities
persist between the least and most materially
deprived neighbourhoods within the city and it is
likely these inequalities will also be found in
older children and adults.

In 2009 children aged 5 years in Plymouth had
on average 0.9 teeth affected by decay (i.e.
decayed missing filled teeth (dmft) =0.9). The
value in 2000 was 1.6 teeth affected by decay
(dmft=1.6). This represents a 40.7% reduction in
dmft. However at neighbourhood level there
was considerable variation in dmft scores in the
city.

The range in dmft score was from 0.1 in
Elburton & Dunstone and Goosewell, to 2.8 in
Mutley & Greenbank. This represents a 28-fold
variation and is larger than that seen in 2000
when it ranged from 0.5 in Colebrook &
Newnham to 3.3 in Ernesettle. Despite this
variation, a larger number of neighbourhoods in
2009 (28) have a dmft score of less than 1 (dmft
<1) compared to 2000 (only 9).

In 2000, children living in the least deprived
areas of the city had an average of one tooth
affected by decay (dmft=1.0) whereas children
living in the most deprived areas had an average
of 2.1 teeth affected by decay. In 2009, these
figures are 0.5 and 1.4 respectively. The
greatest decrease in dmft between 2000 and
2009 occurred in the least deprived areas of the
city and the gap between these and the most
materially deprived widened.

In recognition of persistent and possible growing
oral health inequalities a number of projects
commenced in the late 1990s including the
establishment of a six-surgery dental access
centre nearby to the city centre, introduction of
vocational training for newly qualified dentists,
baseline epidemiology (including the original
2000 survey) and a number of health promotion
initiatives. In addition, the government
introduced a Dentistry Contract in 2006
designed to move dentistry away from a ‘drill
and fill' culture.

But to offset perceived shortcomings of the
implementation of the 2006 NHS Dentistry
Contract, especially with regard to access to
NHS dentistry, the government made expanding
NHS dentistry a priority in 2007/08. The
government has invested an extra £200 million
to help strengthen existing services and open
more practices. As a result, the dental access
programme is believed to have delivered
improvements in access to primary dental care
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through local commissioning. This was reflected
in a 14% programme budget rise for dentistry in
the city from 2006/07 to 2007/08, and partly as a
result, the shortfall in the number of dentists in
England (including Plymouth) is believed to have
recovered. Correspondingly, since 2006 the
Plymouth Teaching Primary Care Trust has
assigned over 30,000 residents to an NHS
dentist.

This investment was reflected in a higher
number of children being seen by a dentist than
the average nationally: by 2009 a relatively high
number of children in Plymouth (77%) were
recorded as having seen a dentist compared
with the national average (73%). Furthermore,
Plymouth is exceeding its planned target
(137,956) concerning the enhancement of NHS
dentistry with 139,157 persons accessing
primary dentistry services within a 24 months
period.

Challenges remain with regards to adult access
to dentistry with a lower proportion of Plymouth
residents (48.2%) seen by a dentist in 2008/09
compared with the national average of 53%. In
September 2009 around 4,500 people still
awaited assignment to an NHS dentist with 700
people applying to join the waiting list in that
month. Long-standing problems over access to
NHS dentists in England have been linked to a
rise in patients admitted to hospital with dental
abscesses.

Researchers from Bristol University in 2008
discovered that the number of hospital
admissions for abscesses nearly doubled in
eight years in England to just under 1,500 a
year. There is no local evidence with which to
gauge local experiences but it is likely that
pressure upon the Plymouth hospitals will
decrease should access to NHS dentistry
continue to improve. In June 2009, health
ministers agreed to a further overhaul of the
NHS dentistry system and in autumn 2009 a
new scheme is expected be piloted that will put
more emphasis on the need for quality
treatments.

Sexual health

A review of the impact of drugs and alcohol
upon the sexual behaviour of young people in
2007 revealed a strong correlation between
sexually transmitted infection (STI), substance
misuse (including alcohol abuse) and
unprotected sexual behaviour.

Plymouth has an increasing number of teenage
conceptions from 2006 to 2008 together with an
increase in the number of conceptions leading to
abortion: abortion levels amongst women aged
less than 18 years are higher in Plymouth than



in England and Wales or the South West
Region. Otherwise, rates are lower in the city for
women aged 15 to 44 years suggesting that
maturity lowers the desire to abort the
pregnancy.

The number of conceptions is highest in
materially deprived neighbourhoods with a clear
gradient between from the most deprived to the
least deprived neighbourhoods. Similarly,
abortion rates are highest in those materially
deprived neighbourhoods again with a clear
gradation from most to least deprived
neighbourhoods.

Chlamydia likely remains the most common form
of STI for people aged less than 25 years. The
highest rates in Chlamydia are in women aged
16-19 and men aged 20-24, those reporting
behavioural risk factors and certain ethnic
groups. 1 in 14 persons under 25 who are tested
carry Chlamydia (national figures 2009). In
Plymouth the data suggest that it is 1 in 9, with a
positive return rate of 10.7% (Quarter 1 2009
data).

To help achieve the government’s ambition to
reduce the rate of Chlamydia infections there is
an expectation that 25% of 15-24s will be
screened in 2009/10 (approximately 11,000
screens in Plymouth) and this will rise to 35% in
2010/11 (15,050 screens in Plymouth).

In 2007/08 Plymouth had a higher rate of
positive returns to screening for Chlamydia
(9.2%) to that found nationally (7.3%) and has
achieved a screening level (15.5%) of residents
aged 15 to 24 years that is comparable to that
achieved nationally (15.9%).

Providers of healthcare and social

care

The local health community in Plymouth is
served by a single acute provider (NHS
Plymouth Hospitals Trust (PHT)) and NHS
Plymouth community provider services. PHT is
also a provider of tertiary services for the
peninsula, and a leader in teaching and
research. This has allowed the city to build up
strong relationships between providers and
commissioners of health and well-being services
through alignment of strategic objectives and
collaboration which should also lead to improved
quality of care.

PHT is currently registering for Foundation Trust
status and runs the city’s Accidents and
Emergencies service (A & E). National returns to
the government suggest that the A&E service is
comparable to the national service (see also
section 5).
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The outpatient ‘Did Not Attend’ rate is lower in
Plymouth (7.81%) than that achieved nationally
(9.43%) in 2007/08 whilst the follow-up ratio for
1* outpatient appointments is also lower in
Plymouth (1.97%) than that found nationally
(2.35%).Plymouth Hospitals Trust is placing
more emphasis on booking appointments,
diagnostic tests and treatments, times and dates
that are more convenient to the patient and
supplying better information and choice for
referrals via the GP service.

The Peninsula Treatment Centre was amongst
the first cohort of Independent Sector Treatment
Centres, commissioned to support the capacity
required for elective orthopaedic services.

The Nuffield is Plymouth’s private sector hospital
and takes part in the Extended Choice Network
— a national initiative giving access to NHS
funded procedures in a range of specialties.

NHS Plymouth Provider arm provides the
following services:
* Health Services for Children and Families
« Community and Rehabilitation
» Mental Health and Learning Disabilities

The NHS Plymouth Provider arm is being
developed into an arms length body, with the
business acumen to tender for larger contracts.
Significant progress has been made to
strengthen the commissioning arrangements
between NHS Plymouth’s commissioning
function and its provider services unit.

Ambulance Services are provided by the SW
Ambulance Trust and national returns suggest
that Plymouth has an ambulance service that is
slightly better than that nationally. For instance,
Category ‘A’ calls meeting the 8 minute standard
were reported as being better than the national
service in 2008/09.

Primary care access

There are 44 GP practices and one GP-led
health centre contracted to NHS Plymouth that
are on the whole more ‘youthful’ (in that the city
has half the proportion of GPs over the age of
65 years than is found nationally), contain a
higher proportion of GPs with a special interest
and with fewer ‘single handed’ practices than the
national average. Plymouth also has more-or-
less the proportion of non-GP clinical staff per
1,000 weighted population as found nationally.
This again likely reflects the relative size of its
urban population and its status as a ‘regional
centre’ serving the counties of Cornwall and
Devon.

Furthermore, a higher proportion of the city's
residents (87.1%) who were able to see a doctor



on the same day or within two days than the
average nationally (84%) in 2007/08. In addition
a higher proportion (79.5%) were able to get an
appointment with a doctor 2 full days in advance
than that achieved nationally (78%) whilst a
higher proportion were satisfied with the hours
that the GP surgery or health centre was open
(94.7%), again better than that achieved
nationally (90%). Lastly, A higher proportion of
patients were also satisfied with the care
received at their GP surgery in Plymouth (94%)
than was achieved nationally (92%).

Community pharmacy services

50 community pharmacies provide patients with
access to pharmacy and medicines
management services, both locally and
nationally commissioned. NHS Plymouth is
working to build on the strength of community
pharmacy in line with the recommendations of
the Pharmacy White Paper and ‘World Class
Commissioning — Improving Pharmaceutical
Services’ guidance. Recently a NHS Plymouth
pharmacy visioning day was held which was
attended by key stakeholders from the
pharmacy profession. From this a list of key
actions were identified, including the
development of a pharmaceutical needs
assessment which links to the JSNA and
assesses our current performance, identifies a
clear vision for the future and ensures we
commissions those services that meet the needs
of our local communities.

Well-being and social services

In the 2008 Plymouth 'Place’ Survey, residents
were asked to provide a self-reported measure
of their general health. The majority of Plymouth
residents (71%) describe their health as good or
very good. Younger residents are more likely to
report their health as being good or very good;
86% of 18-34s describe their health in this way
compared to just 51% of those over 65 years.
Those without a disability are also more likely to
describe their health as good (90% versus 37%
who do).

Social tenants are significantly less likely to
report that their health is good; just 50% do
compared to 71% of residents overall (28% of
social tenants describe their health as fair and
17% as bad). Plymouth residents are slightly
less likely to describe their health as good when
compared to both the Metropolitan /Unitary

authorities and national averages.

Plymouth is significantly worse than the national
average with regards to the number of residents
aged 65 years or more who are ‘not in good
health’: 22.6% (8,506) of older residents in the
city described themselves in such terms
compared with 21.5% for England as a whole in
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2007/08 (APHO and Department of Health,
2009).

Social Services are active within the city to help
ensure the health and well-being of its citizens:
there are 33 teams in adult social care with the
Contact Centre receiving the majority. NHS
hospitals teams also receive a significant
number of referrals from the hospital wards. A
total of 9,653 adult referrals were made to
Plymouth City Council Social Services in
2008/09. Of these referrals, 4,679 resulted in a
formal assessment, and 4,367 were dealt with at
the point of contact without the person receiving
a social care assessment. Referrals are made
by individuals or agencies and arise from
concerns about the welfare of people who are
either not currently receiving social care
services, or for whom there has been change of
circumstances.

The number of referrals resolved at the point of
contact rose from 3,751 in 2007/08 to 4,367 in
2008/09 but otherwise the trends are reported
as being mainly stable across the two periods.
The increase in referrals from an unknown
source is likely to have increased in line with the
number of referrals resolved at the point of
contact (i.e. by the contact centre). At present
there is no mechanism for recording the source
of enquiries resolved at the first contact.

Where the age of the subject is known to social
services (by referrals that result in an
assessment) about three-quarters of referrals
concern older residents aged 65+ years.

Table 1 -Social services referrals, age group of
subjects, Plymouth 2008/09

Age Number of | Percentage of all
band referrals referrals
18-64 1273 24.1%
65-74 910 17.2%

75+ 3103 58.7%

Source: Plymouth City Council, Social Services 2009.

The geographic pattern of social services
referrals was uneven across the city:
neighbourhoods with significantly more referrals
than average were Honicknowle and
Stonehouse. Areas with less referrals than
average are Glenholt and Tamerton. In general,
more referrals were received concerning
residents of the most materially deprived
neighbourhoods than those from more affluent
areas of the city.

The ‘Be Smart, Be Safe’ initiative resulted in
50% rise in referrals to Community Memory
Service in 2008-09, with 982 users supported
through mental health teams and 400 through
generic social care services. Increased
awareness of Dementia amongst the general




public is thought to have led to an increase in
referrals to mental health services.

Investment in new assessment centres are
reported to have led to faster access to services
and satisfaction levels, with 85% of users
expressing their satisfaction in 2008/09. The
recruitment of 3 new referral co-ordinator posts
dedicated to responding to all new referrals has
freed up visiting officer capacity for completing
assessments and improving the response times
to requests for minor adaptations and
equipment.

The emphasis of modern social care for elderly
clients is upon independence and self-
determination marked by a shift of care and
support away from intervention at crisis point to
a more pro-active and preventative model
centred on improved well-being. The intention is
to generate greater choice and control for
individuals in the residential home with a
corresponding reduction in numbers housed in
institutionalised care establishments. Thus
preventative services that help build social
networks, provide low level support in homes to
prevent isolation and onset of physical & mental
deterioration are considered to be the way
forward.

The upshot could be an increase in the number
of older people living alone: the Protecting Older
People and Population Information Service
(PoPPi) estimate that 10,026 Plymouth residents
aged over 75 years lived alone in 2009 with
projections to 2015 suggesting an increase in
this number. Furthermore, they estimate that
5,237 Plymouth residents aged 75 years and
over live alone and have a limiting long term
illness in 2009, with similar projections for this to
increase by 2015 (PoPPi, 2009).

In Plymouth, the Supporting People programme
is managed within Adult Social Care and mainly
acts in a commissioning role to provide services
to help people to live independently. Some
Supporting People service users may also be
Adult Social Care service users and some will
be unknown to Adult Social Care. Supporting
People is currently supporting about 4,750
people across the city. On average during
2008/09, 83% of programme clients had achieving
independent living, with a target of 75% of clients
in 2009/10.

Plymouth consistently records a higher level of
independent living amongst its programme clients
than is achieved in many other areas of the
country. Early benchmarking with 70 other
authorities gives an average for quarter 4 2008/09
at 74.5% with the median value at 75.0%.
Referrals to Children’s Social Care have
increased year on year for the last three years.
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There were 3,221 referrals in 2008/09, which
represents a 31% increase from the previous
year. At 31% March there were 189 children with
a child protection plan and 389 children in care.
Local and national safeguarding issues have
had a significant impact which affected all local
authorities.

Resources

The cost of safeguarding the health and well-
being of the city’s population, its visitors and
residents of adjacent local authority areas is
estimated to have been around £486 million in
2007/08. There is a close relationship between
health and social care expenditure, and spend
by Plymouth City Council should be looked at in
the context of related NHS Plymouth healthcare
expenditure.

Figure 12 highlights the levels of spending
across health and social care in Plymouth. A
large percentage is spent on services that are
commissioned by NHS Plymouth and provided
by external providers the largest being Plymouth
Hospitals Trust which has a total spend of a
£163million. More than the expenditure of
primary care services and the services provided
by NHS Plymouth that consists mainly of
community and rehabilitation, learning
disabilities, children’s and families and mental
health.

Figure 12 - Estimated health and social care
expenditure, Plymouth 2007/08

Health & Social Care Spend in Plymouth

Childrens Social Care

Surplus Plymouth Hospitals
£31m

GP Prescriptions. £am £163m

£30m

Adult Social Services
£62m
Other NHS Providers

£17m

(not including Plymouth
Hospitals)

(including GP, Dentistry,

Pharmacy, Ophthalmics
Oth
Directly Provided Services
£72m
(including Mental Health,

Leaming Disabilties, Children
& Families, Adults & Older £11m

Independent Sector
Providers

People) (ISTC, Nufeld etc)

Source: NHS Plymouth, PHDU, 2009

Figure 13 shows that social care expenditure
accounts for 19% of the level of overall
investment into health & social care with 46% of
the total expenditure on externally
commissioned services that includes Plymouth
Hospital Trust and independent sector providers
such as, the ISTC, Nuffield and other providers.



Figure 13 - Estimated expenditure
disaggregated by nature of activity, Plymouth
2007/08

Surplus

1%
Social Care
19% Externally
c/ B

Primary Care
Senices
11%

GP Prescriptions
8%

Commissioned

Provided Internally
15%

Source: NHS Plymouth, PHDU, 2009

Examination of health spending in Plymouth
during 2007-08 in comparison to the regional
average suggests that proportionately greater
expenditure occurs in the following activities:
mental health and learning disabilities,
musulco skeletal problem
other health categories not listed in
programme budgetary information.

Conversely, the spend in cancer, tumours, and
for genitory urinary treatment is lower than other
Primary care Trusts in their regional centre.

Spending on services for older people aged 65
and over reflects the Plymouth City Council's
level of provision of two key services; residential
and domiciliary care. Typically most of these
services are commissioned from the
independent sector. In 2008 there was an
expectation that the level of funding per head for
older people over the age of 65+ would rise to
the same levels of the lower quartile within their
comparator group.

Likewise, expenditure on adults with a learning
disability varies according to the model of
service adopted by the council; that is the way in
which it uses its resources to provide day
services, community support and long term
residential care. In Plymouth the level of spend
is within the top five local authorities for its
cluster group.

The council's expenditure on environmental and
public health services covers a very wide range
of services including food safety, public
conveniences and pollution reduction.
Expenditure may also be affected by the
characteristics of an area, expenditure on food
safety activities may be higher in areas with a
large number of city centres and shops and
restaurants.

NHS Plymouth has demonstrated strong
performance in the Use of Resources
assessments by external audit. This includes
assessment on performance against a number
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of criteria including Financial Controls,
Reporting, Value for Money, Standing and
Financial Management. The PCT improved its
overall score in 2007/08 to 3 from a score of 2 in
2006/07.

Workforce matters in health and local

government in Plymouth

The Health Economy and Local Government
sectors in Plymouth need to assess their
respective workforce and relevant labour
markets as well as their organisational
performance in managing the workforce and
planning for the future.

Senior management teams in Health and Local
Government in Plymouth will need to review
their workforce metrics to judge how effectively
they are achieving their strategic workforce aims
for service delivery aimed at meeting the
identified health needs of the JSNA.

The NHS and Local Government in Plymouth
will need to scenario plan and prioritise
workforce developments linked to the key
strategic priorities identified in this JSNA. Both
sectors will need to model future workforce
needs based on forecast (not current) demand
to take in to account growing number of older
people in Plymouth, an ageing workforce, higher
expectations about personalised care and a
greater emphasis on health promotion and
disease prevention services.

For the NHS, in Plymouth, is it estimated that 60
— 70% of the current health spend is on the
workforce (Skills for Health 2009). For Local
Government it is estimated that 50% of services
spend is attributed to the workforce (Department
for Communities and Local Government, Local
Government Finance Statistics England No 17,
2007). ltis likely therefore that a significant
proportion of public sector savings will be
focused on changes to the workforce profile, i.e.
by doing things differently. The projected public
sector cost efficiencies for 2010/2011 will not
only have a direct impact upon the health and
local government sector as major employers in
Plymouth, but also in terms of their capacity and
capability for service delivery to meet the
identified health needs of the JSNA.



Section 4 - Determinants of
health and well-being

This section considers the causes and factors
that have contributed to the current situation of
health and well-being in the City of Plymouth.
The section describes the demographic, social-
behavioural and economic fabric that
distinguishes the city and its position in the
national picture. It draws upon a wide range of
official health and socio-economic data
supplemented with informed insights and
anecdotal information to identify the main
causes and factors that have shaped the
situation described in the previous section.

Plymouth’s coastal location, its topography and
compact nature facilitates physical exercise
above that ordinarily found in the national
population and ensures a clean air environment
for most of its inhabitants. The city does not
have a preponderance of heavy industries
whose processes endanger public health whilst
its residents are in general not significantly
different in their dietary or social habits from the
national population. However it follows that
many of the national traits that damage the
health of people are represented within the city.

Population and demography

The usually resident population of the city was
estimated by the Office of National Statistics
(ONS) to have reached 252,800 people by 2008.
Other sources suggest that the population of the
city is higher: the GP population register
compiled by the NHS recorded a figure of
260,865 for 2008. Moreover, the population
changes during the course of the year with the
arrival of up to 16,000 students undertaking
studies with the University of Plymouth and
Further Education colleges, supplemented by
summer visitors to the city. Thus the city is
thought to have a ‘summer-high’ population in
the region of 270,000 (estimates calculated for
Devon & Cornwall Constabulary, 2007).

The estimated usually resident population of the
city has grown from 241,000 in 2001 to 252,800
in 2008 an increase of 5%. The city authorities
aspire to increase the population of the city to
around 300,000 by the year 2020 (Plymouth City
Council Mackay Vision, 2007). The Office for
National Statistics (ONS) project that the
population is likely to grow by 7.2% over the
next ten years to 272,400 by 2018. This is
slightly higher than growth rates experienced
over the last decade.

The demographic structure of the city population
has general slightly more females (51%) than
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males (Figure 14) which closely reflects the
national pattern.

Figure 14 - Resident population by gender,
Plymouth 2001 to 2007

Source: ONS mid-year estimates

The demographic structure of the city follows the
archetypal ‘beehive’ pattern characterised by a
larger youthful population and a smaller elderly
population. Figure 15 shows the city's age
groups for males and female as bars, and the
equivalent for England as a black line.

Figure 15 - Population age group structure by
gender, Plymouth compared with England, 2007

= =N

/1 N
/1 ™
|4 y
I N
[ N\
I A}
¢ 2
At Vi

[~
AT

Source: South West Public Health Observatory based upon
ONS mid-2003 population estimates, 2008

Overall, the demographic structure of the city is
similar to that of England as a whole but the
population of the city is thought to be slowly
ageing with the GP register recording a 2 to 3%
drop in the under 19 age group and a slight
increase in the 65+ group and the 75+ groups to
2008. There is however a marked difference in
the 20 — 24 years age group compared with
England. This may in part be linked to expansion
of the University Campus from 2000 to 2008 and
the influx of economic migrants of this age
during the period 2005 to 2008, or to a surge in
births circa 1985 to 1989.

The city has experienced a ‘baby boom’ since
2001 but particularly during the three years to
2008: the under 1 age group has recorded a
year on year increase from 2,172 in 2001 to
3,100 in 2008 representing a 46% increase. On
average there were 75 births per neighbourhood
in the city. Analysis of the latest births for



2008/09 listed in the Public Health Births File
(PHBF) suggests that the pattern of births was
very uneven in the city with in general a clear
gradation in the number of births from the Most

Deprived to the Least Deprived neighbourhoods.

Table 2 - Births to Plymouth Mothers, 2008/09

Deprivation category Total
Most deprived group 44%
Middle group 32%
Least deprived group 24%

Source: ONS Public Health Births File, 2008/09

Six neighbourhoods accounted for a quarter of
births in 2008/09:

Mutley & Greenbank (5%)
Honicknowle (5%)
Whitleigh }
Chaddlewood } (each 4%)
Stoke }
Stonehouse }

The PHBF also suggests that the socio-
economic background of mothers varies with in
general the least affluent groups accounting for
the majority of the births. The following MOSAIC
categories accounted for 25% of all births to
Plymouth mothers in 2008/09:

B13: First generation owner occupiers,

many with large amounts of consumer debt

291 (7%)

F37: Young families living in upper floors of

social housing 219 (7%)

D24: Low income families living in cramped

Victorian terraced housing in inner city

locations 189 (6%)

D23: Owners of affordable terraces built to

house 19th century heavy industrial workers

177 (5%)

Recent trends in population growth show that
natural change (births over deaths) has
increased over the three years to 2008 reflecting
the increase in the under 1 age group and the
decrease in mortality. However, whilst inward
migration increased in the middle part of the
decade it has slowly declined over the last three
years.

Overseas migrants, especially from the EU
Accession Eight (A8) countries account for the
vast majority of inward migration into the city
although not as significant as other major
population centers in the country. The influx of
economic migrants witnessed between 2006
and 2008 is now thought to have reversed with
the onset of the economic recession such that it
no longer represents a significant demographic
issue.
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Ethnicity

There is relatively little ethnic diversity in
Plymouth. According to the 2001 census 98% of
the population is of White British origin which is
more than seven percentage points higher than
the national average. The last Census recorded
the ‘black minority ethnic’ (BME) population at
2.9% and this is believed to have grown to
around 6% by mid 2006 (ONS mid-year
estimate, 2008), particularly from the Accession
Eight countries.

The largest ethnic minority group in Plymouth is
the Chinese (just over 1,800 people), although
they each account for less than half of one
percent of the population. The city’s Asian and
Black communities are very small, with each
making up less than 0.2% of the total population.

Schools are required to report ethnicity of
children in the City. Based on the 2009 School
Census data, there are 36,621 children and
young people in schools. Of these, 32,194
(87.9%) are classified as White British, and
2,400 (6.6%) as other ethnic groups. Details for
a further 2,027 (5.5%) children and young
people are not available.

In 2007/08 a total of 2,270 national insurance
numbers were issued to foreign nationals in
Plymouth. This was a rise of just 10 compared to
2006/07. Plymouth has been a dispersal area for
asylum seekers since 2000 and has about 427
Asylum Seekers supported by the UK Borders
Agency in the city at any given time including
unaccompanied asylum seeking children.

Figure 16 - Ethnic composition of the population,
change in Plymouth 2001 to 2007

Plymouth Unitary Authority - Ethnic Composition of Population 2001 - 2007
(ONS Mid Year Population Estimates)
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Source: ONS Population projections, 2008

The changes depicted in the diagram above are
projected to continue to 2015 but the overall
impact on the city remains small.



Figure 17 - Ethnic composition of the population,
projected change in Plymouth 2009 to 2015

Plymouth Unitary Authority - Estimated Ethnic Compo
2009 - 2015
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A challenge for front-line services is the number
and variety of other languages spoken in the
city: 81 other languages have been recorded in
surveys conducted by Plymouth City Council,
which represented a proportion of 2.6% of
children and young people.

Sexuality

Estimates of Lesbian, Gay, Bisexual and
Transsexual (LGBT) people in Plymouth are
between 17,500 and 30,000. It is possible that
that as our population ages the need for
services from these sections of the community
will also grow especially for those who will have
requirements given their civil partnership status.

Faith groups

The 2001 Census of Population suggests that
Christianity is the most common religion in
Plymouth (73.56%), followed by ‘no Religion’
(18.27%), Muslim (0.37%) and ‘any other
religion (0.29%). The largest proportion of
children and young people gave their language
as English (93.6%).

Material deprivation and poverty

Material deprivation and poverty have been
features of city life in recent years and there is a
strong causal link with health inequalities and
economic inequities that is long established in
national research (e.g. Black Report, 1980).

The term ‘material deprivation’ used in this
report is the ‘Townsend (1980)’ definition which
measures such deprivation using a number of
variables drawn from the 2001 Census of
Population. It is widely used in health needs
analysis in Plymouth because it lends itself to
the geography of natural neighbourhoods. The
other measure of material deprivation used in
this report is the Indices of Multiple Deprivation
devised by the government in 2004 and 2007
which measures deprivation against 33
indicators. Unfortunately, this measure does not
lend itself to the neighbourhood geography.
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Of particular concern is child poverty which is a
significant issue for the city — approximately 24%
of all children in Plymouth are regarded as living
in poverty compared with 22.4% nationally, a
significantly worse performance. In a recent
survey of parents two thirds stated they received
no financial help for childcare or organised
activities. The same proportion were also
unaware that they may be able to claim tax
credits for after school activities. The cost of
childcare was also the most common barrier to
accessing provision. The latest figure for
Plymouth shows that in the period 2007-2008
just under 20% of eligible families took up their
entittement. This is higher than the England
average, which is just below 18%.

Local health visitor data on families with young
children suggests that dependence upon
benefits and unemployment is highly localised in
the City, especially in the South East, South
West and North West sub-localities. Families
dependent upon welfare benefits are especially
prevalent in Stonehouse (57%), North Prospect
(53%), Barne Barton (48%) and Devonport
(47%) which exhibit levels far higher that the
average for the city (21%).

Plymouth’s ranking in the Indices of Multiple
Deprivation remained at 76"in 2007, the same
as in 2004. Concentrations of deprivation have
worsened in Employment, the Living
Environment and in Education, Skills and
Training. There have been improvements in
Income, Health and Crime.

Before the onset of the current economic
recession (2008/09), the City overall was
becoming less deprived but pockets of deep
deprivation remained and worsened.

Neighbourhoods exhibiting deteriorating levels
of deprivation include Devonport, Stonehouse,
Barne Barton and North Prospect. There have
been general improvements in East End, Efford,
Plympton St Maurice and Woodford. In 2008/09
there were 35,900 adults of working age in
Plymouth who are economically inactive with a
five-fold variation by deprivation group from
most deprived to least deprived.

The trend for employment in Plymouth has
followed national pattern during the recession.
The number of the city’s residents claiming Job
Seekers allowance doubled from around 3,000
to 6,000 between 2008 and 2009 and there are
around 13,000 Incapacity Benefit claimants in
the city in 2009, equivalent to about 10% of the
workforce.

Employment figures for the city in 2009 are
lower than the national (Great Britain) average
by 1.4% and is 4.4% lower than the South West
average. Although this difference is significant, it



has been a continuous trend since 2000 rather
than being as a result of the recession.

The proportion of adults with learning difficulties
in paid employment was much lower in
Plymouth (4.6%) in 2008/09 than it was
nationally (7.6%) or the South West Region
(6.9%). There are a number of citywide
initiatives to support adults in mental health in
paid employment.

Poverty is a major cause of learning disabilities.
Epidemiological studies have consistently
reported that the prevalence of less severe
learning disabilities (and learning disabilities that
have no clear biological basis) is closely related
to level of social deprivation. There is also some
evidence to suggest that the prevalence of more
severe learning disabilities may be higher
among some minority ethnic communities.
Plymouth’s Local Economic Strategy (LES)
recognises that there is a need to address
barriers to employment. Barriers identified
included low levels of confidence and
motivation, ethnicity, care responsibilities and
the disengagement of young people.

Wealth creation and recession

For those in employment, earnings levels in the
city have steadily risen by both residence and
workplace over the past 10 years. Earnings by
residence are below both levels for Great Britain
and the South West. Full-time workers earn on
average £431.20 in Plymouth compared to
£479.30 in Great Britain. People who work in
Plymouth but who live outside the city
boundaries tend to be higher earners: the
income disparity with national levels closes
when such employees are considered with the
Plymouth average rising to £459.80.

New business registrations in Plymouth as a
proportion of the population is considerably
lower that the South West region and the
average for England. Plymouth has traditionally
relied on a small number of large employers, the
military and the dockyards for its employment
and this is thought to have stifled
entrepreneurialism in the city.

Nationally, ethnic minority populations such as
Africans, Indians and Pakistanis are among the
most entrepreneurial and are almost twice as
likely to start up an enterprise compared with a
white British native. Plymouth has a very small
BME population and this could contribute to the
lack of entrepreneurship in the city. Where new
businesses are created, Plymouth tends to
perform well in the number of small businesses
showing growth in relation to the South West
and England. The influence of the University and
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the Peninsular Medical Park may be significant
factors in this respect.

The proportion of young people in Plymouth who
were ‘neither in employment, education or
training’ (NEET) stood at 7.9% in 2008/09, a rise
of just over 1% on the level in 2007-08. Many of
these are thought to be young mothers= The
Connexions service continues to work jointly
with the public and private sector locally to
progress volunteering and apprenticeship
opportunities. This includes work on a recession
strategy and also on raising aspirations.
Programmes designed to assist this group have
adapted to a multi-agency approach intended to
effectively address the issue.

Industry and occupation

Plymouth is foremost a regional centre providing
a range of public and private services for the city
and surrounding hinterland. With the exception
of the Royal Navy dockyard at Devonport and
limited commercial freight handling facilities at
Cattedown, the city does not possess industries
with processes which are inherently dangerous
to the health of employees or which pose a
threat to public health. Despite substantial
employee reductions over the last ten years, the
dockyard remains a significant employer in the
city.

Overall, the employment pattern in Plymouth is
very different than in the South West or England.
There is an over-representation of sales and
customer service occupations and elementary
occupations and an under-representation of
managerial, professional and technical
occupations.

The mainstay industries of the city have been
adversely affected by the current recession
including Construction, Retail and Business
Finance and Banking. In the last 15 years or so,
these industries have provided entry level
employment for young people, replacing
apprenticeships in historic industries. The public
sector industries in health and local government
services have also been affected by the impact
of the recession on Exchequer finances and are
unlikely to counter either the job losses or the
constrained entry into the labour market.
Possible military cut-backs may continue to
reduce employment in the naval dockyards.

Education

The general level of educational attainment is an
important determinant factor in public health and
well-being with implications for informed
decision making concerning individuals’ health
and that of others affected by their decisions.

During the 2008-09 school year, the average
expenditure for pupils was £3,786 for Primary



schools, and £5,204 for Secondary pupils. This
was slightly higher than the average for other
unitary authorities.

The pupil teacher ratios presented below are
calculated by dividing the total Full Time
Equivalent (FTE) number of pupils on roll in
schools by the total FTE number of qualified
teachers regularly employed in schools. In
maintained nurseries, there are 16.7 pupils per
teacher in the city, which compares to 16.5
nationally. The figure for primary classes is 21.6,
which is again slightly higher than the national
figure of 21.4. The figure for secondary schools,
which does not include city colleges or
academies, is 16.6 compared to 15.9 nationally.
The figures for individual schools are not
currently available.

Despite these favourable ratios, GCSE
attainment levels for 5A*-C including English
and Maths was significantly lower in Plymouth
than the national average in 2008 when 46.6%
of eligible students achieved this level of
educational attainment compared with 48.3% of
their national counterparts. Educational
attainment compared with the national average
varies from year to year; in 2007 Plymouth it
was not significantly worse than the national
average, in 2006 it was not significantly better,
whilst in 2005 it was similar to the national
average. The returns to government suggest a
deteriorating situation that has not gone
unnoticed and is reflected in a substantial
schools renewal programme and recent higher
spend per pupil.

Research undertaken by Plymouth City Council
in 2008 suggest that pupils with low attainment
tend to come from the most deprived areas of
the City with respect to ‘foundation stage profile’
and key stage attainment.

However, 23% of young people from low income
backgrounds did progress to higher education.
Partnership work, especially with the University
through Aim Higher and the Student Associate
Scheme have impacted positively on this
measure.

In 2008, the city had more Primary schools in
the top national quartile (17) than it had in the
bottom quartile (10) for the ‘contextual value
added’ of the school. This value takes into
account external factors beyond the control of
the school (such as family circumstances) to
give a measure of the effectiveness of a school.
The implication is that more schools in general
provide effective primary level education.

Schools performing less well in 2008 would
likely have drawn a high proportion of their pupil
intake from materially deprived neighbourhoods.
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With regards to Secondary school progress
between key stages 2 to 4, pupils in 9 schools
made less progress than their counterparts
nationally but pupils in 7 schools made more
progress.

Substantial investments are being made in
primary and secondary school facilities. Phase 2
of the Children’s Centre’s programme was
completed by March 2009 with £5.2m being
invested whilst planning for Phase 3 is underway
with the investment programme to be complete
by March 2011, a total investment of £1.3m.
Significant progress has been made with the
Private Finance Initiative (PFI) programme and
the authority’s conventional building programme.
The Riverside Primary project was completed in
February 2008 (£5.2m) whilst in September
2008, and the PFI Woodview Learning
Community School project was completed at a
cost of £29m.

Such investment is also believed to be having a
significant impact in reducing the backlog
maintenance for Primary Schools.

The local authority has successfully submitted
an application under the Building Schools for the
Future (BSF) investment programme and will
receive about £78 million commencing in 2010
to revamp five schools.

Sports facilities and recreational
amenities

The city is generally well-provisioned with sports
and recreational facilities although several are in
need of upgrading (notably on school sites) or
replacement (the Mayflower Centre, Central
Park pools). Some indoor sports halls are not
able to accommodate a range of sports due to
inadequate sizing and ancillary facilities.
Plymouth also faces potential losses of key city
wide facilities including the recently demolished
the Civil Service Sports Ground (comprising
indoor sports hall, indoor bowls rink, outdoor
bowling greens and pitches).

Although an even distribution of indoor, outdoor
and specialist facilities throughout the city could
not be expected, certain areas of the city does
not have any kind of sport or fitness facility
impacting on people’s accessibility, particularly
for those whose mobility and ability to access
opportunities is restricted (e.g. by cost and time).
The ‘Tell Us 3 Survey’ asked children and young
people about things that would make their local
area better, and also what they thought of their
local parks and play areas. Forty-eight percent
of respondents thought their parks and play
areas were either fairly good, or very good. This
figure is above the national figure, but some
groups such as teenagers are poorly supported.



When asked what would make their area better,
47% said ‘cleaner and less litter’, 38% said
‘safer or less crime’, and 37% said ‘safer roads’.

Housing

Poor quality housing often leads to poor health,
and social and financial exclusion. A good,
decent home contributes to a healthy lifestyle,
provides access to a range of services, supports
long-term educational achievement, underpins
long-term policies to regenerate communities,
facilitates personal friendships, and contributes
to community safety.

The economic slowdown of 2008/09 led to a
scarcity of mortgages that has affected the
building industry nationally and in Plymouth.
Developers have been left with properties and
sites where sales on the open market have
stalled or stopped completely. Examination of
change by MOSAIC public sector group
suggests that the city population became more
dependent upon social housing provision
between 2006 and 2008 in addition to more
people being recorded amongst the older age
groups. However, by quarter 4 2008/09 just 84
households were living in temporary
accommodation representing a 15% reduction
on the number of households in temporary
accommodation at the end of 2007/08. The city
council and its partners intend to halve the use
of temporary accommodation by 2010,
representing a 28% reduction from the baseline
of 117 household at the end of Q4 in 2004.

It is considered that the housing stock condition
in the city has deteriorated significantly over the
last five years with the level of non-decency
increasing by almost 20%. Half of the housing
stock (57%) was classified as ‘non-decent’ in
April 2007 In developing the investment
programme, Plymouth Community Homes has
assumed that almost every property in the
housing stock will require work to tackle or
prevent non-decency before 2014. Plymouth
Community Homes intends to have a 100%
stock condition survey within 5 years.

Most dwellings fail the decency standard on the
basis of poor thermal comfort because of the
general condition of the housing stock (27.2% of
dwellings are built pre-1919 compared with
20.8% for England) and a high proportion of
houses are in multiple occupancy (5.7%
compared with 3% for England).

It is felt that fuel poverty is prevalent in
Plymouth, though this is hard to quantify as this
requires an understanding of a household’s
income, energy consumption and an energy
rating of the home. The Fuel Poverty Index
2003 suggested that there are 7,800 fuel-poor
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homes in the City. Compounded by substantial
rises in energy prices, the Fuel Poverty Advisory
Group (FPAG) believes there will be twice as
many vulnerable households in fuel poverty in
England in 2007 as there were in 2004 (Fuel
Poverty Action Group, Fifth Annual Report,
Department of Trade and Industry 2006).

Plymouth has a comparatively high incidence of
houses in multiple occupancy - where common
parts and amenities shared. These properties
are often poorly managed, which, in turn,
increases the risk of accidents and ill health. By
their nature these properties cater for the bottom
end of the market i.e. those most vulnerable,
often due to combinations of age, infirmity and
other health problems. There is often an
increased risk also of exposure to exploitation by
landlords. There are specific legislative
provisions for dealing with homes in multiple
occupancy.

The City’s Local Development Framework sets
the level of growth required at 1,000 dwellings
per annum. This target has been met over the
past 3 years and sufficient potential land has
been identified to meet the target in future years.
But these plans rely upon the private sector to
raise the necessary finance. The current
economic downturn has restricted development
finance and the availability of mortgages, and in
line with national trends a very sharp downturn
in new dwelling completions is likely over the
next few years. This is likely to impact large
scale housing developments such as Sherford
Valley which is not expected to exercise
significant demand for healthcare services
before 2012 and likely before 2014.

Built environment and spatial

planning

Plymouth is a relatively compact city with
relatively high levels of residential density that
facilitates relative ease of access for many to
services, recreation and entertainment.

Health issues influence urban planning in the UK
and this is most marked in the design of
residential areas where space, light and the
circulation of clean air have been key factors
influencing how we design our environment. The
city possesses substantial housing estates in the
northern neighbourhoods that bear the
hallmarks of this influence, for example in the
design of postwar residential areas such as
Southway and Chaddlewood.

Health is also reflected in the design of
Plymouth’s city centre for which the separation
of pedestrians from vehicular traffic was a key
objective; the achievement of this objective has
very likely contributed to the very low levels of



deaths on the roads recorded in Plymouth which
remains significantly below the national average.
A marked feature of the postwar revolution in
residential environmental design has been the
rise of the suburb and the reliance upon the
private motor vehicle to access services and
entertainments. The emergence of the eastern
neighbourhoods (such as Chaddlewood) reflect
the greater distances from the city centre that
mass ownership of the motor vehicle allows.

There is a continuing challenge to address the
nation’s greatest public health concerns
including obesity, cardiovascular disease,
diabetes, asthma, injury, depression, violence
and social inequalities through urban design.
The incorporation of NICE guidelines that
promote physical activity through mixed land-
use will be a feature of future urban design
including that for the Sherford Valley
development in the Plymstock area of the city,
together with restrictions on further out-of-town
shopping developments.

Town planning is also directly linked to health
through the provision of walking and cycling
routes which can be encouraged through
designated lanes, through speed restrictions or
through home zones where residential roads
become effectively car free. Plymouth has been
provisioned with cycle and walking routes such
as the Plym Valley Railway.

Urban nature and green space is also important.
It not only provides a setting for physical activity
but in itself it has a positive impact on our
psychological and physiological wellbeing.
Although Plymouth is well stocked with green
spaces, this is in large part due to the
topography of the city which renders residential
development in the valleys undesirable, and the
legacy of military use of land for the defence of
the city. These spaces are consequently
fragmented and with very limited provision in the
core of the city. The city lacks green networks
such as those created in purpose built new-
towns such as Redditch (West Midlands), urban
river walks and green roofs.

Healthy lifestyles

Lifestyle choices by people or on behalf of those
for whom they have responsibility can
profoundly affect the life-health chances of a
person over the course of a lifetime. Certain of
these health problems affect rapid
morbidity/mortality whilst others degrade the
health of the victim over a long period of time
with concomitant consequences for an
individual's well-being and quality of life.

Some risk factors are beyond the control of an
individual and can profoundly affect a person’s
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life-health chances. The health effects for the
individual can be direct and sudden (e.g. a
motor vehicle accident) or can be indirect and
incremental (e.g. fear of personal assault). The
more important of these factors suggested to be:
- Unintentional injury

Violence in the family

Social exclusion and fear — especially

amongst children and the disabled with

regard to physical assault and crime

There are risk factors over which an individual

can exercise a higher degree of control

including:
- Diet and personal weight management

Smoking of tobacco products

Alcohol abuse

Substance misuse

Sexual risk taking and protection

Breast Feeding

This report suggests that the following lifestyle
factors to be important owing to their potential to
impact upon health and social care services in
the city. Important considerations for the choice
of these factors are current prevalence and
incidence, the morbidity impact upon health and
well-being of individuals and the longer term
health interests of the vulnerable.

Smoking and tobacco control

Smoking is a threat to life and health with
casualties appearing with each generation.
Smoking tobacco products is closely associated
with lung cancer, cardiovascular disease and
respiratory disease and is estimated to account
for up to 27% of all deaths in the city, victims
often admitted to hospital on an emergency
basis. For these reasons it is currently a priority
health issue for the city.

Plymouth had a significantly higher prevalence
of adults who smoke (27.6%) than was the case
nationally (24.1%) in 2007/08, this situation
persisting since 2000-2002. Up to a quarter of
families with a child under the age of 5 years
have at least one adult who smokes tobacco.
Smoking has consistently been the highest
ranked health-factor amongst those measured in
the NHS Plymouth Health Visitors Survey from
2002 to 2008. Overall, 8 in 10 families who are
vulnerable due to adverse health factors contain
at least one adult who smokes tobacco.

Prevalence of smoking is uneven across the city
but in general residents in the most deprived
neighbourhoods are more inclined to smoke
than those in the middle deprived or least
deprived neighbourhoods. Highest prevalence is
in the North West sub-locality and the lowest in
the Plympton and Central & North East
localities.



Smoking prevalence is higher amongst adults
aged 45 to 54 years, and especially amongst
mothers aged 15 to 44 years, especially younger
mothers, and children in teenage years.
Smoking by mothers at the point of delivery is a
particular concern due to the adverse influence
upon the birth weight of infants and the influence
of the mother on the lifestyle choices of the
child. Smoking at the time of delivery was
significantly higher in Plymouth (20.9%) than it
was nationally (14.4%) in 2007/08.

Deaths per 100,000 people from smoking in
2007/08 were significantly higher in the city
(225.9) than nationally (210.2).This has
consistently been the case since 2000-2002.

There is however strong evidence that many city
residents are attempting to quit smoking or did
not take-up the habit. Smoking prevalence
amongst families with children aged less than 5
years declined in the city from 2002 to 2008.
Research by Ofsted shows that young people in
Plymouth are more likely to have smoked a
cigarette or had an alcoholic drink than the
national average. 28% have ever smoked a
cigarette. 56% have had an alcoholic drink.
25% of young people have been drunk at least
once in the last four weeks. 9% state they've
been drunk three or more times.

This tallies with local research by the Children’s
Fund. Early results from the 2007 study suggest
that 36% of young people agree that it is
acceptable to be drunk, 33% drink alcohol
regularly. 27% said they feel encouraged to
drink.

Ofsted found that 79% of young people state
they have never taken drugs. In line with the
national averages, 9% have taken cannabis in
the last four weeks, 4% have taken other drugs
such as ecstasy, cocaine, heroin or LSD.

32% of young people say they need more or
better advice on drugs, 27% said they needed
better advice on alcohol, 27% on smoking.

Smoking quitting programmes have gained
momentum since 2006 and are engaging people
in all neighbourhoods but especially those from
materially deprived backgrounds. In 2007/08 6%
of Smoking Quitters were drawn from
Honicknowle neighbourhood, with a third drawn
predominantly from the most deprived
neighbourhoods. The same pattern was
achieved in 2008/09 (Honicknowle 5%). 4,703
patients setting a quit date, and 2,091 were
supported to quite smoking in 2008/09.

Smoking quitting advice given to smokers aged
16+ years with selected conditions was deemed
to be slightly lower than that for the average for
England or the South West Region in 2007/08.
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Moreover, pregnant women who quit smoking
was much lower in Plymouth (95 per 1,000) than
that achieved nationally (138) in 2007/08.

Smoke-free legislation was enacted in England
and Wales (and therefore also in Plymouth) in
2007 and the Health Survey for England 2007
allowed an initial examination of the impact of
smokefree legislation. Although the results are
representative only at national level, there is no
reason to believe that they are not reflected in
Plymouth.

The survey suggests that nationally there were
no overall differences in the proportion of men
and women with a cotinine level indicative of
smoking, pre and post 1 July 2007. Neither was
there a significant change in the proportion of
people who smoked. However, the mean
cotinine level among current cigarette smokers
was significantly lower after 1 July, indicating a
reduction in cigarette consumption after the
legislation was introduced. After the
implementation of the ban, the mean cotinine
levels of female non-smokers also showed a
reduction, implying that female non-smokers
were exposed to less second hand smoke.

Research by Ofsted shows that young people in
Plymouth are more likely to have smoked a
cigarette or had an alcoholic drink than the
national average. 28% have ever smoked a
cigarette. 56% have had an alcoholic drink.
25% of young people have been drunk at least
once in the last four weeks. 9% state they've
been drunk three or more times.

This tallies with local research by the Children’s
Fund. Early results from the 2007 study suggest
that 36% of young people agree that it is
acceptable to be drunk, 33% drink alcohol
regularly. 27% said they feel encouraged to
drink.

Ofsted found that 79% of young people state
they have never taken drugs. In line with the
national averages, 9% have taken cannabis in
the last four weeks, 4% have taken other drugs
such as ecstasy, cocaine, heroin or LSD.

32% of young people say they need more or
better advice on drugs, 27% said they needed
better advice on alcohol, 27% on smoking.

Among children (aged 8 to 15), no differences
were found in self-reported smoking behaviour
or cotinine levels before and after the
introduction of the smokefree legislation.
Similarly, no significant differences were found
in the exposure to smoke of children before and
after 1 July. However, the proportion of children
aged 0-12 who were exposed to smoke for two
or more hours by a carer was lower than in 2006
(seven per cent of boys and ten per cent of girls



in 2007, compared with 18 per cent for both
boys and girls in 2006).

Alcohol abuse

Alcohol abuse is closely associated with
physiological damage to the body (such as liver
and kidney failure) and mental health problems.
It usually creates long term morbidity rather than
swift mortality and hospital stays for alcohol
related harm are significantly higher in Plymouth
(1773.3 per 100,000) than was the case
nationally in 2007/08 — a total of 4,796 patients.
Plymouth has consistently been higher than the
national average since 2002/03.

Morbidity and mortality related to alcohol abuse
generally affects males more than females:
years of life lost attributable to alcohol amongst
the latter was lower in Plymouth (3.92 per
100,000) than recorded nationally (4.54) in
2007/08. Similarly, female mortality was lower in
Plymouth (4.96) than experienced nationally
(5.75). The situation reverses for males with the
mortality rate in Plymouth (12.87) being higher
than that found nationally (12.38) in 2007/08.

Levels of alcohol misuse within the city adult
population are generally low as suggested by
the level observed amongst families with
children aged 5 years or under (1.7% or 207
families).

The NHS Plymouth Health Visitors Survey of
families with children aged less than 5 years
suggests that in general alcohol abuse amongst
parents had fallen between 2002 and 2008. In
the 2008 survey of Health Visitor caseloads the
percentage of 'parent(s) misuse alcohol' was
1.7%. This represents a reduction of 0.5 of a
percentage point from the percentage in 2002
(2.2%).

There was a slight increase in the number of
people undergoing treatment for alcohol abuse
in the city 2006/07 to 2007/08. Although the
percentage of 'parent(s) misuse alcohol' has
reduced from 2002 to 2008, there is a three-fold
variation in the percentage of by material
deprivation group from most deprived to least
deprived neighbourhoods which remained
almost unchanged over the period. However,
since 2002 the percentage of ‘parent(s) misuse
alcohol' in the ‘most deprived’ group of
neighbourhoods has markedly reduced.

The highest rate of alcohol abuse in families was
recorded in Whitleigh (7.0%) and North Prospect
(5.3%) and Ernesettle (4.2%) each with levels
significantly higher than the average for the city
(1.7%). The lowest levels are found in the least
deprived neighbourhoods.

The Health Survey for England 2008 reported
that less than a third of adults knew the
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maximum amount of alcohol they should be
drinking each day, and only 14% of men knew
that four units was the recommended daily
maximum for a man, and 6% of women knew
that three units was the recommended daily
maximum for a woman. Overall, 42% of men
and 31% of women had drunk more than the
recommended maximum on at least one day in
the last week. There is no reason to believe that
this national pattern is not reflected in Plymouth.

There are active anti-drinking programmes in the
city that address the continuing strong link
between alcohol and evening / weekend ‘binge
drinking’, the increasing strength of alcoholic
drinks (especially the consumption of spirits in
evening entertainment venues), and the mixing
of beers, wines and spirits particularly amongst
young female adults. Modelled estimates of the
number of adults who binge drink in 2003-2005
were however lower for Plymouth (16.9 per
100,000) than nationally (18) and much lower
than the worst PCT area (28.9) in England.

Sexual health

Sexually transmitted diseases can have
immediate and high impact in their affects upon
the individual or longer term with incremental
impact upon health of the individual.

Chlamydia likely remains the most common form
of sexually transmitted disease for people aged
under 25 years and is one of the most expensive
diseases for the NHS in terms of the cost of
treatment. The annual cost of Chlamydia and its
consequences in the UK is estimated to be more
than £100 million (NCSP for England, 2006).

The highest rates in Chlamydia are in women
aged 16 to19 years, men aged 20 to 24 years,
those reporting behavioural risk factors and
certain BME groups. 1 in 14 under 25s who are
tested carries Chlamydia (national figures 2009).
In Plymouth the data suggest thatitis 1in 9,
with a positivity rate of 10.7% (Quarter 1 2009
data). There is an expectation that 25% of 15-
24s will be screened for Chlamydia in 2009/10
(approximately 11,000 screens in Plymouth) and
this will rise to 35% in 2010/11 (15,050 screens
in Plymouth).

There has been an increasing number of
teenage conceptions in the city from 2006 to
2007 and into 2008/09 with a marked increase
to 50.9 per 1,000 in the third quarter of that year
and this linked to the rise in abortions and births
noted in section 4. The under 18 conception
crude rate was higher in Plymouth (49.6 per
1,000 women) than that recorded nationally
(41.2) in 2005 to 2007, a total of 228
conceptions notified to the NHS. The number of
conceptions highest in neighbourhoods



classified as most deprived with a clear gradient
between the most deprived to the least deprived
neighbourhoods.

There has been an increase in the number of
conceptions leading to abortion: abortion levels
amongst women aged <18 years are higher in
Plymouth than in England and Wales or the
South West Region. Otherwise, rates are lower
in the city for women aged 15 — 44 years
suggesting that maturity reduces the desire to
abort the pregnancy. Abortion rates are highest
in those neighbourhoods classified as most
deprived with a clear gradation in the rate level
from most to least deprived neighbourhoods.

Safe-sex programmes are active in the city and
target sexual activity alongside alcohol or illicit
drugs use and links with sexually transmitted
diseases and unwanted conceptions. There is
however the possibility that the welfare benefits
regime may encourage conceptions which may
also be linked with a desire to seek higher social
standing within materially deprived communities
and households, especially amongst older
teenagers.

Breast feeding

Breastfed babies have lower chances of
gastrointestinal infection, respiratory iliness,
urinary tract infections, atopic disease (if family
history is positive), ear infections, diabetes and
obesity. Breastfeeding mothers have a reduced
risk of certain types of breast cancer and ovarian
cancer and an increased likelihood of returning
to pre-pregnancy weight threat to long term
health prospects of infants and related to their
excessive weight gain. Despite these reported
advantages many mothers choose not to breast-
feed their infants.

Breastfeeding is assessed at three stages; at
the delivery stage, at the point of discharge
following the birth of the baby, and between 6 to
8 weeks following discharge. Overall in 2008,
67.6% of Plymouth mothers intended to
breastfeed their baby at the delivery stage and
this was a slight increase on the level recorded
for 2007/08 (66%) against a background of a
static performance over the previous four years.

Upon discharge just over half (54.2%) of
Plymouth mothers still intended to breastfeed
their baby in 2008, and only 26.9% of babies
were being exclusively breastfed at the 6-8 week
check by the fourth quarter of 2008/09, this level
rising to 33% with the inclusion of babies being
partly breastfed.

This was an increase from the level for exclusive
breastfeeding achieved in 2007/08 (24%). The
prevalence rates at 6-8 weeks are usually low

across England with around 50% of mothers
breastfeeding at this point but Plymouth is
usually below the level of England (by on
average 12%) and by the fourth quarter of
2008/09 Plymouth had the lowest prevalence of
breastfeeding at the 6 — 8 week checkpoint
(26.9%) in the South West Health Authority
area, the highest being Bath and North East
Somerset at 49.5%.

A high proportion of Plymouth mothers (about a
third) never intend to exclusively or partly
breastfeed their baby at the delivery stage, and
this proportion increases following the birth
event. By the time of the 6 — 8 week check by a
G.P, just under three quarters of babies are not
exclusively breastfed, and about a third are
nourished with a combination of breastmilk and
bottled supplement formula milk. Two thirds are
nourished exclusively from formula
supplements.

Rates of breastfeeding at the three stages vary
considerably across Plymouth with in general
lower rates seen in the most materially deprived
neighbourhoods. For the least deprived
neighbourhoods of the city in 2008 these rates
are 73.8%, 59.5% and 39.3% respectively whilst
for the most deprived the rates are 61.9%,
48.4% and 28.2% respectively. In short there is
more than a ten percentage point difference at
each breastfeeding recording stage between the
most and least deprived areas of the city.

The following reasons have been postulated to
help explain a mother’s decision to not
breastfeed their infants:
- Physical inability to express milk
Social attitudes toward breast feeding
amongst family members
Pressure by health visitors upon parents to
raise the weight of a baby
Parenting / breastfeeding skills amongst
younger and new mothers
Knowledge and education of effects of
breastfeeding on the mother’s physiology
and bonding with the baby
Cost of formula supplements and availability
via the NHS

The recent substantial increase in births will
likely generate additional pressures upon
achieving the government’s aspiration to
increase breastfeeding rates, especially give the
social background of the mothers. At issue here
will be our knowledge of how many women
intend to breastfeed compared with those who
do not intend to breastfeed: the LAA target
seeks an 85% coverage to meet the agreed
target.



Substance misuse

The number of problem drug users is small
(about 0.7% of the population) when considered
in the context of the city population (252,800 in
2008) but presents a major problem in terms of
multiple health problems and associated
problems of crime and anti-social behaviour
(e.g. most criminal Priority and other Problem
Offenders are illicit drug users).

Levels of problem substance misuse are broadly
in line with what would be expected given the
population size and demographic structure of
Plymouth; in 2009 this equated to 2,033 problem
drug users and 1,190 intravenous drug users.
These form a ‘core concern group’. The
incidence of drug use is similar to cluster city
comparators but Plymouth has more people in
treatment due in large part to external referrals.

Plymouth currently has had a stable prevalence
and incidence over the last 5 years but problem
use is highly concentrated amongst younger age
group and within certain socio-economic groups.
Substance misuse was significantly higher in
Plymouth in 2006/07 with a crude rate of 10.8
per 1,000 population than nationally (9.8). The
city has been consistently higher than the
national average since 2004/05.

There was a slight increase since 2006/07 in
single men undergoing treatment for illicit drug
misuse rise and the rise in criminal justice
referrals to treatment programmes would tend to
support this view.

Most clients of drug treatment programmes in
Plymouth are natural residents of Plymouth and
there is a clear gradation from Most Deprived to
Least Deprived neighbourhoods in terms of
levels of drug abuse amongst individuals. The
Health Visitor Survey further reveals that illicit
drug use by adult members of families with
children aged 5 years or under is greater in
some of the most deprived neighbourhoods. The
survey revealed that Stonehouse, Devonport,
Stoke and Mutley & Greenbank were the most
prominent between 2002 and 2008.

The same survey does reveal a slight decline in
number of adult family members using illicit
drugs but this may not be significant or a reliable
indicator of trend. However, 70% of all ‘looked
after and at risk children’ are in this situation
because their parents misuse drugs. Of the
2,000 odd problem drug users, about 800 are
parents of children, equating to 189 children of
270 problem drug users.

There is a potential for modest growth in the
number of problem substance mis-users in the
medium to long term due to effects of economic
recession and links with poly-substance use,
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consumption of alcohol, social entertainment
and sexual activity. Substance misuse is unlikely
to pose an immediate threat to life except for a
relatively small number within the ‘core concern
group’ but may damage the health of younger
age groups later in life and thus exercise
increasing pressure upon the NHS and local
authority housing services.

Unintended injury

Especially affecting the elderly and younger age
groups, the Department for Children Schools
and Families (2008) acknowledges that whilst
keeping children and young people safe from
harm must be the priority and responsibility of us
all, children need also to be able to learn, have
new experiences and enjoy their childhoods.
Families and society therefore need to strike the
right balance between keeping children safe and
allowing them the freedom they need.

There were 5,341 emergency department
hospital admissions with an external injury code
between April 2001 to October 2008 for children
and young people aged under 18 years of which
59.6% were male and 40.4% were female.
There was also a notable increase in the rate of
unintentional injuries per 1,000 population in
Plymouth (13.5 per 1,000 population) over the
period 2001 to 2008 (+8 percentage points).
Overall, there were higher levels of ‘unintended
injury’ compared with ‘other deliberate injury’ in
Plymouth in 2007/08. There are however no
national or regional comparisons available.

Falls account for the largest proportion of
unintended injuries in Plymouth, commonly
occurring in the home; children under the age of
3 years are more likely to fall from furniture,
followed by steps or stairs.

Poisoning is the second leading cause of
unintentional injury responsible for 292 of the
hospital admissions over the period, (5.5% of all
unintentional injuries recorded). Children one
and two years of age were admitted more
frequently as a result of poisoning accounting for
57.9% of the admissions in this category.
Pharmaceutical products are the leading cause
of unintentional poisoning.

There is a significant relationship between
material deprivation and unintentional injury and
deliberate injury admissions to hospital.
Devonport had the highest rate of admissions
over the period 2001 to 2008 (19.6 per 1,000
population) over twice the rate as the lowest
ranked neighbourhood (Hartley & Mannamead
(8.0/1,000)).

Parenting skills and the reduction of accidents in
the home, the administration of commonly used



pharmaceutical drugs (principally pain-killers) to
very young children by new parents, and elderly
adults (75+) years remaining in own home for
longer periods have been identified as
contributors to the level, patterns and changes in
injuries observed in Plymouth since 2001.

Diet and personal weight

management

National research has concluded that being
severely obese is as hazardous to health as a
lifetime of smoking, shortening life by a decade.
Even moderate obesity cuts life expectancy by
about three years. Moreover, other research has
concluded that being seriously underweight -
with a BMI of 17 or less - ran the same risk as
those who were overweight. The health
implications of obesity for the individual include
feeling unwell, Coronary Heart Disease, Stroke,
Hypertension, Diabetes and Cancer.

Plymouth is generally a physically active city
with between 23.5% and 66% of the population
believed to be participating in sport and active
recreation to varying degrees. This is generally
higher than the level for England and partly
reflects the sports and recreation facilities in
Plymouth acknowledging here problems with
facility distribution and the physical condition of
some of these facilities noted above.

Rates of participation in sport and active
recreation levels are perceived to be slowly
improving (4.6% improvement 2006/07 to
2007/08) but progress is uneven with certain
groups believed to be not participating including
people from materially deprived backgrounds
(especially women and girls), people with
disabilities and people aged over 50 years.

Children in Plymouth have activity levels above
the average for England: 82% of primary school
aged children and 52% of secondary school
children regularly walk to school. Furthermore
around 8 in 10 participate in school organised
exercise and sports activities.

Plymouth residents are in general eating and
drinking healthily: just over a quarter (26%) of
children and young people are getting 5 portions
of fruit and vegetables per day which compared
favourably with the figure nationally (23%), with
44% eating 3-4 portions per day. The take-up of
school meals varies across the City, but
averages at 33.6% for Primary Schools, and
33.3% for Secondary schools in 2008/09.

A quarter of all adults in the city of Plymouth are
obese with a body mass index (BMI) of 30+ in
2009. Similarly just over a quarter of the city's
children are overweight or obese. Modelled
estimates for the period 2003 to 2005 show that
adult obesity in Plymouth (24.5%) was not
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significantly worse than the national average
(23.6%), and was below the national average for
children in 2007/08.

National research suggests that the problem of
obesity is becoming worse such that a third of
the city’s population could be considered to be
overweight or obese by 2014, and just under
two-thirds (60%) by 2050. It also suggests that
most parents (90%) do not recognise the threat
to health and wellbeing posed to their children
by obesity whilst three-quarters of children (8 to
15 years) are unaware of the threat posed by
certain foodstuffs such as ‘junk-food’.

The prevalence of childhood obesity is uneven
across the city with the highest levels in the
North West and Plympton sub-localities, and
lowest in the Central/North East and Plymstock
sub-localities.

Males and females aged up to 18 years,
particularly up to the age of puberty, mothers of
children aged 0 to 16 years and socially
excluded children including disabled children are
deemed to be at greater risk of being
dangerously over / underweight in society.

The following factors are thought to have
contributed to the rise in obesity in Plymouth,
and nationally;
- Foodstuffs content: fat (esp. transfats), salt
and sugar
Foodstuff price: especially fresh produce
and fruit out of season
Foodstuff popularity: especially fast-foods
(fish n chips, pasties, burgers, pizzas etc.)
Foodstuff availability: especially junk-food in
vicinity of schools
Culture: declining tradition of home cooking,
reliance on processed food, couch-gaming
culture amongst children, sedate adult
working environments
Education: knowledge of link between
foodstuffs and health (especially amongst
children), labelling of food-products by
manufacturers.

Access to good quality food may be becoming a
national issue: the charity Save the Children
considered that a rising food prices in 2007 and
2008 coupled to the current economic recession
may be adversely affecting families, and
especially children. They concluded that many
families look to the budget lines and cheaper
processed foods within supermarkets and these
are often higher in sugar, salt and fat levels.
Which? magazine found that a quarter of 2,102
people surveyed nationally in spring 2009 felt
that healthier eating is now less important, with
56% saying price has overtaken quality as a
priority when choosing food. There is no reason
to believe that Plymouth is any different to the



national picture in the light of known deprivation
levels experienced in 2004 and 2007.

Future Challenges to 2014

Aspirations for the future size of the city
population are expressed by the LSP in the
Mackay Vision which foresees the continued
growth of the population to 300,000 people by
the year 2020. The ONS project the population
of the city to grow by 7.2% over the next ten
years to 272,400 by 2018 which is a little short
of the MacKay aspiration.

This population growth will be uneven across the
city with the eastern neighbourhoods expected
to absorb much of this growth in the Sherford
Valley area, Plymstock. Population growth is
also expected to be accommodated by higher
densities within the central and waterfront
neighbourhoods, particularly within parts of the
East End, City Centre and Stonehouse
neighbourhoods. Smaller scale population
growth is also anticipated in the north of the city
adjacent to Woolwell and Roborough.

The LSP’s ambitions rest largely upon the ability
of the city to attract sufficient capital investment
to build the dwellings and infrastructure required
to accommodate the population influx. Much of
this investment and construction activity was
expected to be met by the private sector.

The impact of the current economic recession is
believed to have greatly curtailed the availability
of residential development finance and it is likely
that the planned housing developments may be
forestalled to 2012 and possibly to 2014.

The levels of in-migration can also be expected
to be lower in the period to 2014 due to reduced
economic in-migration. Population growth is
expected instead to be driven by extended life
expectancy arising from avoidance of disease or
improved survivability of it, and continuing higher
levels of births over that for deaths. The birth
rate is expected to remain high and the present
baby boom could generate pressure for
emergency hospital services over the three
years to 2012.

Plymouth’s population is therefore likely to grow
but at a slower rate than anticipated by the
Mackay Vision because an important component
of growth (in-migration) is likely to significantly
under-perform.

Public sector housing developments will likely be
led by the new housing association, the
Plymouth Housing Company, which plans to
redevelop parts of North Prospect in the period
to 2014: this will entail the redistribution of
families from North Prospect to another
neighbourhood. Housing redevelopments in
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Devonport will come to fruition in the period to
2014 and result in the transfer of families back
into this neighbourhood. The turnover of families
could have implications for service provision by
the NHS health visitor services and PCC social
services in those neighbourhoods.

There could however be an increase in the
number of people dependent upon social
housing, and particularly living in Houses in
Multiple Occupancy owing to the effects of the
economic recession. This could especially affect
young families with implications for the health of
infants and stress levels in parents.

The creation of the Plymouth Housing Company
released approximately £164 million from the
government over a five year period from 2010
that is intended to refresh the housing stock of
the city. The deterioration of the housing stock
should slow as a consequence.

A feature of the period to 2014 is that older
people will be expected to remain in their homes
for longer and to remain as independent as is
feasible given their circumstances: this will have
implications for emergency hospital services and
home care services.

The city economy is currently affected by the
economic recession that struck the nation in
2008 and which has lasted for a record six
consecutive financial quarters to Q3 2009/10.
The key sectors of the private sector in the city
have been adversely affected including Banking
& Finance, Retail, Business Services and
Construction. The public sector is also a major
employer in Plymouth and purchases services
and goods from the private sector. This sector is
expected to be adversely affected from 2011
onward and is unlikely to be able absorb the
unemployment that has been created by the
recession, and may purchase less goods and
services. The results of the General Election in
2010 may further influence the degree of any
public sector contraction in Plymouth.

The extent and degree of material deprivation in
the city is likely to become more polarised and
more extensive to the period 2012, and possibly
to 2014 dependent upon the local performance
of the private sector.

Should this occur the implications for several
important areas of public health could be
marked: the prevalence and incidence of mental
health problems, alcohol abuse, tobacco
smoking, violence in the family and dietary
issues (especially amongst children and younger
adults) will rise. The influence of the predicted
onset of obesity in relation to diet is however
unlikely to become a serious issue over the
period to 2014 owing to the long term nature of



the impact with the exception perhaps of Type 2
diabetes.

Projections suggest a continued decline in the
main causes of death to 2014 but certain
lifestyle factors affecting residents aged 55 to 65
years could undermine the projections including
poor diet, excessive consumption of alcohol and
smoking tobacco products. Modelled estimates
however suggest that the prevalence of Stroke
and Hypertension are likely to remain little
changed over the period 2007 to 2015,
especially in the older age groups (64 to 74
years and 75+ years). These estimates are
however based upon data from 2003/04.

Health inequalities endemic in materially
deprived neighbourhoods such as Stoke,
Honicknowle, Whitleigh, Stonehouse, Devonport
and North Prospect is likely to continue. This will
be manifest by higher proportions of emergency
and elective hospital admissions (and likely
mortalities) than their populations would
otherwise suggest. Important in this respect is
Southway neighbourhood which has hitherto
been unremarkable with regards to its mortality
rates for cancer and heart disease but is well
represented in the categories of people
susceptible to these causes of mortality.
Projections to 2014 suggests a continuation of
decline in mortality that is amenable to
healthcare with just 90 such deaths in the city
compared with 250 in 2007, and 582 in 1993.
Whilst this projection might be unrealistic it is not
unreasonable to expect a continuation of the
improvement in life expectancy to 2014 that has
been a marked feature of the last 20 years. This
improvement will likely benefit both males and
females but there is great uncertainty as to how
long the 2 to 3 month convergence in male life
expectancy compared to women can continue.

Hospital admissions are likely to continue to rise
in the short term to 2012 fuelled by rising birth
rates and by the ageing population thereafter.
Emergency admissions are likely to continue to
grow at a greater rate than elective admissions
due to the recent increase in the numbers of
babies and toddlers, and expected in increase in
elderly patients over the period to 2014. Much of
the aftercare following initial hospital admission
is expected to be in the home with implications
for continuing care services.

Pressure upon hospitals may well arise from
increasing levels of mental health issues,
especially amongst a growing elderly population
(75+ years). The NHS spends 14 per cent of its
annual budget on mental health services.
Recent estimates put the full economic cost at
around £77 billion, mostly due to lost
productivity. The total care cost associated with
the treatment for 5,236 Plymouth residents in
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2008/09 was over £7.5 million. Average care
costs were lowest in the most deprived areas of
the city and there is a clear gradient from the
most deprived areas of the city (lowest average
care costs) to the least deprived areas of the city
(highest average care costs). The South West
sub-locality was responsible for 28.3% of
patients with an average care cost per patient at
£1,528.68 (29.7% of total costs). In comparison,
the more affluent Plymstock sub-locality was
responsible for 8.9% of patients with an average
cost of £2,107.22 per patient (13% of total
costs).

Increasing pressure upon the NHS and Social
Services may also arise from a gradual increase
in the prevalence of learning disabilities.
National research predicts that over the two
decades 2001 to 2021, there will be a 20%
increase in the number of adults with learning
disabilities known to services and a 36%
increase in the number of adults with learning
disabilities aged 60+ who are known to services
(Emerson and Hatton, 2004) Thus, the overall
number of those with a learning disability in
Plymouth could increase from around 5000 to
6100 over a twenty year period.

The ageing population will place increasing
pressure upon NHS Dentistry: research by the
British Dental Association has shown that fewer
than a third of over-65s currently have their own
teeth, but within 20 years that is likely to
increase to about 50% due to improvements in
oral care over the last 20 years. Fillings, crowns
and root canal treatment have only been
designed to last 20 years and may need to be
replaced or maintained. Decay will cause
problems as older people tend to get a different
kind of decay, often around the gums that need
to be treated differently. There may also be teeth
erosion that requires a different type of
treatment (BDA, 2009).

Resources

The resources available to health and social
care will influence pressures and changes and
there is presently great uncertainty over the level
of funding and resources that are likely to be
available to 2014. In the absence of clear
national planning assumptions, and the
uncertainty caused by the current economic and
political climate, the future NHS Plymouth
Medium Term Financial Plan will be developed
on a set of assumptions. It is clear that the
public sector will have a key role in repaying the
increased government borrowing resultant from
current economic downturn, and this is likely to
impact into the public sector over the next two
Comprehensive Spending Reviews, and
therefore over a future period. It is likely
therefore that whilst the wider economy starts to



recover from the downturn, the NHS and other
public sector bodies will need to plan for minimal
levels of growth, whilst still experiencing
inflationary demands.

Assuming a worst case scenario of “flat cash” (a
zero percent uplift), the challenge moving
forward will be to maintain the quality of service
developed during the years of growth, whilst
spending at least 5% less per annum.

Figure 18 - Unfettered expenditure compared to
growth, NHS Plymouth 2002/03 to 2014/15

.

Source: NHS Plymouth PHDU, 2009

In most scenarios, it is planned that there will be
a requirement for efficiencies above and beyond
this requirement to bring expenditure back to flat
growth, in order that investment can still
continue. Investment and disinvestment will be
required in order to meet future priorities
outlined in the Strategic Framework.

In an environment where there is little or no
growth for investment, the ability to invest in
priorities will need to be managed through the
realisation of savings, and driving efficiencies
out of current expenditure patterns.

NHS Plymouth has a history of achieving these
programmes over the last couple of years, as
exemplified in the following table. These
programmes were developed on an annual
basis as part of the business planning cycle, and
have not been developed through a systematic
process.
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Section 5 - Plymouth ‘voice’

Plymouth has a history of engagement with local
people and communities in the provision of
services by the local authority and the health
authorities. For instance, in its involvement with
the Neighbourhood Renewal Programme in
2002/03 the city was at the forefront of community
engagement with service managers and
established an extensive infrastructure that serves
as a platform for effective dialogue. The unique
neighbourhood geography of the city emerged
from this programme.

Plymouth also has a long history of surveys
undertaken by all agencies of the LSP that
supplement dialogue generated through the
established community infra- structure. The results
of these surveys are likewise used to inform
service design, delivery and evaluation.

Blending local views with those of practitioners
allows all parties to gain a better picture of the
local area - what it’s like to live there and what
services need to maintained, changed or delivered
to ensure that it remains a cohesive and
sustainable community. This is especially
important in a diverse and contrasting city.

Because the JSNA process is relatively new, this
JSNA has relied more upon established surveys to
glean local views on the situation of health and
well-being and its constituent services. As the
JSNA process matures the government’s
aspiration that the community should be involved
in all stages of JSNA will be realised. The principal
surveys drawn upon to help describe and
understand the situation of health and well-being
are summarised below with further details
available upon request to NHS Plymouth or to
Plymouth City Council. Many of these surveys
express Plymouth’s performance as being in the
‘best’, ‘intermediate’ or ‘worst’ group of PCTs in
England and this is reflected below.

Inpatient survey

This survey seeks the views of adult inpatients in
NHS hospitals trusts across England. It shows
how Plymouth Hospitals Trust scored for each
question in the survey, in comparison with national
benchmark results.

The latest survey of adult inpatients involved 165
acute and specialist NHS trusts. Nationally there
were responses from more than 72,000 patients, a
response rate of 54%. PHT received 499
responses, which gave a response rate of 61%.
Patients were eligible for the survey if they were
aged 16 years or older, had at least one overnight
stay and were not admitted to maternity or
psychiatric units.
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The survey covers the range of patient
experiences with regards to admission to an NHS
hospital with the results of the 2009 survey
suggesting overall that this experience was
intermediate to worse when compared with PCTs
nationally. Issues of concern included choice of
hospital and the length of time waiting to get a bed
on a ward, mixed sex wards, ward cleanliness,
noise and privacy in the ward, and the length of
time to discharge from the hospital. Praise was
however expressed with regards to staff courtesy
and professionalism suggesting perhaps that the
concerns relate in the main to the design of the
hospital ward space.

Emergency department survey

This survey seeks the views of patients who used
emergency services in hospitals across England.
The results show how Plymouth Hospitals Trust
scored for each question in the survey, in
comparison with national benchmark results.

The latest emergency department survey involved
151 acute NHS trusts and elicited the views of
almost 50,000 patients, a response rate of 40%.
There were 315 responses for Plymouth Hospitals
Trust with a response rate of 39%. Patients were
eligible for the survey if they were aged 16 years
or older and had attended the emergency
department in January, February or March 2008.

The survey covers the range of patient
experiences with regards to emergency admission
to an NHS hospital with the results of the 2008
survey suggesting overall that this experience was
intermediate when compared with PCTs
nationally. Issues of concern included cleanliness
and length of stay in the department and the
issuing of pain relief. However, praise was
expressed with regards to the trust and confidence
in doctors and nurses and privacy during
examination which included explanation of the
purpose of the medications.

Acute mental health inpatient survey

The 2009 survey examines the experiences of
users of acute mental health inpatient services in
England. It shows how each NHS trust scored for
each question in the survey in comparison with
national benchmarks. Previous surveys from 2004
to 2008 focused upon community mental health
services.

The survey received responses from 7,527
persons aged 16 to 65 years who stayed in an
acute ward or psychiatric intensive care unit for at
least 48 hours between 1% July 2008 and 31%
December 2008, a 28% response rate. The
survey covers a range of patient experiences with
regards to admission to an NHS hospital with the
results of the 2009 survey suggesting overall that
this experience was intermediate when compared



with PCTs nationally. Issues of concern included
cleanliness and safety of wards, confidence and
trust in psychiatrists, and the patients’
understanding of the side-effects of medication.
However, praise was expressed with regards to
the courtesy and professionalism of nursing staff.

Community mental health survey

This survey investigates the views of recipients of

community mental health services in NHS trusts in
England. It shows how each trust scored for each

question in the survey, in comparison with national
benchmark results.

The latest survey of community mental health
services in 2008 involved 68 NHS trusts in
England (including combined mental health and
social care trusts and primary care trusts).
Nationally there were responses from more than
14,000 people of working age who used services,
which is a response rate of 35%. NHS Plymouth
provider services received responses from 201
people which gave a response rate of 34%.
People were surveyed if they were aged 16 or
over, and if they were either on the standard or
enhanced Care Programme Approach (CPA)1, but
were not current inpatients.

The survey covers the range of patient
experiences with regards to admission to an NHS
hospital with the results of the 2009 survey
suggesting overall that this experience was
intermediate to best when compared with PCTs
nationally. Issues of concern included help with
finding employment and getting benefits, obtaining
crisis care assistance, seeing the same
psychiatrist and the effectiveness of talking
therapies. However praise was expressed with
regards to the patient being escorted by a friend
and feeling able to express their views.

Local health services survey

This survey investigates the experiences of users
of local health services provided in the main by
General Practitioners surgeries in England. This
survey is primarily focused on primary care
services but it also includes elements of health
promotion. It shows how each primary care trust
(PCT) scored for each question in the survey,
compared with national benchmark results.

The latest national survey of local health services
involved 152 PCTs in England. Nationally there
were responses from more than 69,000 people,
which is a response rate of 40%. In Plymouth we
received responses from 496 people with a
response rate of 44%. People were eligible for the
survey if they were aged 16 or over and were
registered with a GP.

The survey covers a range of patient experiences
with regards to users of GP surgeries and health
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centres. The results of the 2008 survey suggest
that overall this experience was intermediate to
best when compared with PCTs nationally. Issues
of concern related mainly to seeing another health
professional following and consultation with the
GP and being able to visit an NHS dentist. Praise
was expressed with regards to the confidence,
trust and respect for GP’s and their staff.

The 'Place’ survey

This survey investigates the views and
perspectives of people on a range of national
indicators. Launched by the government in April
2008, the National Indicator Set contains 25
indicators which are informed by citizens' views
and perspectives. In order to minimise the number
of surveys that local authorities need to undertake,
18 of these indicators are collected through a
single Place Survey administered by, or on behalf
of, each local authority. The survey takes place
every two years.

The Place Survey has been developed by the
Department for Communities and Local
Government (CLG). The development process
included work with a reference group drawn from
Government departments, local agencies, the
Local Government Association and the Audit
Commission. In addition, CLG carried out a
consultation on the Survey between December
2007 and February 2008. The Survey has been
subject to extensive piloting and cognitive testing
with focus groups, as well as to a post-
implementation statistical review.

The latest survey to be undertaken in the city was
in 2008. Eight of the main indicators together with
response rates gained from the survey are listed
below:

- NI'1 % of people who believe people from
different backgrounds get on well together (69%)

- NI2 % of people who feel they belong to their
neighbourhood (52.6%)

- NI3 % Civic participation in the area (13.9%)

- NI4 % of people who feel they can influence
decisions in their locality (22.2%)

- NI5 Overall satisfaction with local area (79%)

- NI6 Participation in volunteering (19.8%)

- NI19 Self-reported measure of people overall
health and wellbeing (71.4%)

- NI139 Extent to which older people receive
support needed to live independently (27.9% )

The 2008 survey obtained the views of 1235
people amongst 3000 people randomly selected
from the city’s population and provides an insight
into the perceived health of the people of
Plymouth. 33.8% of respondents stated that they
had a long standing illness, disability or infirmity,
72% of these people stated that this limited their



activities in some way. 36.2% of those stating that
they had a long standing illness, disability or
infirmity were over 65 year old. 27.2% of
respondents felt that older people receive support
needed to live independently (National Indicator
139). As an indication of mental health 20% of
residents stated that they felt down hearted at
least “a good bit of the time”. With respect to
local services; 84% were satisfied with their GP,
72% were satisfied with their hospital and 61%
were satisfied with their dentist, overall 16% felt
the health services in the city had got better."

Tellus Survey

Tellus is a national survey which gathers children
and young people's views on their life, their school
and their local area. Findings from the survey are
used to inform policy development and to measure
progress and performance, at a local and national
level, across five Every Child Matters (ECM)
outcomes. The survey was originally developed by
Ofsted as an online survey in 2007 (Tellus2) and
run again in 2008 (Tellus3). The Department for
Children, Schools and Families is now responsible
for the survey and has commissioned the NFER to
further develop and deliver Tellus4 in Autumn
2009.

The Tellus 2008 surveyed a sample of schools of
different types within each local authority in Spring
2008. The questions were developed through
cognitive testing with children, to ensure that they
understood the questions and answered them in a
meaningful way. The responses from the survey
were weighted to ensure that the report at local
authority and national level represents the
population of Year 6, 8 and 10 children within that
area in terms of the following characteristics:
gender, proportion of children eligible for free
school meals in the school (as a proxy for
deprivation) and type of school. Population data
for 2007 from the Pupil Level Annual School
Census was used to derive the weights, and the
number of children attending Pupil Referral Units
was obtained from the 2007 School Level Annual
School Census.

Active people survey

The Active People Survey is believed to be the
largest ever survey of sport and active recreation
to be undertaken in Europe. The sample survey
allows levels of detailed analysis of how
participation varies from place to place and
between different groups in the population. The
survey also measures; the proportion of the adult
population that volunteer in sport on a weekly
basis, club membership, involvement in organised
sport/competition, receipt of tuition or coaching,
and overall satisfaction with levels of sporting
provision in the local community.
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The questionnaire was designed to enable
analysis of the findings by a broad range of
demographic information, such as gender, social
class, ethnicity, household structure, age and
disability.

The first year of the survey, Active People Survey
1, was conducted between October 2005 and
October 2006, and was a telephone survey of
363,724 adults in England (aged 16 plus) and is
unique in providing reliable statistics on
participation in sport and active recreation for all
354 local authorities in England (a minimum of
1,000 interviews were completed in every Local
Authority in England).

The second year of the survey, Active People
Survey 2, began on 15 October 2007 and was
completed on 14 October 2008. Active People
Survey 3 (2008/9) began on 15 October 2008
and was completed on 14 October 2009. On 15
October 2009, Active People Survey 4 (2009/10)
commenced. Active People Survey 4 will run until
14 October 2010.

The Active People Survey also provides the
measurement for National Indicator 8 (NI8) - adult
participation in sport and active recreation. The
survey also provides the measure for the cultural
indicators NI9, 10 and 11.

Adult social care satisfaction survey

This survey was piloted in Spring 2009. Surveys
were sent to 308 people aged 65+ who had been
in receipt of services and whose service was due
to end between 1st January 2009 and 31st March
2009. Of the 308 surveys, we received 122
responses during the 3 week response period.
This equated to a 39.6% response rate.
Respondents were asked as part of the survey,
how satisfied they were with the way we
responded to them. Of the 118 people who
responded, 89.8% were 'very' or 'quite satisfied'.
Clients were also asked if they had been told
about the possibility of a Direct Payment during
their assessment.

Of the 112 people responding, 57.1% say they
were not told about Direct Payments. Out of 120
responses, 99.2% felt they were treated with
respect. The largest response set (50%) stated
that they begun to receive services less than one
week following assessment. Overall responses
were mostly positive about the treatment and
services received. Any responses or comments of
concern were followed up by the Complaints
Team. Of concern though was that a large
percentage of clients were not being informed
about Direct Payments at their assessment, when
this is a high profile initiative and one of the
authority's LAA targets.



Health survey for England

The Health Survey for England (HSE) comprises a
series of annual surveys beginning in 1991. The
series is part of an overall programme of surveys
commissioned the Department for Health and
provides regular information on various aspects of
the nation's health. All surveys have covered the
adult population aged 16 and over living in private
households in England. Children were included in
every year since 1995.

Each year the Health Survey for England focuses
on a different demographic group and looks at
such health indicators as cardio-vascular disease,
physical activity, eating habits, oral health,
accidents, and asthma. The latest survey for which
results have been released, the Health Survey for
England 2007, examined healthy lifestyles
including knowledge, attitudes and behaviour.
Both adults and children were asked about their
views on what constitutes healthy behaviour, their
knowledge of government recommendations and
the factors that may encourage or discourage
healthy behaviour.

A secondary focus was the impact of the
smokefree legislation. The 2007 survey allowed an
initial examination of the effect of the legislation by
looking at adults' and children's smoking
behaviour and their exposure to other people's
smoke, pre and post 1 July 2007 (the date the
legislation came into effect). As well as questions
being asked, saliva samples were taken and
tested for cotinine, an indicator of recent nicotine
exposure.

Trend tables are also produced each year
focusing on key changes in core topics and
measurements over time.

Participation/parental engagement

There is a significant body of evidence that shows
a positive relationship between increased parental
engagement, particularly in the case of ‘hard to
reach’ parents, and positive learning outcomes.
Furthermore, that where parents and teachers
work together to improve learning, the gains on
achievement for children and young people are
significant. Parents are supported by a variety of
organisations across the city, for example the
Plymouth Parent Partnership carries out a wide
range of work with groups of parents and parent
communities including school based Parent
Support Advisers and parent forums. Meanwhile,
the Family Information Service website has nearly
80 hits a day, signposting parents to family
support or childcare in the City. All schools having
arrangements for participation such as School
Councils and most of our secondary schools have
been judged outstanding by Ofsted in making a
positive contribution. Finally, the evidence of
participation of children and young people in all
services is recognised through inspection
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undertaken last year including Fostering and
Adoption and the Youth Service.

NHS home care survey - cross cutting

comparison

In February 2009, the city council carried out the
NHS Home Care Survey. This survey examines
the home care received by people age 65+ and
whether it is helping them to live safely and
independently in their own home. 933 surveys
were sent to clients age 65+ in receipt of
domiciliary care. 644 clients responded which
equated to 69%. Some of the response data was
cross referenced against RAP, CRILL and H1 data
(see below).

RAP - from the 644 respondees, they equated to
16.8% of the total P2f clients and 26.6% of the
total P2s clients. Of the 644, 539 clients were
categorised as PD/Physical, Frailty, which equates
t0 81.2%

H1 - this return considered home care clients in
terms of the hours and frequency of care received.
Analysis showed the breakdown of clients on the
H1 in receipt of less than or more than 10 hours
care per week, was consistent with the breakdown
of survey respondees.

CRILL - This return looked at home care
providers. Analysis showed that there was no
significant relationship between satisfaction and
care provider, or feeling in control and care
provider. Though it should be noted that our
domiciliary care providers were for the most part
graded 'excellent’ or 'good' by CSCI.

Other variables include:

- No statistical association between satisfaction
and gender

- No statistical association between satisfaction
and intensity of care

- No statistical association between satisfaction
and other care services received

- No statistical association between feelings of
control and gender

- Positive statistical association between
satisfaction and being in receipt of day care in
addition to home care.



Section 6 - JSNA overview

The detail of the findings from the JSNA can be
found both in the domain reports, in the
supporting documents and in this covering
document. Laid out here is a distillation of some
of the findings. All these reports, together with
the views of local stakeholders, will be used to
consider if any changes to existing priorities are
needed and if changes are needed within
Strategic or delivery plans.

As identified in the 2008/09 JSNA, Health
inequalities remain the most important challenge
that the city faces. This JSNA has brought
further understanding of the underlying reasons
for this and clarity to the potential areas where
effort across the city should be focused.

The overall downward trend in mortality in the
0 to 74 year olds is mainly in those causes of
death that are considered to be amenable to
healthcare. Causes of death are considered to
be 'amenable’ if there is evidence that they are
amenable to healthcare interventions. This
includes preventing disease onset as well as
treating disease. Given timely, appropriate, and
high quality care, death rates should be low
among the age groups specified (0 to 74). The
data for Plymouth as a whole therefore suggests
that, in general, health care is being used
effectively to reduce mortality.

However, there is still a continued and
strengthening relationship between mortality and
material deprivation, especially for those aged
less than 75. What is unclear is whether in these
areas in particular, there is also this downward
trend in causes amenable to health care or
whether there are differences across the city.
This needs to be explored further, together with
the noted patterns of access and referral to
health care across the city, which suggests there
may be access and take-up issues in the more
deprived areas. A focus for this work could be
those areas where we know needs are high or
where the performance data of service activity
and costs suggest anomalies. There are also
groups of people that are likely to suffer from
greater health inequalities, an important group
being people with learning difficulties.

Causes of poor health

The causes of most deaths in the city remain the
same, circulatory diseases (coronary heart
disease, strokes and related conditions) still
being the biggest Killer, followed by cancers,
respiratory diseases and digestive diseases.

Tobacco smoking is linked to circulatory
diseases, cancers and respiratory problems but
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the relatively high mortality from cancer needs
investigating as well as further analysis to
understand the rise in mortality and emergency
admissions related to digestive problems.

Health care issues

A particular concern is the continued rise in
emergency admissions, the most common form
of admission. Two thirds of these admissions
are for causes other than the main causes of
death above and include parental concerns for
infants’ health, fractures, wounds and bumps
and infections. Unintended injuries, especially
amongst children and young people are of
particular concern as are the geographical
patterns of emergency admissions.

Part of the solution for high emergency
admissions is also to look at the way planned
health services are provided. We have higher
levels of activity and higher costs in comparison
to other areas and issues with the self-reported
experience of patients and users of the acute
sector. A review of the way services are
provided across the whole health community
has the potential to bring significant benefits to
both health outcomes and costs.

Mental health data also demonstrates a clear
geographical pattern and highlights anomalies of
costs per case across these areas which need
further investigation. High costs in comparison to
regional figures also occur in mental health,
learning disabilities, musculo-skeletal problems,
out of hospital care and continuing care.

Social care issues

One of the priorities in the 2008/09 JSNA was
promoting independence. As a result, there is a
target within both the NHS and in social services
to enable people with a long-term condition to
feel more independent and in control of their
condition. This remains an important area; the
ageing population and increasing costs have
highlighted the need to develop sustainable
models of care and work further in partnership to
optimise care and capacity.

Beyond care
The JSNA suggests that in general, if we are to
really tackle health inequalities and premature
(early) deaths, we need to look beyond health
care. Possible areas for consideration include:
Child poverty
Worklessness and low confidence and
motivation amongst young people linked
to a lack of entrepreneurialism across the
city.
Access to physical activity opportunities in
defined areas and in defined groups



Continued low levels of decency in the
housing stock.

Lifestyle challenges and risk taking
behaviour — particularly amongst young
people.

This JSNA has also focussed attention to the
contrasting geographic areas of the city to where
our efforts could be directed (i.e. the materially
deprived neighbourhoods) and to differing
groups of people some of whom tend to suffer
most ill health. Analysis suggests that these
groups are:

G43 Older people in poor health who
previously worked in heavy industry, live
in low rise social housing and are Over
75.

D23 Owners of terrace housing built to house
industrial workers

D25 Hostel dwellers

H44 Manual workers

Using the MOSAIC data it will be possible to
target these groups specifically.

Areas for research/further
investigation.

In order to further understand the above and
enable us to deliver services and changes that
best meet the needs of the people of Plymouth,
it is suggested that the following areas of
research should be taken forward as a matter of
urgency;

1. Explore the underlying reasons for
patterns of emergency admissions and
DNAs (Did Not attend) out-patient
appointments across the city taking into
account patterns of mortality (deaths)
from causes amenable to health care.

2. Work across the partnership to better
understand the inter-relationship
between the determinants of health.

3. Explore the underlying reasons for
comparatively high resource use
(spend) in mental health, learning
disabilities, musculo-skeletal problems,
out of hospital care and continuing care.
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Section 7 - Sources,
acknowledgements, access
and feedback

This document has been prepared by the NHS
Plymouth Public Health Development Unit
working alongside officers of Plymouth City
Council and with grateful assistance from other
colleagues within the Primary Care Trust and to
colleagues in Plymouth Hospitals Trust and
Devon and Cornwall Constabulary.

As the lead body for the JSNA, NHS Plymouth
also extends its thanks to all those who have
contributed to the exercise, and to those who
have volunteered their time to read this
document to further their understanding of the
situation of health and well-being in Plymouth.

The sources used in the JSNA exercise are
many and varied: they encapsulate primary
research of individual level data held by key
agencies, secondary material contained within
published reports, and a plethora of tertiary
material such as non-published reports,
anecdotal information and the informed views of
practitioners.

Blended together they form the evidence base
for the JSNA that is given expression as a
technical appendix to this document in the form
of ‘domain reports’ that are available
electronically or upon request. These domain
reports are listed below:

- Social Capital

- Social and Environmental Context

- Mental Health

- Physical Health and Well-Being

. Life Expectancy and Mortality

- Lifestyle

- Services and Resources

Each domain report in turn covers a range of
subjects (referred to as sub-domains) for each of
which a report was sought. There are too many
to include within the technical appendix but
details are also available upon request to the
Plymouth City Council or to NHS Plymouth
including a copy of the master information-set
for the exercise.

The principal data sources for the analysis of
health and well-being in the city are summarised
below with again details available upon request:

- Public Health Mortality datasets

- Public Heath Births datasets

- Hospital Episodes Statistics

- Primary and Secondary Care data sets
- Mental Health services datasets

. Compendium of indicators
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- National Indicator Set

- World Class Commissioning and Vital Signs
indicator sets

- Adult Social Care datasets

- Children’s Services datasets

- Crime and logged incidents statistics

- Suicide Audit

- Financial returns from Plymouth City Council
and NHS Plymouth

Access

Although this document has been written in the
English language (in recognition of the ethnic
profile of the city), NHS Plymouth and Plymouth
City Council encourage requests for the document
to be supplied in another official language.

The partnership also encourages requests for the
document to be supplied in another format such as
brail or audio.

For further details of the different languages and
formats that are available, please contact the
Social Inclusion Unit, Plymouth City Council

( 01752 668000)

Feedback

We would like to hear from you about what you
think of the Joint Strategic Needs Assessment for
Plymouth. Questions such as “have we got or
priorities right?” and “does the JSNA adequately
inform the provision of resources?” are welcomed.

Please write to the Public Health Development
Unit at:-

NHS Plymouth

Plymouth teaching Primary Care Trust
Public Health Development Unit

The Public Dispensary

Catherine Street

Plymouth

PL1 2AD

Or email us at:-

info@plymouth.nhs.uk
Please mark all correspondence ‘JSNA 2009
Enquiry’ in order that it can be quickly directed to
the appropriate member of staff.
May | thank you for taking the time to read through

this document, and to express our hope that its
content has been of interest and of use to you.



Annex 1 Health Profile for Plymouth, 2009



Annex 2 Health Profile for Plymouth, 2008



Annex 3

Names and contact details of the authors of the 10

is available upon request.
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CONTACT

Plymouth 2020

Local Strategic Partnership
Plymouth City Council
Plymouth PL1 2AA

Tel: 01752 307988



