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Executive Summary
Introduction
The aim of this work was to undertake a mental health needs assessment to support the
commissioning of primary and secondary adult mental health services for the KCCG. This
forms part of a series of needs assessments. Those already undertaken include:
The mental health needs of children and young people
Dementia needs assessment
Drugs and Alcohol
Suicide.
Reports still to be produced include self-harm, veteran‟s mental health and public mental
health for the Health and Wellbeing Board.
Within this document the following analysis has been undertaken:
A review of national policy
An exploration of local demography and its implications for mental health services.
An investigation of appropriate prevalence models to estimate need,
Estimates of need have been compared with the demand and supply of mental
health services in primary and secondary care.
The aim of this section is to préci the main findings.
Policy and demography
The mental health strategy „No Health Without Mental Health‟ was introduced by the
coalition government in 2012. The adoption of some of the core principles in the strategy has
been slow due in part to the major structural changes within the NHS in the past few years.
The strategy acknowledges that poor mental health is a both a determinant and a
consequence of social and health inequalities. Deprivation is associated with increased risk
of mental illness and poor mental health is associated with unemployment, lower educational
attainment, and risky behaviour
Mental illnesses account for the largest burden (23%) of diseases in England. The annual
cost of mental disorder in England is estimated at £105 billion. The promotion of mental
health has a positive effect on employment, education, relationships, and other important
determinants of health and wellbeing.
Given the above, one of the aims of commissioning mental health services is to ensure
promotion, prevention and recovery all receive appropriate levels of investment to maximise
the mental wellness within the population.
The balance between health promotion and recovery
Mental health services are commissioned and should be provided across a wide spectrum to
address promotion, prevention and recovery. In terms of service planning, investment needs
to be made appropriately at all of these different levels to maximise overall levels of mental
wellness within the population.
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In the methodology section it was identified that between 107 k adults to 116k adults in
Cornwall would receive some form of primary care mental health service and that
somewhere between 9k and 16k of these would receive some form of secondary care.
Various estimates of the adult mental health budget for recovery for adults are in excess of
£100 million per annun. How much of this could be saved by a more upstream approach?
While the KCCG has a remit to spend on health promotion and prevention, it is not clear
what element of this goes on mental health promotion and prevention. Public Health spend
around £45k directly on mental health promotion and in excess of £2 million on health
promotion in general. It is not known what the wider Cornwall Council spend is on health
promotion of prevention.
It is now widely accepted that mental health promotion across the life course, with pregnant
mothers, with children in school, adults in the workplace and older adults in terms of
dementia, loneliness and depression can have a profound effect on preventing people
becoming ill with mental health problems.
We know that 40% of adult mental illness starts before the age of 14, yet the children‟s
mental health budget at between £6 and £8 million is a fraction of the adult budget.
Recommendations
To ensure the workplace of the KCCG adopt all opportunities to promote good
mental health.
To adopt closer working with Cornwall Council on some of the determinants of poor
mental health such as housing and the public mental health agenda.
To explore further what can be achieved in the prevention agenda within the remit of
secondary care mental health services, such as providers to have health and
wellbeing commitments written into contracts and prevention initiatives such as
alcohol checks.
To review the balance and focus on recovery versus promotion and prevention.
Demography
It was identified that Cornwall has a population that is likely to increase by 10% over the next
ten or so years. This will stretch resources, particularly as there will be significant increases
in older adults. This ageing population will have ramifications for mental health in a number
of ways. Depression in older aged adults is under-diagnosed and in a rural area access to
services can be challenging. Loneliness is seen as an important pre-disposing factor to
depression specifically, but not exclusively, in older adults. As well as a need for increased
awareness of common mental health problems, the levels of dementia will increase
significantly with the increase in this cohort. More work needs to be done with the recognition
of dementia and a more joined up working with the Long Term Conditions team on joint
approaches could be beneficial.
With up to five years difference in life expectancy between the most and least deprived
areas of Cornwall it is important that the KCCG mental health commissioners helps to
address this inequality. This will become even more challenging as more resources and
services are cut from the local authority budgets.
5

While healthy life expectancy in Cornwall is close to the national average, to improve this,
the balance of resources between recovery and prevention needs to shift. Similarly, there
needs to be a more joined up service with children‟s mental health as that is where up to
40% of adult mental ill health starts.
Recommendations
Refine the commissioning process to help address the higher levels of mental ill
health in the most deprived areas of Cornwall. An example of this would be the
weighting of budgets such as IAPT by deprivation.
Refine the commissioning of third sector services with performance measures that
indicate the value added and reduction in inequality brought about by the service.
Explore how the third sector specifically can contribute more to improving the mental
health of older adults. An example would be exploring assistive technology with BT
Cornwall around checking the physical and mental health of vulnerable older adults
on a regular basis.
Consider how the balance of resources between recovery and prevention can be
changed to improve prevention. As an example, consider targeted health promotion
interventions as an integral part of the commissioning process for service providers
aimed at higher risk behaviours that increase inequalities. Specifically, risk
behaviours, including smoking, alcohol and drug misuse, higher-risk sexual
behaviour, lack of exercise, unhealthy eating and obesity.
Investigate how to develop a more seamless service in the transition between
children‟s and young adults mental health services.
Develop closer working with the Long Term conditions group around the dementia
programme.
Methodology
Need indicates where people can benefit from an intervention or service and supply is what
is actually provided. Supply may be influenced by historical patterns of provision and political
agendas. The aim is to identify the methodology that shows how closely these two factors
are aligned, and therefore, how well needs are being addressed by the commissioners of
mental health services.
Three main models used in this report to identify need. Two are variations on the Adult
Psychiatric Morbidity Household study (APMH, 2007) analysis and the Singleton et al (2001)
model.
The APMS (2007) survey is the primary source of information on the prevalence of both
treated and untreated psychiatric disorders and their associations. Two variations of this are
used. The first is the disease specific prevalence‟s extrapolated to the KCCG. The second is
a cluster analysis known as Latent Class Analysis.
The cluster analysis is used to explore levels of complex comorbidity. Psychiatric
comorbidity is known to be associated with increased severity of symptoms, longer duration,
greater functional disability and increased use of health services.
The third model (Singleton et al) identifies the expected numbers to be receiving treatment
dependent on the severity of their mental health condition. This is a stepped model approach
and is a useful way to interpret and make sense of the data.
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The models identified between 112k and 116.6k adults as potentially having a diagnosed
mental health problem in Cornwall. These models looking at the problem from differing
perspectives arrive at remarkably similar estimates of the expected levels of mental health
morbidity.
The use of cluster analysis gives an amazing insight into the levels and the complexity of
comorbidity. An aim for the future would be to be able to model comorbidity with mental
health and physical health.
What transpires from this approach is the level of mental health conditions that are comorbid with alcohol and drug abuse. However all drug and alcohol commissioning is
undertaken by Cornwall Council through their Public Health Department. Similarly, the main
provider of drug and alcohol services is Addaction, a different provider than the main
secondary care mental health provider.
While it by no means essential for the provision of services to be by the same provider, a
closer relationship between commissioners may help to provide a more joined up service for
those with a dual diagnosis. While the system in general works well, there are some issues
of bouncing from one provider to the other and not taking responsibility for treatment.
The main tools used to identify the demand for mental health services are: QOF, ADQP,
Access rate to IAPT service, Pbr, Third sector performance figures, MHMDS, HES, Mortality
statistics and the NHS mental health benchmarking model.
The APMS is being repeated in 2014, so the excellent information on the prevalence of
mental health conditions will soon be updated. However, historically there has been very
little useful performance information from the main mental health provider on which to make
commissioning decisions. This is starting to change with monthly reporting of the MHMDS
for adults and the soon to be introduced similar reporting for CAMHS. The mental health
benchmarking exercise goes a long way to helping with this with its comparisons with other
providers but weighted by a transparent and accepted methodology.
As the block contract is edging towards PbR and as the collective pot of resources reduces it
is imperative that information on all aspects of performance are available, timely and
transparent, in order to make the best use of resources for users of the services.
As previously discussed, the MHMDS is improving and there is now improving benchmark
data. Information from NHS England is gradually improving and the new mental health
„Fingertips‟ is going live soon. However, the PHO and NHS outcomes still do not contain
much useful benchmarking for mental health.
It is not only secondary care to which this applies. There is little information on the caseloads
held by GPs with mental health problems, so an essential part of the jig saw is missing.
Similarly, there needs to be work undertaken in areas of wellbeing, such as Warwick
Edinburgh Scale to look at the utility of using this for value added of the third sector.
Recommendations
This large and vulnerable population are target groups for public mental health and
wellbeing interventions, and is the focus of the next report in this series.
7

A greater exploration of the joint delivery of co-morbid services such as drug and
alcohol and mental health issues.
A greater exploration of co-morbidity between mental and physical health to mutual
benefit, possibly using cluster analysis.
A priority area of work must be the improvement of the reporting of performance
metrics. They need to be timely, accurate and relevant to the commissioners and
ideally should be comparable with other providers.
There is also a need to consider performance indicators for third sector providers.

Common mental health problems
Each year there is increasing demand for primary care mental health services (increasing
use of antidepressants and IAPT services). The future demography of the county is of
significant growth, with a large increase in the elderly within that population. The down turn
in the economy and with more public sector cuts to come leaves Cornwall in a vulnerable
position with its low income economy and a greater risk of associated mental health
problems, as common mental health disorders such as anxiety and depression are closely
correlated with deprivation.
The KCCG commission IAPT services, and it was shown that for a number of years there
has been in excess of 35% „do not attends‟ or people that do not engage with the service.
The opportunity costs of these resources are huge. While it is believed that the engagement
rate has now improved monitoring of these services is essential.
The government is committed to widening access to IAPT services, so demand can only
increase. However, there is little correlation between IAPT services and deprivation, so there
would appear to be an inequity of access. However, it is possible that GPs filter talking
therapies to those who they believe will benefit the most and these are likely to be the more
articulate.
The hub and spoke system of the North Cornwall pilot has been rolled out to most of the
county, but GPs are referring too many patients to the CMHT in relation to almost every
other provider in the benchmarking exercise. It would appear that there is still scope for IAPT
services to take some of this burden, although it is accepted that the Government‟s
commitment to greater access to IAPT for more groups has not yet been fully brought to
bear or funded. There is still room for improvement in the menu of choice of services
available through IAPT.
There is little information, other than QOF and IAPT on the numbers and severity of mental
health cases held exclusively by primary care, so it is difficult to estimate the true demand for
primary care services.
No Health Without Mental Health demands parity of esteem between mental health and
physical health. We need to identify what that means at a primary care level in Cornwall and
explore the level of co-morbidity with physical health and the level of mental health problems
that go unrecognised with older adults.
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Recommendations
Screening for common mental health problems should be included as part of the
Penwith Pioneer Project.
Discuss with the Information and Performance team how to achieve a more rounded
view of the demand for mental health services in primary care.
Investigating the high numbers of people within PbR clusters 1 to 4 within CFT.
Investigate the high level of referrals into secondary care to the CMHT (according to
the benchmarking exercise). Is this because GPs don‟t have the capacity and / or
expertise to manage these patients compared to other areas?

Severe and Enduring Mental Health Problems
Secondary care need compared to demand
The need models described in the methodology equates well with the numbers seen each
year by CFT, for severe and enduring mental health services.
CMHT activity
Results from the 2013 mental health NHS benchmarking exercise shows that the community
mental health team‟s caseload per 100k weighted population is around 4.5k, significantly
above the benchmarking mean value of 2.25k, along with other measures of CMHT activity,
such as contacts.
A significant reason for this is that referrals made per 100k weighted population at nearly 14k
are the second highest of the benchmarked services and excessively above the mean of
around 5k.
Referrals accepted as a percentage of referrals made to the CMHT are around 70%,
significantly below the mean and median values of the benchmarking exercise. Given the
very high referral rate, this is not surprising.
The CFT CMHT average DNA rate (%) is around 8%. This given the level of referrals and
caseload is a very credible figure.
Recommendations
Undertake an audit to investigate why primary care has such a high rate of referrals
to the CMHT compared to the benchmarking mean. If confirmed, identify what can be
done to reduce this.
Acute beds
The number of acute beds per 100k weighted population is firmly in the lowest quartile of the
benchmarking exercise at around 17 acute beds per 100k weighted population. Given this,
the adult acute bed occupancy 100k weighted population is not surprisingly within the top
quartile of the benchmarking exercise at close to 100%.
Given this bed pressure it is not surprising that the adult acute admissions per 100k
weighted population falls in the bottom quartile of the benchmarking exercise at around 175
adult acute admissions per 100k weighted population. This may be part of the reason while
the CMHT referral rate is so high.
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However, adult acute bed days per 100k weighted population is in the middle of the bottom
quartile of the national benchmarking at around 6k acute bed days per 100k weighted
population and mean length of stay falls into the top quartile at around 38 days against a
mean for all participants of 30.5 days. The readmission rate is a very credible 6% against a
median value of 8% for all benchmarked providers.
Recommendations
Explore more closely bed use to identify if more beds need to be provided, or if a
reconfiguration of existing services can make up the shortfall. (PICU mean length of
stay is around 32 days, well below the mean value of 48 days, with a bed occupancy
rate around 70%, significantly below the mean and median values of the bench
marked group).
Older adult bed use
Admissions per 100k weighted population for older adult‟s services is not only the highest of
the benchmarked providers, it is also an extreme outlier with over 200 admissions more per
100k weighted population than the next highest trust. Similarly, older adult bed days per
100k weighted population is the highest of all partaking providers. The mean length of stay
for older adults is around 88 days, significantly higher than the median length of 64 days for
all benchmarked trusts.
In contrast, older adult bed occupancy rate is the lowest for all those trusts benchmarked at
around 52%.
Recommendations
The data for the above needs more scrutiny to find out why the figures are such an
outlier in the benchmarking process.
Parity of esteem of mental health with physical health
People living with mental health problems can die up to 20 years earlier. In this group there
is over twice the prevalence of smoking; up to 40% more alcohol misuse; and significantly
more obesity; high-blood pressure; diabetes in people living with mental health problems
than the general population. People living with mental health problems have less access to
universal screening programmes. Improving the physical health of people with mental health
problems will reduce the excess premature mortality due to the five big killers
However, it is observed that mental health as a work stream within the KCCG is separate to
other physical health work streams, including long term conditions. This does not appear the
most accessible way for mental health to have parity with physical health.
A national project linking hospital episodes statistics with the mental health minimum data
set for England shows that with all aspects of hospital use the rate is almost doubled for
mental health users compared to non-mental health patients. Similarly, the excess mortality
indicator due to mental health problems is relatively stable for England, but the values for
Cornwall appear to be getting worse and further away from the England values, although the
confidence intervals around these values are wide.
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Recommendation
A greater emphasis on health and wellbeing throughout the KCCG contracting
process, not just mental health commissioning.
The commissioning process could explore how to ensure that people living with and
recovering from mental health difficulties are encouraged, supported and enabled to
improve their physical health to help address the disparities in life expectancy
experienced by people with mental illness.
Undertake more joined up work with NHS benchmarking tool to explore with the
performance team more meaningful ways to look at a combination of mental and
physical health data to benchmark local activity in order to link future initiatives with
improved outcomes.
Conclusion
This report has followed a relatively narrow remit for mental health, but as explained in
Section One, it is part of a series of on-going reports on aspects of mental health and
wellbeing.
This work has been undertaken by Public Health and is independent of the KCCG Mental
Health Commissioners. It is hoped that they find the work useful in informing the debate and
setting the strategy for mental health services in Cornwall.
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Section One: Introduction
1.1. Introduction
The purpose of this needs assessment is to support commissioning planning and decisions
for mental health services. Mental ill health currently represents 23% of the total burden of ill
health in the UK and is the largest single cause of disability1. Nearly 11% of England‟s
annual secondary health budget is spent on mental health 2 and estimates suggest that the
cost of treating mental health problems could double over the next 20 years3.
This report focuses on the mental health of adults, and has a focus on mental health issues
that may be dealt with in primary or secondary care mental health services. This report does
not address the broader public mental health and well-being agenda; the mental health of
children and young people or older adults with dementia and excludes issues of substance
misuse (other than dual diagnoses with mental health), self-harm, veteran‟s mental health
and suicide as these are addressed elsewhere in the following reports:
Public mental health and wellbeing (being developed through 2014)
Children and young people - report available at the following link:
https://www.kernowccg.nhs.uk/health-topics/children/emotional-wellbeing-andmental-health/
Cornwall and Isles of Scilly Joint Commissioning Dementia Strategy: Supporting
People to Live Well with Dementia. October 2012.
Cornwall and Isles of Scilly Drug and Alcohol Action Team: Adult Drugs Needs
Assessment 2011/12 and Alcohol Needs Assessment. (Work underway on updates).
Veterans mental health (being developed as a peninsula document for Plymouth,
Devon, Torbay and Cornwall).
Suicide Prevention Strategy and Health and Wellbeing Board refresh paper. April
2014.
Update of self-harm to be completed in 2014.
1.2. What is a health needs assessment?
Health needs assessment is a systematic method for reviewing the health issues facing a
population. As a recommended public health tool, it provides information and evidence on
demography, prevalence and the supply of services. This provides a basis for
commissioners to devise strategies for service delivery and resource allocation and to help
address health inequalities.

1.3. Aims and Objectives
The aim of this mental health needs assessment is to provide a baseline of the current need,
and demand for adult mental health services for the mental health commissioners of Kernow
Clinical Commissioning Group (KCCG), which can then be used to measure the impact of
interventions or service development.

1

WHO (2008) The Global Burden Of Disease; 2004 update, available at
www.who.int/heathinfo/global_burden_disease
2
Department of Health (2009) Departmental Report 2009: The Health and Personal Social Services
available at www.official-documents.gov.uk/document/cm75/7593/7593.pdf
3
McCrone P, Dhanasiri S, Patel A et al. (2008) Paying the Price; The cost of mental health care in
England. London: King‟s Fund, 220 - 226
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To achieve this, objectives of the report are to:
Use national prevalence rates for mental health conditions extrapolated to the KCCG
population to estimate the potential demand for mental health services.
Identify current services and comment on service use compared to estimated
demand.
Identify gaps in knowledge that could lead to more refined commissioning.
Encourage discussion on why services might need to change to improve.
This work will contribute to the evolving KCCG adult mental health strategy, which will
attempt to:
Identify what services are required i.e. for how many people, the effectiveness of
these services, the benefits that will be expected, and at what cost.
Measure whether or not resources have been appropriately directed i.e. Do those
who need a service get it? Do those who get a service need it?
Stimulate the involvement and ownership of the various stakeholders in the process.
1.4. What is mental health?
Good mental health is a desired quality for everyone, including those with a diagnosed
mental health condition. Equally every single one of us will experience periods of poor
mental health at some time in our lives.
Mental and physical health is closely linked in terms of cause and effect. Mental health both
determines (causes) physical health status and is an outcome (the result) of physical health
status. The term „flourishing‟ has recently been used to describe, positive mental health.
The term „resilience‟ is used to describe the positive protective factors which act as a „buffer‟
against poor mental health. This could be thought of as a kind of mental health immune
system. Risk factors are things which pose a threat to positive mental health.
1.5. What do we mean by mental health services?
Mental health services are commissioned and provided across a wide spectrum and
address:
Promotion
Prevention
Recovery
In terms of service planning, investment needs to be made appropriately at all of these
different levels to maximise overall levels of mental wellness within the population.
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1.6. Report layout
The next section of this report looks at policy and demography. The following section,
outlines the methodological processes used in this report. Section four looks at the need and
supply of services for common mental health problems and Section five looks at the need
and supply of services for more acute mental health problems. Section six brings together a
discussion and recommendations.
Main points of this section
The purpose of this document is to support the commissioning of primary and
secondary adult mental health services for the KCCG.
Addressed elsewhere are the mental health needs of children and young people;
older adults with dementia; issues of substance misuse (other than dual diagnoses
with mental health), self-harm, veteran‟s mental health and suicide.
A health needs assessment is a systematic method for reviewing the health issues
facing a population and provides information and evidence on demography,
prevalence and the supply of services to aid strategy development and resource
allocation.
National mental health prevalence rates are extrapolated to the KCCG population to
estimate potential demand; performance data is used to comment on service use
compared to estimated demand; and gaps in knowledge are identified that could lead
to more refined commissioning.
It is acknowledged that most of us will experience periods of poor mental health at
some point and that mental and physical health are closely linked in terms of cause
and effect. Mental health both determines (causes) physical health status and is an
outcome (the result) of physical health status.
14

The term „flourishing‟ has recently been used to describe, positive mental health. The
term „resilience‟ is used to describe the positive protective factors which act as a
„buffer‟ against poor mental health.
Mental and physical health is closely linked in terms of cause and effect. Mental
health both determines (causes) physical health status and is an outcome (the result)
of physical health status. The term „flourishing‟ has recently been used to describe,
positive mental health.
The term „resilience‟ is used to describe the positive protective factors which act as a
„buffer‟ against poor mental health. This could be thought of as a kind of mental
health immune system. Risk factors are things which pose a threat to positive mental
health.
Commissioning mental health services needs to ensure promotion, prevention and
recovery all receive appropriate levels of investment to maximise the mental wellness
within the population.
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Section Two: Policy, Demography
2.1. Introduction
This section of the report briefly lays out the current national strategic framework for mental
health and outlines the demography of the KCCG.
2.2. National policy
The introduction of „No Health Without Mental Health‟ as a cross government strategy in
2012 gave an important message that mental health concerns all areas of government and
life, and is not just a Department of Health issue. The strategy sets out six key objectives:
more people will have good mental health;
more people with mental health problems will recover;
more people with mental health problems will have good physical health;
more people will have a positive experience of care and support;
fewer people will suffer from avoidable harm;
fewer people will experience stigma and discrimination.
„No Health without Mental Health‟ aims to ensure that those with mental health problems are
provided with services that improve outcomes both mentally and physically, and that the
mental health and wellbeing of the population as a whole is improved
The „Implementation Strategy‟ document sets out the developing outcome measures that will
underpin the delivery of the services and the roles that the NHS and a range of other
organisations have in delivering the strategy. This includes increased access to talking
therapies to a wide age range of people with a diverse range of problems from long term
conditions to severe mental health problems.
A report commissioned by the Royal College of Psychiatrists from the Academy of Medical
Colleges (2008), says, „There is a clear link between mental and physical health and an
urgent need to strengthen both the provision of mental health care to people with physical
illness and the quality of physical healthcare to those with mental health problems in general
hospitals and primary care‟. This preceded the publication of „No Health without Mental
Health‟ and reinforced the need to improve the physical health of those with mental health
problems.
A key theme within, ‟No Health without Mental Health‟, is that mental health is „everyone‟s
business‟ with good mental health and resilience being seen as fundamental to our physical
health, relationships, education, work and achieving our potential. By improving the mental
health and well-being of the population and ensuring the delivery of robust and
comprehensive mental health services for those who experience severe mental health
problems there are clear social and economic benefits alongside the benefits for those
individuals who suffer from severe mental illness.
The strategy recognises improved mental health and well-being is associated with a range of
improved outcomes for people of all ages and backgrounds which includes: physical health,
housing, education and work. Opportunities will also be taken to reduce the more risky areas
of health behaviours such as smoking, misuse of alcohol and drugs. There are, of course,
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some mental health problems which are long lasting and significantly affect people‟s lives
especially if they are not treated.
Better mental health and wellbeing services must be provided to the whole population
whatever their age, race, religion or belief, sex, sexual orientation, disability, marital or civil
partnership, pregnancy or maternity or gender re-assignment, and must recognise these
protected characteristics which are set out in the Equality Act 2010. Monitoring of this is part
of the Implementation Framework.
„No Health without Mental Health‟ talks about „recovery‟, and uses the term as it is used
within mental health services where it has developed a specific meaning. It has been defined
as „A deeply personal, unique process of changing one‟s attitudes, values, feelings, goals,
skills and/or roles. It is a way of living a satisfying, hopeful and contributing life, even with the
limitations caused by the illness. Recovery involves the development of new meaning and
purpose in one‟s life‟ (Anthony 1993).
„No health without mental Health‟ sets out a clear plan for improving the mental health and
wellbeing of the population while recognising the improvement that is still needed in the
provision of mental health services for those who suffer from significant and severe mental ill
health.
The document is wide ranging and requires that organisations and agencies work closely
together to ensure services are robust, effective and integrated. While there is some money
that may be allocated for specific services it will rely on excellent commissioning to ensure
the best use of all resources to enable targeted and evidence based services, choice in
excess of that currently available and improved access especially for those who are
disadvantaged in some way.
2.3. Demography
This section describes the existing population of Cornwall and how it might change in years
to come. Aspects of the health of the population are described in the broadest sense and
then relationships with mental health are explored.
2.3.1. Population change in the KCCG
Between the 2001 and 2011 the overall population of Cornwall grew by 6.7%. The largest
per cent increase was seen in the following age groups; 60-64 years (42.1%), 65-69 years
(34.4%), 20-24 years (27.3%), and those over the age of 90 years (23.0%).
In the coming ten years, the population of Cornwall is expected to increase 10% from the
2011 level. The largest percentage increase will be among older people. Those over the age
of 90 will experience a 77% population growth followed by those 70-74 years (47%) and
those 75-79 years (42%). This can be seen more clearly in Table 2.1.
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Table 2.1. Projected population by age group for the KCCG, 2011 - 2021

2.3.2. Life expectancy
Life expectancy at birth is a measure of general population health and health inequalities. It
is an estimate of how long a child born today might expect to live if current age and gender
specific death rates are applied throughout their life. In Cornwall life expectancy for males is
79.5 years and 83.5 years for females (2010- 2012). Life expectancy in Cornwall is slightly
higher, but not significantly different from England which is 79.21 years for males and 83.3
years for females.
2.3.3. Life expectancy, inequality and deprivation
The Slope Index of Inequality is a measure of health inequalities in life expectancy at birth
within a local area from the most to the least deprived. Based on death rates in 2006-2010,
there is a difference of 5.9 years in male life expectancy at birth between the most and least
deprived areas of Cornwall (shown here in deciles or tenths of the population by deprivation
score). The difference for females is 5.2 years. Figures 2.1 and 2.2 show male and female
life expectancy for Cornwall by deprivation quintile.
The relationship between life expectancy and deprivation is very stark when viewed in
Figures 2.1 and 2.2. As will be shown later in this report there is a strong relationship with
many mental health problems. This relationship is complex as there is strong evidence that
poor physical health leads to issues of depression.
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Fig 2.1. Male life expectancy at birth by deprivation deciles, Cornwall 2006-2010

It is also true that poor mental health can result in poor physical health. Some of this can be
related to deprivation (such as poor mental health leading to high levels of cigarette
smoking) which is related to deprivation. However, those with schizophrenia can have their
lives shortened by up to twenty years, but this does not have such an association with
deprivation.

Fig 2.2. Female life expectancy at birth by deprivation deciles, Cornwall 2006-2010

Healthy life expectancy (HLE), estimates lifetime spent in „Very good‟ or „Good‟ health based
upon people‟s own definition of their general health and disability-free life expectancy (being
free from a limiting persistent illness or disability). Healthy life expectancy is a useful high
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level outcome to contrast the health status of different groups of people in our community at
specific points in time and to monitor changes over time.
As life expectancy continues to increase in the UK, it is important to measure what
proportion of these additional years of life are being spent in good health or in poor health
and dependency. Healthy life expectancy provides a useful dimension of quality of life to
review against estimates of life expectancy.
Although healthy life expectancy in Cornwall is similar to the national average for both men
and women, this masks the significant variation between population groups within Cornwall.
The gap in healthy life expectancy between those with the best health for the longest and
those with the poorest quality of life is up to 12.7 years for men and 12.6 for women. This
underlines the need to tackle the social injustice of inequalities.
Cornwall ranks 110 out of 326 local authorities, based on rank of average score, Index of
Mulitiple Deprivation (IMD) 2010 figures. However there are wide geographic variations
between areas; Pengegon in Camborne is within the 2% most deprived areas in England
and Latchbrook South is at the other end of the spectrum at 94%.
Fig 2.3 shows where the greatest levels of deprivation are in Cornwall. This includes the
rank of those areas against all lower super output areas (LSOAs) in England (total of 32,482)
where a low score means a high level of deprivation.
The geography used to calculate the IMD means it is better at highlighting areas where there
are more concentrations of deprived people. This means that people living in large rural
areas are less likely to be highlighted in the IMD. People in rural areas can experience the
same deprivation as those in towns, but they are more challenging to reach because they
are remote from service centres.
Likewise there are pockets of deprivation which aren‟t highlighted because they are included
with more affluent areas. However, overall the IMD2010 is a very effective tool for showing
levels of deprivation at relatively small geographical units. This helps with the prioritising of
areas for investment to improve health and overall living conditions. So areas that are within
the top 10% or 20% of most deprived areas may find it easier to access grants and funding.
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Fig 2.3. Lower super output areas (LSOAs) in Cornwall by quintiles of deprivation as
measured by the Index of Multiple Deprivation (IMD 2010).

2.3.4. Causes of death
In 2012, there were 5,889 registered deaths for Cornwall. Most of these deaths 4,290 or
73% were caused by diseases of the circulatory system (30.3%, 1,783), cancer (29.3%,
1,724), and diseases of the respiratory system (13.3%, 783). Disease of the circulatory
system includes deaths from cardiovascular diseases such as coronary heart disease,
stroke and heart failure.
In figure 2.4 it shows that the fourth largest cause of death in Cornwall was mental health
and behavioural disorders, claiming 454 lives or 7.7% of deaths in Cornwall in 2012. The
majority of these deaths are likely to have been from organic illness such as dementia.
Dementia is dealt with in another separate needs assessment.
What it is not easy to outline is the part that mental health has played in deaths such as the
cancers where depression is likely to have made a significant contribution to the morbidity.
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Fig 2.4. Leading causes of death (2012 registered) for Cornwall

(Source: Vital Statistics, Office of National Statistics)
2.4. Behaviours and groups with increased risk factors for mental health
Issues such as the age structure of the population, levels of deprivation, ethnicity, education,
employment, poverty, rurality will all have an effect on the levels of positive or negative
mental health status. Up to half of all mental illnesses start before the age of 14 and there is
a social gradient within child mental health, suggesting that child poverty will be a risk factor.
Risk factors for poor mental health in adulthood include unemployment, lower income, debt,
violence, stressful life events, inadequate housing, fuel poverty and other adversity. Risk
factors disproportionately affect the mental health of people from disadvantaged and
marginalised groups. Those at higher risk include individuals who have experienced violence
or abuse, Black and minority ethnic individuals, those with intellectual disability and
homeless people. Prisoners have a twenty-fold higher risk of psychosis,32 with 63% of male
remand prisoners having antisocial personality disorder,33 compared with 0.3% of the
general population.8 Such groups are also at a higher risk of stigma and discrimination.
Targeted intervention for groups at higher risk of mental illness can prevent a widening of
inequalities in comparison with the general population, so knowing where these groups live
is an important part of the demographic profile.
Poor mental health underlies risk behaviours, including smoking, alcohol and drug misuse,
higher-risk sexual behaviour, lack of exercise, unhealthy eating and obesity. Risk factors and
behaviours cluster in particular groups. For instance, low income and economic deprivation
is particularly associated with the 20–25% of people in the UK who are obese or continue to
smoke. Smoking is responsible for a large proportion of the excess mortality of people with
22

mental illness. This population also experiences the highest prevalence of anxiety and
depression.
Men and women may experience different stressors, in particular women are more at risk of
experiencing domestic violence or abuse or sexual violence which has a strong impact on
their mental health. A quarter of women will experience domestic abuse in their lifetime4 and
research suggests that 35% to 75% of abused women experience depression or anxiety
disorders5. Estimates suggest that 50-60% of women within mental health services have
experienced domestic violence6 and 70% of female psychiatric inpatients and 80% of those
in secure settings have histories of physical or sexual abuse7.
The majority of injecting drug users are men (70% men versus 30% women) and „problem‟
drinking is higher among men than women8. Problem drinking is heavily associated with
mental illness (from anxiety and depression through to schizophrenia) and personality
difficulties. Heavy drinkers are more than twice as likely to die from suicide as non-drinkers.
Between 16% and 45% of suicides are thought to be linked to alcohol and 50% of those
'presenting with self-harm' are regular excessive drinkers9.
Around 8% of military veterans are estimated to have a mental health condition. Of those
veterans with mental health disorders around 5% may have PTSD, 13.5% a common mental
health disorder (or neurosis) and 18% alcohol related problems10. It is not currently clear
how many veterans are living within Cornwall, however The Royal British Legion is currently
developing a demographic veterans map for the UK.
A recent national audit of the health and well-being of homeless people included a sample of
people homeless in Cornwall. The audit found that 72% of homeless people have one or
more mental health needs11, this compares to around 23% of the general population12. A
third of homeless people with a mental health problem stated they lack the support to
address their mental health.
Additionally almost half of those surveyed said their mental health problem was a long term
issue36. Rates of reported stress, anxiety, depression and self-harm were high among the
surveyed homeless population, as were less common problems such as Post Traumatic
Stress Disorder, psychosis and affective psychosis. Rates of self-harm are estimated to be
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more than three times as high as among the general population and rates of depression
and/or anxiety around five times as high.36
Mental health problems can also lead to homelessness and is often given as a reason for
loss of tenancy. Conversely housing problems are often given as reasons for people being
admitted or re-admitted to inpatient care13.
Black Caribbean, Black African and Other Black groups have lower than average rates of
mental health referrals from primary care (GPs and community mental health teams) and are
over 40% more likely than the general population to be referred to mental health services
through the criminal justice system.14
Economic migration, such as the arrival of people from Eastern Europe is a modern
phenomenon, which brings particular challenges in terms of rights to treatment, cultural
expectations and norms, and language and communication, all of which needs to be
factored into service planning.
National estimates suggest 5-7% of the adult population are lesbian, gay, bi-sexual or
transgender and that the figure tends to be higher in urban areas. Based on an estimate of
6% would equate to around 28,043 people in Cornwall. Around 20% of LGBT people
responding to a Lifestyle Survey in Bristol reported experiencing discrimination for their
sexuality in 2009.
At the 2011 Census 21.4% of Cornwall residents considered themselves to have a limiting
long-term illness (LLTI). This includes 53,166 people with day to day activities limited a lot
and 60,429 people with day to day activities limited a little, a total of 113,595. People with
disabilities may struggle to find appropriate and fulfilling employment and may be more
socially isolated than others. This can increase their risk of mental health problems so
interventions that improve social mobility are important to this group.
Depression in older people is common and often unrecognised, often linked to ill-health,
disability and bereavement15. Building participation and active aging programmes within
communities, addressing sensory deficits and poverty reduction is essential and older
people should have access to „core services‟ such as social prescribing, talking therapies,
alcohol services and crisis teams as required16.
Cornwall has an extensive Dementia Strategy and work programme in place. In Cornwall
and the Isles of Scilly we expect to have a little over 9,000 people with dementia and expect
this figure to rise to 12,000 by 2021.
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The rural and peripheral nature of Cornwall, while not in itself is a pre-cursor to mental health
problems, does offer challenges for accessibility to services.

Main points of this section
Policy
„No Health Without Mental Health‟ a cross government mental health strategy
introduced in 2010 set out six key objectives:
o
o
o
o
o
o

more people will have good mental health;
more people with mental health problems will recover;
more people with mental health problems will have good physical health;
more people will have a positive experience of care and support;
fewer people will suffer from avoidable harm;
fewer people will experience stigma and discrimination.

The strategy aims to ensure that those with mental health problems are provided with
services that improve outcomes both mentally and physically, and that the mental
health and wellbeing of the population as a whole is improved.
A report commissioned by the Royal College of Psychiatrists from the Academy of
Medical Colleges (2008), says, „There is a clear link between mental and physical
health and an urgent need to strengthen both the provision of mental health care to
people with physical illness and the quality of physical healthcare to those with
mental health problems in general hospitals and primary care‟.
The strategy recognises improved mental health and well-being is associated with
improved outcomes in physical health, housing, education and work.
Work needs to be undertaken to reduce the more risky areas of health behaviours
such as smoking, misuse of alcohol and drugs.
2.3. Demography
Between 2001 and 2011 the population of Cornwall grew by 6.7%. The 60-64 years
cohort grew by 42.1%, the 65-69 years by 34.4% and those over 90 years by 23.0%.
In the next ten years, the population of Cornwall is expected to increase 10% from
the 2011 level with the largest percentage increase among older people. The 90 plus
cohort will grow by 77%; those 70-74 years by 47% and those 75-79 years by 42%.
Life expectancy in Cornwall is slightly higher, but not significantly different from
England which is 79.21 years for males and 83.3 years for females.
Using death rates from 2006-2010 there is a difference of 5.9 years in male life
expectancy and 5.2 years in female life expectancy between the most and least
deprived areas of Cornwall. There is a strong positive correlation with many mental
health problems and deprivation.
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As life expectancy increases it is important to measure what proportion of these
additional years of life are being spent in good health or in poor health and
dependency. Healthy life expectancy provides a useful dimension of quality of life to
review against estimates of life expectancy. Healthy life expectancy in Cornwall is
similar to the national average for both men and women. However, there is significant
variation between population groups within Cornwall, with a gap in between those
with the best health and those with the poorest quality of life is up to 12.7 years for
men and 12.6 for women.
Cornwall ranks 110 out of 326 local authorities, based on rank of average score,
Index of Mulitiple Deprivation (IMD) 2010 figures. However there are wide geographic
variations between areas; Pengegon in Camborne is within the 2% most deprived
areas in England and Latchbrook South is at the other end of the spectrum at 94%.
People in rural areas can experience the same deprivation as those in towns, but
they are more challenging to reach because they are remote from service centres.
In Cornwall in 2012, there were 5,889 registered deaths, most from diseases of the
circulatory system, cancer or diseases of the respiratory system. The fourth largest
cause of death was mental health and behavioural disorders, claiming 454 lives or
7.7% of deaths. The majority of these deaths are likely to have been from organic
illness such as dementia. Dementia is dealt with in another separate needs
assessment.
Issues such as the age structure of the population, levels of deprivation, ethnicity,
education, employment, poverty, rurality will all have an effect on the levels of
positive or negative mental health status.
Up to half of all mental illnesses start before the age of 14 and there is a social
gradient within child mental health, suggesting that child poverty will be a risk factor.
Risk factors for poor mental health in adulthood include unemployment, lower
income, debt, violence, stressful life events, inadequate housing, fuel poverty and
other adversity, individuals who have experienced violence or abuse, black and
minority ethnic individuals, those with intellectual disability and homeless people,
prisoners, those suffering domestic abuse, self-harm, LGBT, loneliness,
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Section Three: Methodology
3.1. Introduction
The aim of this section is to explain the three prevalence models used to estimate the need
for adult mental health services in the KCCG. This is followed with an explanation of the
variables used to map the interaction between demand and the supply of services.
In economic terms the need for a service can only manifest itself as a demand when that
service is actually supplied, so the number of people accessing a service is not a true
representation of need but an amalgam of the interaction between need and supply. A
simple example would be a person with depression who does not go to the GP. The GP‟s
QOF data for depression will not identify someone who has not accessed the service. This
could be for a number of reasons, but looking at data on those who access services without
looking at estimates of the numbers expected to access a service gives only a partial and
biased view.
So when considering needs in terms of prevalence in this report, it is useful to remember the
overlaps and influences of need and supply. To reiterate, need indicates where people can
benefit from an intervention or service and supply is what is actually provided. Supply may
be influenced by historical patterns of provision and political agendas. One aim of this needs
assessment is to identify how closely these two factors are aligned, and therefore, how well
needs are being addressed by the commissioners of mental health services.
The severity, duration and impact of mental illness varies hugely, and so prevalence data
alone for the various disorders will not provide all of the information required to estimate
medical and social care needs, or the extra considerations for education, employment,
acceptance, understanding and accommodation by society plus the reasonable adjustments
that are required for routine services for people who suffer with mental illness.
3.2. Three models of defining need
The three main models used in this report to identify need are the APMH cluster analysis;
the APMH prevalence model and the Singleton et al (2001) model. These models are
described over the next few pages but in brief the first two models extrapolate levels of
mental health morbidity from a national survey against the KCCG relevant population. The
other model is a more service orientated model which identifies expected numbers of the
local population that will be presenting from primary care through to specialist care.
It is reassuring that when the models are triangulated in terms of the KCCG population, the
total mental health population estimates are similar. These figures are then compared where
possible with performance data where it exists. Where it does not exist a gap is identified.
3.2.1. Adult Psychiatric Morbidity Study (APMS (2007)
The national surveys of adult psychiatric morbidity in households were carried out in 1993,
2000 and 2007 and a new survey is planned for 2014. Each of these surveys had a sample
size of around 10,000 people and they were designed to produce results representative of
the UK population at the level of NHS regions or ten year age groups.
The main aim of the surveys was to collect data on mental health among adults aged 16 and
over, living in private households. They are the primary source of information on the
prevalence of both treated and untreated psychiatric disorders and their associations. One
shortcoming of this system is that it does not take into account those in institutions, so when
looking at an area with a number of institutions there is liable to be an under-estimate.
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3.2.2. APMS (2007) cluster model of comorbidity
One of the problems of trying to identify the prevalence of particular mental health conditions
and extrapolating them to local populations is that of co-morbidity. The APMS (2007) used a
method of cluster analysis known as Latent Class Analysis. This is a form of cluster analysis
for finding sub-types of related cases from multivariate categorical data to model their
national data to explore levels of complex comorbidity.
Of the people with a psychiatric disorder, many have a combination of conditions that will
affect the severity of their mental health problem and their likelihood of needing to access
mental health services. Psychiatric comorbidity is known to be associated with increased
severity of symptoms, longer duration, greater functional disability and increased use of
health services.
The Adult Psychiatric Morbidity Survey 2007 identified and analysed the prevalence of six
distinct groupings of people with one or more mental health disorder. The conditions
included:
Generalised Anxiety Disorder (GAD)
Mixed anxiety and depressive disorder,
Obsessive and Compulsive Disorder (OCD)
Depressive episode, Panic disorder or any phobia (combined)
Alcohol dependence
Drug dependence,
Psychotic disorder
Borderline Personality Disorder (BPD)
Antisocial personality disorder, (ASPD)
Post-Traumatic Stress Disorder (PTSD)
Attention Deficit Hyperactivity Disorder (ADHD)
Eating disorder
Problem gambling
Attempted suicide.
The cluster analysis provided outlined below with the expected national prevalence for each
cluster.
Cluster 1: Unaffected (national prevalence 85.8%, of which 13.1% have one MH
condition)
Cluster 2: Moderate internalising (national prevalence 5.8%)
Cluster 3: Cothymia (national prevalence 2.1%)
Cluster 4: Comorbid internalizing (national prevalence 2.5%)
Cluster 5: Externalising (national prevalence 0.5%)
Cluster 6: Highly comorbid (national prevalence 0.1%)
The clusters are represented on the next page in graphic form to help understand how the
clusters move from unaffected for the majority of the population (the bottom of the pyramid)
where the average number of conditions per patient is 0.1 to the highly comorbid at the top
of the levels of severity, with a small number of people, but those people having up to eight
conditions each. The flow from bottom to top is more a representative view than a totally
accurate view as cluster four has a higher prevalence rate than cluster three.
The extrapolated numbers from the above in KCCG localities are shown in Table 3.1.
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Table 3.1. Co-morbidity of mental health cluster estimates for KCCG adult population
Cluster

% of adult
population
estimated to
be in
each cluster

Estimated numbers
In Cornwall

Cluster 1.
Unaffected

89%

Cluster 2.
Moderate
internalising

5.8%

413,528 (of which
54,172 will have one
MH condition)
26,949

Cothymia

2.1%

9,757

Comorbid
internalising

2.5%

11,606

Externalising

0.5%

2,323

Highly comorbid

0.1%

465

Target Group

Expected
level
of service
use

Broader well-being /
prevention

Low

Mental health issues
that may be dealt with
in primary care or
through psychological
therapies
Mental health issues
that may be dealt with
in primary care or
through psychological
therapies
Severe mental illness
dealt with in
secondary mental
health services
Predominantly
substance misuse
Severe mental illness
dealt with in
secondary mental
health services

Medium

Medium

High

High
Assumed
to be very
high

The clusters outlined in the table above and diagrams below outlines the potential need for
services for different groups and maps these to three main target groups of:
The broader well-being agenda
Mental health issues that may be dealt with in primary care and / or through
psychological therapies.
Severe mental illness dealt with in secondary mental health services.
A description of the clusters and the expected mix of the clusters extrapolated to the KCCG
localities are given below.
3.2.3. A description of each cluster
Cluster one: Unaffected
Most people (89%) assigned to the „unaffected‟ cluster were not identified with any of the
conditions in the model. Of the people in this cluster who were identified with a condition
(13.1%) had just one. This was most likely to be mixed anxiety and depressive disorder
(8.0%), alcohol dependency (3.0%) or drug dependency (1.3%). The proportion of people in
the unaffected cluster with any other condition was less than 1%. Everyone in the sample
who was not identified with a condition was a member of this cluster. The mean number of
conditions per cluster member was 0.1.
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89% n= 413,528

no condition
1. Unaffected
13.1% n = 54,172
one mental health
condition

8% n= 4,333
mixed anxiety and
depression
3% n= 1,625
alcohol dependency

1.3% n= 704
drug dependency

Cluster two: Moderate internalising
The moderate internalising cluster was composed mostly of people with a single internalising
disorder. Members of this group all met the criteria or screened positive for at least one
mental health condition: two-thirds (68.2%) for only one, and one-third (30.8%) for two
conditions. Most of them met the criteria for generalised anxiety disorder (59.2%). The only
other conditions to affect more than 6% of the sample were panic disorder or phobia
(20.9%), depressive episode (17.5%) and PTSD (15.4%). The mean number of conditions
per cluster member was 1.3.
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20.9% n=5,632 max
panic disorder or
phobia

68.2% n=18,379
Moderate
internalising

7.3% n= 26,949

59.6% n= 15,953 max
generalised anxiety
disorder

one condition
17.5% n= 4,716 max
depressive episode
30.8% n=8,300
two conditions
15.4% n= 4,150 max
PTSD

Cluster three: Cothymia
Everyone assigned to the cothymia cluster met the criteria or screened positive for two or
more conditions, and about one-quarter (23.1%) were identified with three or more
conditions. People in the cothymia cluster all met the criteria for mixed anxiety and
depressive disorder, and all had at least one of a range of other conditions. High rates of
externalising problems were observed among cluster members: 39.7% with alcohol
dependency and 19.9% with drug dependency. PTSD (36.5%) and eating disorder (14.1%)
were also highly represented in this cluster. The mean number of conditions per cluster
member was 2.3.

39.7% n=3,874
alcohol dependency

19.9% n=1,942
3. Cothymia
2.8% n=9,757

All met criteria for at
least two conditions &
23.1% (2,254) with
three plus conditions

drug dependency

36.5% n= 3,561
PTSD

14.1% n =1,376
eating disorde
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Cluster four: Comorbid internalising
Everyone assigned to the comorbid internalising group met the criteria or screened positive
for at least two conditions: four-fifths (83.0%) had three or more conditions. These conditions
covered a range of primarily internalising disorders, including: depressive episode (62.1%),
generalised anxiety disorder (53.3%), panic disorder or phobia (52.7%), PTSD (47.8%), and
obsessive and compulsive disorder (34.6%). Only the „highly comorbid‟ cluster had a higher
proportion of cluster members reporting attempted suicide in the last year (17.6% of
comorbid internalising, 28.6% of highly comorbid). Most of the respondents in the sample
with psychosis and BPD were in this cluster. While there was a moderate level of
externalising conditions such as alcohol dependency (24.2%) and drug dependency
(15.9%), these rates were lower than for the other three comorbid clusters. The mean
number of conditions per cluster member was 3.5.
62.1% n = 7,214
depressive episodes
53.3% n=6,191
generalised anxiety
disorder
52.7% n=6,122
panic disorder or
phobia

4. Comorbid
internalising
3.4% n=11,616

All had at least
two conditions.
83% (9,641) had
3+ conditions

47.7% n=5,541
PTSD

34.6% n= 4,019
OCD

24.2% n=2,811
alcohol dependency

15.9% n=1,847
drug dependency
Cluster five: Externalising
Less than 1% of the sample (n=39) were included in this cluster. They tended to meet the
criteria or screen positive for fewer conditions than members of the comorbid internalising
group. Three-quarters (76.9%) of members of the externalising cluster met criteria for two
conditions: these were almost invariably drug (94.9%) and alcohol (79.5%) dependency.
Other conditions for which cluster members met the criteria were problem gambling (12.8%)
and depressive episode (also 12.8%). This was the only cluster other than the highly
comorbid group in which antisocial personality disorder (7.7%) occurred (other than
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cothymia, where it was present in 0.6% of members). The mean number of conditions per
cluster member was 2.3.

94.9% n=1,695
drug dependency
79.5% n=1,420
5. Externalising

76.9% n=1,786

0.7% - n=2,323

two conditions

alcohol dependency
12.8% n=229
gambling
7.7% n=138
antisocial PD

Cluster six: Highly comorbid
This was an extremely small but highly comorbid cluster, accounting for just 0.1% of the
sample. All cluster members are likely to meet the criteria or have screened positive for three
or more conditions: in fact the mean number of conditions was extremely high at 8.0. All
seven respondents in the national survey had depressive disorder and panic disorder or
phobia; six had drug dependency; five had borderline personality disorder, alcohol
dependency, or generalised anxiety disorder. Four of the seven respondents in the cluster
had psychosis and four had antisocial personality disorder.

6. Highly Comorbid
0.1% - n = 465

3 or more conditions
(mean of 8)

Mix of: depressive disorder,
panic disorder or phobia, drug
dependency, borderline PD,
alcohol dependency,
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The last few pages have given a description and graphic representation of the clusters.
Table 3.2 gives the prevalence of each condition within each cluster and the average
number of conditions per cluster.
Table 3.2. Prevalence of conditions in clusters and average number of conditions per
cluster.

Table 3.3 gives the numbers expected in each cluster by KCCG locality area. It must be
stressed that these clusters were developed for national and regional level, so their accuracy
at such a small resolution could be questionable. However, the figures do give a basis for
discussion among professionals as to their validity and utility.
Table 3.3. APMS, 2007 extrapolated principal components analysis of co-morbidity by
KCCG locality.

Locality

Unaffected cluster

(Unaffected
cluster with
one MH
condition)

Moderate
internalising

Cothymia

Comorbid
internalising

Externalising

Highly
morbid

Coastal
Cluster

19,627

(2,571)

1,279

463

551

110

22

East Cornwall

77,266

(10,122)

5,035

1,823

2,170

434

87
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Falmouth &
Penryn

33,533

(4,393)

2,185

791

942

188

38

Mid Cornwall

69,093

(9,051)

4,503

1,630

1,941

388

78

Newquay

20,806

(2,726)

1,356

491

584

117

23

North
Cornwall

50,677

(6,639)

3,303

1,196

1,424

285

57

North Kerrier

46,858

(6,138)

3,054

1,106

1,316

263

53

Penwith

50,263

(6,584)

3,276

1,186

1,412

282

56

South Kerrier

23,462

(3,074)

1,529

554

659

132

26

Truro

21,942

(2,874)

1,430

518

616

123

25

Total

413,528

(54,172)

26,949

9,757

11,616

2,323

465

So looking at the above model extrapolated to the KCCG it shows 54k with one mental
health condition and 51,110 with one plus mental health conditions, giving an estimated
105k persons in the KCCG with one or more mental health conditions.
3.2.4. APMS specific prevalence’s model
National surveys of adult psychiatric morbidity were carried out in 1993, 2000 and 2007 and
a new survey is planned for 2014. Each of these surveys had a sample size of around
10,000 people and they were designed to produce results representative of the UK
population at the level of NHS regions or quinary age groups.
The main aim of the surveys was to collect data on mental health among adults aged 16 and
over, living in private households. They are the primary source of information on the
prevalence of both treated and untreated psychiatric disorders and their associations.
The tables below give the specific prevalence‟s for a number of conditions calculated to the
locality areas of the KCCG. Appendix C gives a more in-depth description of each conditions
and how the prevalence‟s change when looked at by factors such as age, sex and
deprivation.
The total number of patients identified by specific conditions is useful for giving an estimate
of the number of people that might be expected to be suffering with the above conditions.
However, if all these are totalled it comes to just under 135k people, as comorbidity is not
taken into account with this model.
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Table 3.4. APMS 2007 disease specific prevalence model applied to KCCG locality
groups for 16 years plus populations
Estimates of
eating disorder
in past year
with significant
impact

Estimated
number
with
CMHDs

Estimated
numbers
with
psychoses

15

0

3

2

Coastal Cluster

3,330

88

662

353

East Cornwall

13,109

347

2,604

1,389

Falmouth & Penryn

5,689

151

1,130

603

Mid Cornwall

11,723

311

2,329

1,242

Newquay

3,530

94

701

374

North Cornwall

8,598

228

1,708

911

North Kerrier

7,950

211

1,579

842

Penwith

8,528

226

1,694

904

South Kerrier

3,981

105

791

422

Truro

3,723

99

740

394

Total

70,160

1,859

13,939

7,434

Locality

APMS prevalence rate (%)

Estimated
numbers with
PTSD

Table 3.5. APMS 2007 disease specific prevalence model applied to KCCG locality
groups for 16 years plus populations

Locality

APMS prevalence rate (%)

Estimated
number
with
moderate
ADHD

More
severe
ADHD

Screened
positive for
anti social
personality
disorder in
last year

Screened
positive for
Borderline
Personality
Disorder in last
year

8

1

0

0

Coastal Cluster

1,808

11

66

88

East Cornwall

7,119

43

260

347

Falmouth & Penryn

3,090

19

113

151

Mid Cornwall

6,366

38

233

311

Newquay

1,917

12

70

94

North Cornwall

4,669

28

171

228

North Kerrier

4,317

26

158

211

Penwith

4,631

28

169

226

South Kerrier

2,162

13

79

105

Truro

2,022

12

74

99

Total

38,100

229

1,394

1,859

3.2.5. Singleton et al model
The two APMS models identified levels of severity and comorbidity through cluster analysis
and through prevalence for specific conditions. Singleton et al identifies the expected
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numbers to be receiving treatment dependent on the severity of their mental health
condition. Again a stepped model approach is a useful way to interpret and make sense of
the model. This is outlined below and graphically in Figure 3.1, but in real life the steps are
not so well demarcated. In this report steps two, three and four are covered. Step one will
form the focus of the next report for the Health and Wellbeing Board.
Step 1. No mental health problems (750 per 1k)
In very broad terms this covers about three quarters of the adult (16 years plus) population.
This group will have access to universal services and should be mindful to messages to
undertake behaviours that will maximise their ability to stay well as long as possible.
Steps 2 and 3. At risk of a mental health problem (250 per 1k) & visit a GP (230per 1k)
At any one time up to a quarter of the adult population are vulnerable to mental health
problems. Two gradations of support are universal and targeted services. As the name
implies, universal services are available to all, whereas targeted services are aimed at
specific groups, usually with the aim of reducing health inequalities.
This group should be a target group for health promotion and prevention and supported with
self-management of psychological and emotional wellbeing, social prescribing and peer
experts and mentors such as health trainers.
Step 4. Common mental health problems
Step four comprises coordinated care involving the primary care team, and includes
provision of low intensity therapies and links to employment support, carer support and other
social support services. Many patients will be supported well by an individual clinician, most
commonly a GP, but it could be a practice nurse, a health visitor, a psychological wellbeing
practitioner or a counsellor.
This step can also include high intensity psychological therapies and/or medication for
people with more complex needs (moderate to severe depression or anxiety disorders,
psychosis, and co-morbid physical health problems). Most of the conditions treated in this
step are known collectively as common mental health conditions.
Step 5. Community care
Step five comprises specialist mental health care, including extended and intensive
therapies. Well understood pathways must be in place between the primary care mental
health team. Community Mental Health teams operate across several practices, providing
specialist mental health care.
Step 6. Acute care
Acute care tends to be the most severe end of the mental health spectrum.

3.2.6. Discussion of the three models
The three models show different things. The first gives an insight into the expected levels of
co-morbidity, and the type of conditions that are co-morbid. The second model gives insight
into the numbers you might expect with specific mental health conditions. The third model
gives a more linear look at the expected numbers that might be expected at increasingly
more complex levels of service provision.
37

The second disease specific model is not additive and therefore is only useful for exploring
the numbers expected to be suffering with a specific condition. Extrapolating the other two
models to the KCCG population identifies the numbers in the population that do not have a
diagnosed mental health problem. The first APMS model identifies 413k of the adult KCCG
population as having no mental health problem, while the Singleton model identifies 403.8k
with no diagnosed mental health problem.
There will be a number of individuals within this group, as highlighted in the Singleton model,
that will have some form of mental health problem, but it is not diagnosed. There will also be
a large number in this cohort that will have sub threshold mental health conditions. This large
and vulnerable population are target groups for public mental health and wellbeing
interventions, and is the focus of the next report in this series.
The first APMS model identified 105k adults with some identifiable mental health problem.
The Singleton model identified 116.6k as potentially having a diagnosed mental health
problem, and 107k possibly seeking help for a mental health problem. These two models
looking at the problem from differing perspectives arrive at remarkably similar estimates of
the expected levels of mental health morbidity.
The use of cluster analysis within the first APMS model gives an amazing insight into the
levels and the complexity of comorbidity. An aim for the future would be to be able to model
comorbidity with mental health and physical health.
It can be seen that in the APMS cluster one there is no comorbidity and the most common
mental health problem by far is mild anxiety and depression (8% of that cluster). Alcohol and
drug problems also feature in this cluster, which is very much about the common mental
health problems that are the bread and butter of primary care.
Cluster two is still very much about primary care and common mental health problems but
with around one third of this cohort having two conditions. However, clusters two to six have
increasingly more complex and severe co morbidities. Clusters five and six both have high
levels of alcohol and drug dependency within them. One of the recommendations from this
work is to advise closer working with the DAAT team to identify the levels of co-morbidity
and how that is worked with.
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<10 per1k
of those diagnosed with a
MH problem will become an
inpatient

•Target group for recovery. There are
inpatient wards at Bodmin and
Camborne Hospitals and also a PICU
unit at Bodmin hospital.

450 - 500 in Cornwall

20-30 per 1k will be
referred to specialist
mental health services
9k to 14k in Cornwall

•Target group for recovery with
input from the GP & the
Community Mental Health
teams and other specialist teams
within Cornwall Partnership NHS
FoundationTrust, the provider of
secondary mental health care.

130 per 1k will be diagnosed as
having a mental health problem
60, 759 in Cornwall

230 per 1k will seek help from their GP
107,498 in Cornwall

250 per 1k @ risk of a mental health problem
116,846 in Cornwall

•Target group for
recovery.This group will
be managed by the GP
with a combination of
medication and/or talking
therapies.

•Target group for
health promotion
and prevention
services

•Target group
for health
promotion &
prevention
services

750 per 1k No mental health problem
467,384 in Cornwall

Fig 3.1. Singleton model extrapolated to KCCG population

The next section looks at the numbers generated by the models described above alongside
supply side information for common mental health problems.
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3.3. Supply side tools
The main tools used to identify the demand for mental health services are: QOF, ADQP,
Access rate to IAPT service, Pbr, Third sector performance figures, MHMDS, HES, Mortality
statistics and the NHS mental health benchmarking model. A brief description of each is
given in Appendix G.

Main points of this section
Need indicates where people can benefit from an intervention or service and supply
is what is actually provided. Supply may be influenced by historical patterns of
provision and political agendas. The aim of this section is to identify the methodology
that shows how closely these two factors are aligned, and therefore, how well needs
are being addressed by the commissioners of mental health services.
Three main models used in this report to identify need. Two are variations on the
APMH (2007) analysis and the Singleton et al (2001) model.
The APMS (2007) survey had a sample size of around 10,000 people and was
designed to produce results representative of the UK population at the level of NHS
regions or ten year age groups on mental health among adults aged 16 and over,
living in private households. This is the primary source of information on the
prevalence of both treated and untreated psychiatric disorders and their associations.
Two variations of this are used. The first is the disease specific prevalence‟s
extrapolated to the KCCG. The second is a cluster analysis known as Latent Class
Analysis.
This cluster analysis is used to explore levels of complex comorbidity. Psychiatric
comorbidity is known to be associated with increased severity of symptoms, longer
duration, greater functional disability and increased use of health services.
The third model (Singleton et al) identifies the expected numbers to be receiving
treatment dependent on the severity of their mental health condition. This is a
stepped model approach and is a useful way to interpret and make sense of the data.
The two models identified 105k and 116.6k adults as potentially having a diagnosed
mental health problem. These two models looking at the problem from differing
perspectives arrive at remarkably similar estimates of the expected levels of mental
health morbidity.
There will be individuals not in the above that will have some form of mental health
problem, but it is not diagnosed and there will also be a large number in this cohort
that will have sub threshold mental health conditions.
The use of cluster analysis gives an amazing insight into the levels and the
complexity of comorbidity. An aim for the future would be to be able to model
comorbidity with mental health and physical health.
It can be seen that in the APMS cluster one there is no comorbidity and the most
common mental health problem by far is mild anxiety and depression (8% of that
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cluster). Alcohol and drug problems also feature in this cluster, which is very much
about the common mental health problems that are the bread and butter of primary
care.
The main tools used to identify the demand for mental health services are: QOF,
ADQP, Access rate to IAPT service, Pbr, Third sector performance figures, MHMDS,
HES, Mortality statistics and the NHS mental health benchmarking model.
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Section Four: Common mental health problems
4.1. Introduction
This section looks at various estimates of prevalence for common mental health conditions
found in primary care, outlined in the previous section, and extrapolates them to the KCCG
population in order to identify the expected number of people we would expect to see with
mental health problems in the primary care sector. This is then compared with what we know
about the actual use of primary care services.
4.2. Common mental health disorders explained
One in six people are thought to suffer from a common mental health disorder, and mental
health is a common reason for people to visit their general practitioner or be off work on sick
leave. Common mental health disorders (CMD) encompass anxiety, stress and depression
which are generally treated in the primary care setting. Although these disorders are being
addressed in this section, it is acknowledged that these types of disorder can be severe
requiring secondary care. Also, people suffering more severe mental disorders can also
have co-morbidity with depression and/or anxiety.
Common mental health disorders (CMDs) are also referred to as „neurotic conditions‟. These
conditions cause marked emotional distress and interfere with daily function, though they do
not usually affect insight or cognition. CMDs comprise different types of depression and
anxiety. Symptoms of depressive episodes include low mood and a loss of interest and
enjoyment in ordinary things and experiences. They impair emotional and physical wellbeing and behaviour. Anxiety disorders include generalised anxiety disorder (GAD), panic
disorder, phobias, and obsessive and compulsive disorder (OCD). Symptoms of depression
and anxiety frequently co-exist, demonstrated for example by the high proportions meeting
the criteria for more than one CMD or for mixed anxiety and depressive disorder.
OCD is characterised by a combination of obsessive thoughts and compulsive behaviours.
Obsessions are defined as recurrent and persistent thoughts, impulses or images that are
intrusive and inappropriate and cause anxiety or distress. Compulsions are repetitive,
purposeful and ritualistic behaviours or mental acts, performed in response to obsessive
intrusion and to a set of rigidly prescribed rules.
4.2.1. Results from AMPS Clinical Interview Scale (revised) (CIS-R)
In the APMS, 2007 a scoring system for the common mental disorders was used. Appendix
C gives a more in-depth outline of it. The total CIS-R score ranged from 0 to 49. A score of
less than 12 indicated no clinically significant neurotic symptoms in the week prior to
interview, and most adults (84.9%) were in this category. Among the 15.1% of adults scoring
12 or more, 7.5% were in the range 12-17 indicating a level of neurotic symptoms that was
significant, but unlikely to warrant treatment. The other half (7.5%) had symptoms of a level
of severity likely to require treatment. The „all‟ rate for a CIS-R score of 12 or more of 15.1%
was extrapolated across the 16 years plus population of the KCCG, the results of which can
be seen in Table 4.1.
The 2007 survey found that nationally, 83% of respondents who scored 12-17 (presence of
symptoms of a CMD) were not receiving any treatment for a mental or emotional problem,
neither were 68% of people with a score over 18 (presence of symptoms likely to require
treatment).
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Table 4.1. APMS 2007 estimates of common mental disorders applied to KCCG
locality groups for 16 years plus populations

Locality

Practice
population
16+

CIS-R
12+

Coastal Cluster

22,053

15.1

East Cornwall

86,816

15.1

Falmouth &
Penryn

37,678

15.1

Mid Cornwall

77,633

15.1

Newquay

23,377

15.1

North Cornwall

56,941

15.1

North Kerrier

52,649

15.1

Penwith

56,475

15.1

South Kerrier

26,362

15.1

Truro

24,654

15.1

Total

464,638

15.1

Estimated
Number

Likely to
require
treatment

3,330

1,665

13,109

6,555

5,689

2,845

11,723

5,861

3,530

1,765

8,598

4,299

7,950

3,975

8,528

4,264

3,981

1,990

3,723

1,861

70,160

35,080

The APMS, 2007 methodology identified around 70,000 people in Cornwall and the Isles of
Scilly that might have a common mental health problem at any one time. About half of these
would be severe enough to require medical attention, although in the national survey around
68% of those who should have sought medical help did not. It would be thought that now a
greater percentage would have been recognised by their GP, as much work has been
undertaken in recent years in GP practices in the recognition of mental health problems.
The Singleton model identified around 62k with a single common mental health problem.
So comparing these two models varying estimates of common mental health disorders gives
a ball park of between 62,000 and 70,000 adults, around half of whom should be in touch
with primary care services. This triangulates very well with the cluster analysis which
identified that around 36.7k adults in Cornwall would be in contact with primary care for
common mental health problems.The next section looks at the numbers of people identified
with common mental health problems within Cornwall and the Isles of Scilly.

4.3. Supply of service for Common Mental Health Problems
This next stage looks at sources that have identified the numbers being treated for common
mental disorders in the KCCG and compares the results with the estimated prevalence‟s
discussed above.
4.3.1. Office of National Statistics (ONS) rate for depression for England, the South
West and Cornwall and the Isles of Scilly 2010/11 and 2011/12.
ONS data tends to run a couple of years behind due to the complexity of national collection
and interpretation. The ONS data, taken from the number of patients on the depression
register for 2011 and 2012 shows that the percentage of patients on the register in Cornwall
and the Isles of Scilly is higher than the South West and significantly higher than the
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England rate. The 2012 rate is greater than the 2011 rate for England, the South West and
Cornwall.
Table 4.2. ONS 2011 and 2012 comparison of rates for depression for England, the
South West & Cornwall and the Isles of Scilly

Estimated number of patients aged
18+

Number of patients on
depression register

Percent

2010/11

2011/12

2010/11

2011/12

2010/11

2011/12

England

43,578,391

43855136.45

4,878,188

5123948

11.19

11.68

South West

4,388,548

4,413,698

541,379

562911

12.34

12.75

Cornwall and Isles
Of Scilly PCT

449,004

451,244

56,959

59,218

12.69

13.12

This data shows that the rate of depression is increasing for the two years shown at national,
regional and local level. However, the local level is significantly higher than both the national
and regional level.
What is not obvious from this data is the severity of the level of depression, so it is difficult to
make assumptions how much of the depression falls into common mental disorders and how
much is the more severe end of the spectrum. While there may be severe end depression in
the above figures, other aspects of common mental health disorders, such as anxiety and
phobias, are not recorded. So while the data is useful in comparing the level of depression in
Cornwall and the Isles of Scilly with the South West and England, it is not helpful in
identifying local variation in common mental health disorders.
4.3.2. QOF recorded prevalence of depression by practice
Most CCGs nationally had high levels of depression recorded among those aged 18+ years.
It is recommended that these levels are considered in the context of a review of care
provided including psychological therapies (IAPT) and antidepressant prescribing, which is
what this section is addressing.
However, other indicators that might be related to rates of common mental illness include
prevalence of obesity, diabetes, and other long term conditions. In order to push parity of
esteem between mental health and physical health, it would be useful to cross tabulate a
number of QOF physical condition registers with the mental health registers, but this is not
currently possible. This is an area of future work.
The QOF prevalence by practice for 2011/12 for Cornwall shows a range of practice values
from a low of 5.0% to a high of 27.9%. The prevalence would be much higher if undiagnosed cases were taken into account. It is thought that QOF only identifies 30% to 50%
of depression in the community.
The APMS identified at national and regional level a strong relationship between depression
and deprivation. Figure 4.1 shows a scatter plot of KCCG practices Index of Material
Deprivation scores for 2011 (IMD11). The IMD11 practice scores are on the X axis. The
practice QOF depression rate as a percentage of all adults (18 years plus) are on the Y axis.
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IMD 2011 correlates at 0.398 with the QOF 2012 values for depression. While the correlation
is low, it is statistically significant and explains 16% of the variation as a linear regression
model. The results of the above are not age or sex standardised. What this means in simple
language is that there is a statistically significant relationship between deprivation and the
level of identified common mental illness
The Health for the Homeless practice is not included in this analysis. Two outlier practices
having the highest levels of deprivation also have a very high percentage of patients with
depression. In contrast another outlier practice has a high level of deprivation and yet a very
low level of patients identified with depression. This could be because the GP practice is not
very good at identifying patients with depression, or that few in the practice catchment suffer
from depression.
Fig 4.1. Practice IMD11 score (X axis) versus QOF 2011/12 practice depression scores
(Y axis).
30.0
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4.3.3. Prescribing data
The aim here is look at the prescribing of antidepressants by practice for the years 2009/10
to 2012/13 inclusive in order to look at trends over time and the relationship between
prescribing and deprivation and to explore any relationship between prescribing and the
uptake of talking therapies.
The unit of analysis is the average daily quantity (ADQ) for antidepressants by practice by
year. ADQs are analytical units produced in order to compare more accurately the
prescribing activity of primary care practitioners.
The antidepressant prescribing from each practice for the years outlined above was
calculated using BNF section 4.3. However, it was noted that a number of drugs more
aligned to secondary care were contained within this sub-set and might not be a fair
comparison with Improving Access to Psychological Services (IAPT) services, which are not
specifically targeted to the severe end of the mental health spectrum, so three runs of the
data were undertaken.
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The first included all three categories of „most common‟, „older style‟ and „rare‟
antidepressants. The second run was with „rare‟ removed from the list. The third run was
with „rare‟ and „older style‟ removed from the list. The reasons for this are that „rare‟ are
suspected secondary care drugs probably prescribed from serious secondary care episodes.
The „older style‟ antidepressants might indicate that a patient had been on that drug for
many years, and may be resistant to talking therapies. This leaves only the newer
antidepressants which might have a stronger association with those newer patients whom
would have the option of IAPT services.
Fig 4.2 shows the KCCG totals for each of the above options over the four years. It can be
seen that whichever option is taken the rate of rise in ADQ‟s each year is similar, rising
steadily each year in parallel making little difference to which level is taken for analysis with
IAPT services use. This might not hold true at the practice level.
Table 4.3. Anti-depressants included in the searches for calculating ADQs by practice.
Most Common
Citalopram Hydrobromide
Duloxetine Hydrochloride
Escitalopram
Citalopram Hydrochloride
Fluoxetine Hydrochloride
Fluvoxamine Maleate
Mirtazapine
Paroxetine Hydrochloride
Reboxetine
Sertraline Hydrochloride
Venlafaxine

Older style
Clomipramine Hydrochloride
Dosulepin Hydrochloride
Doxepin
Lofepramine Hydrochloride
Mianserin Hydrochloride
Nortriptyline
Trazodone Hydrochloride
Trimipramine Maleate
Tryptophan
Imipramine Hydrochloride

Rare
Agomelatine
Flupentixol Hydrochloride
Isocarboxazid
Moclobemide
Phenelzine Sulfate
Tranylcypromine Sulfate
Nefazodone Hydrochloride

At a practice level antidepressant use measured in ADQ‟s correlates at around 0.53 with the
practice IMD2011 score, and is statistically significant at the 0.05 level and with a regression
line of best fit it explains 28% of the variance (fig 4.3). This reinforces the relationship of the
national APMS with deprivation. To simplify this, the model shows that the relationship
between deprivation and prescribing of antidepressants is almost twice as strong as that of
deprivation compared with QOF data.
Table 4.4 shows the sum of ADQ of antidepressants by locality for years 2009/10 to
2012/13. It can be seen that each year there is a rise in antidepressant use across the
KCCG as a whole and in every locality.
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Fig 4.2.KCCG ADQ’s for years 2009 to 2012 inclusive (X axis = years; Y axis is ADQQ’s
of antidepressants
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Table 4.4. Sum of ADQ of antidepressants by locality for years 2009/10 to 2012/13

KCCG
Locality
Team
Coastal
E Corn
Fal_Pen
Mid Corn
N Corn
N Kerrier
NQ
Penwith
S Kerrier
Truro
Cardrew
& Health
4
Homeless
KCCG

Sum of ADQ
Sum of ADQ
Sum of ADQ
Sum of ADQ
antidepressant antidepressant antidepressant antidepressant
2009/10
2010/11
2011/12
2012/13
86.9
280.2
91.0
330.1
256.4
287.4
49.7
259.4
104.2
50.2

93.3
305.7
93.8
367.0
282.9
307.2
56.3
270.6
114.5
53.7

97.5
343.8
101.9
408.3
306.9
338.9
58.9
297.8
128.8
58.3

105.3
367.7
110.1
439.8
341.6
358.9
63.8
321.7
140.9
63.1

84.8

72.6

106.5

101.4

1880.3

2017.7

2247.7

2414.4
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Fig 4.3. 2012 ADQ of antidepressants prescribed (Y axis) by IMD2011 practice scores
(X axis).
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4.4. IAPT data
Improving Access to Psychological Therapies (IAPT) is an NHS programme rolling out
services across England offering interventions approved by the National Institute of Clinical
Excellence for treating people with depression and anxiety disorders. (See Appendix D for
more detail on IAPT nationally).
In Cornwall and the Isles of Scilly Outlook South West (OSW)were awarded the contract to
supply primary care mental health services to all practices in Cornwall. Under the „Any
Qualified Provider‟scheme, BEME, an offshoot of Cornwall Partnership NHS Foundation
Trust is also now providing primary care services since January 2013 alongside Outlook
South West.
Data supplied by Outlook South West (OSW) for the financial years 2009/10 to 2012/3
inclusive showed a very consistent number of referrals each year, and a consistent number
of patients not seen. Table 4.5 shows the consistency of the numbers referred from GP
practices, along with the numbers and the percentage not seen.
Table 4.5. Numbers referred numbers and percentage not seen for IAPT services in
Cornwall and the Isles of Scilly 2009/10 to 2012/13 inclusive.

Cornwall & IoS
2009/10
2010/11
2011/12
2012/13

No's
No's
not
Referred seen
13,089
5,145
14,631
5,631
14,443
5,238
14,785
5,571

% not
seen
39.3
38.5
36.3
37.7
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Table 4.5 shows the total IAPT figures for Cornwall & IoS figures for 2009 to 2012. The trend
in the Cornwall figures is replicated at a KCCG locality level. The last two years‟ worth of this
data is shown in Table x as an example of the overall trend.
Table 4.6. KCCG locality numbers referred and numbers & percentages not seen for
2011/12 and 2012/13.

Locality Group
Coastal
E Corn
Fal_Pen
Mid Corn
N Corn
N Ker
NQ
Penwith
S Ker
Truro
Health 4
Homeless
Cornwall

2011/12
2011/12 2012/13
2012/13
2011/12
2012/13
not
% not
not
% not
Referred
Referred
seen
seen
seen
seen
149
597
25.0
205
618
33.2
884
2435
36.3
991
2632
37.7
425
1164
36.5
449
1170
38.4
961
2530
38.0
977
2449
39.9
639
1743
36.7
601
1678
35.8
663
1820
36.4
730
1867
39.1
346
882
39.2
271
742
36.5
597
1648
36.2
639
1730
36.9
282
808
34.9
361
929
38.9
243
685
35.5
315
873
36.1
49
5238

121
14433

40.5
36.3

32
5571

97
14785

33.0
37.7

Given the very significant relationship between depression and deprivation outlined in
Section 3.2 and shown to hold true for prescribing it is surprising that there is no significant
correlation (0.17) between IMD practice score 2011 and the rate per 1000 patients seen by
OSW.
Fig 4.4. Rate per thousand adults referred to talking therapies (Y axis) by practice IMD
(X axis).
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From Fig 4.4 above it can be seen that the referral rate to IAPT services in a regression
model with practice IMD explains 13% of the variance and correlates at 0.36. However, Fig
4.5 below shows a regression model of the rate per thousand patients actually seen by IAPT
services, which explains only 6% of the variance and correlates at 0.25, with one practice
being an outlier.
Fig 4.5. Rate per thousand adults seen by talking therapies (Y axis) by practice IMD
2011 (X axis).
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Fig 4.6 shows practices ordered from most to the least deprived by practice IMD 2011 (blue
line). The green line shows the practice ADQ rate per practice for 2012/13. It can be seen
that if a line of best fit was put through the data it would produce a line parallel to the
deprivation line.
The red line on the graph shows the rate per one thousand patients seen within the IAPT
service by practice. It can be seen that if a regression line was drawn through this there
would be no relationship with deprivation.
The correlation between QOF depression rate for 2012 and the use of antidepressants is
0.44. The correlation between the QOF depression rate and talking therapies delivered for
the same period is 0.26. So while prescribing of antidepressants is strongly related with QOF
and both are strongly related with deprivation, there would appear to be little connect with
either in terms of IAPT services delivered.
This apparent lack of a relationship with deprivation, QOF and prescribing might be due in
part to GPs perceptions of people who might benefit most from talking therapies, with a
possible bias towards the educationally articulate sector of the population. This needs more
investigation. Another explanation can be found in the results of a research project into IAPT
in the South West, outlined below, which despite the above shows above average
performance for the south west.
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Fig 4.6. 2012/3 relationship at practice level between deprivation, antidepressant use
and IAPT rate of patients seen per 1000 patients.
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4.5. South West IAPT Evaluation Project October 2009 until Sept 2012.
This extensive project looked at service provision from all the IAPT providers in the South
West using two year‟s data, as indicated above. This possibly sheds light on the apparent
disconnect between previously looked at indicators and IAPT.
While the data collection periods are October to September rather than the financial year, it
is apparent that in 2009, GP referrals made up 88.2% of referrals and in 2010/11 GP
referrals made up 84.6% of referrals. Those that self-refer or come from sources other than
GPs would not show up in any relationship with the practice. In 2009/10 this amounted to
1,909 referrals, and in 2010/11 this amounted to 2,491 referrals.
Public Health data shows the practice level dropout rate between referral and access was
consistently around 39% in 2009/10 reducing to 37.7% in 2012/13. This study put it at 42%,
although six out of the 13 IAPT services under scrutiny had a higher dropout rate. In the
second year of the study OSW had the second shortest time from referral to first clinical
contact of 34 days. It also achieved the second highest rate of access of 21 per 1000 head
of population. Public health data at a practice level for 2012 shows an average access rate
of 20.5 per thousand population, with a range from 12 to 53 per thousand.
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Fig 4.7. Access rate by waiting time for South West IAPT services 2010/11.

The study shows that OSW had a time from referral to first clinical contact for the two years
of the study of 40 and 34 days respectively. While this appears to be a long period, as can
be seen in the graph above it is shorter than most other providers.
So in essence the South West report shows the following for OSW:
Barring one other IAPT service in the SW, they have seen the most people per head
of population and have the second highest access rate.
They were seeing more people more quickly, than most other services.
Their dropout rate was low compared to others in the region.
Recovery rates were the best in the study, with more people getting better than other
of the services. (The recovery rates were calculated using both PHQ and GAD).
There have been subtle differences in the delivery of services since the „Any Qualified
Provider‟ process saw the entry of BEME into the primary care market in Cornwall and the
Isles of Scilly.

4.6. Payment by results neurotic disorders
The third area to triangulate the demand for mental health services for common mental
health conditions is the number of patients clustered in the neurotic conditions of Payment
by Results (PbR) delivered by Cornwall Partnership NHS Foundation Trust (CFT), the
secondary care mental health service provider.
In very general terms clusters one to four are considered the less severe levels of common
mental health problems and are generally part of primary care services such as Outlook
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South West and BeMe. Clusters five to eight are the more severe end and are likely to be
under the auspices of the community mental health teams of CFT. However, this is a very
broad generalisation, some in clusters five to eight are held by the primary care teams and
some in clusters one to four have their needs addressed by the Community Mental Health
Teams of CFT.
Table 4.7. Neurotic patients by cluster July 2013.
Number of Clients by Cluster & Service Area

Adult
Community
Services

0 - Variance
1 - Common Mental Health Problems (Low Severity)
2 - Common Mental Health Problems (Low Severity with Greater Need)
3 - Non-Psychotic (Moderate Severity)
4 - Non-Psychotic (Severe)
5 - Non-Psychotic Disorders (Very Severe)
6 - Non-Psychotic Disorder of Over-Valued Ideas
7 - Enduring Non-Psychotic Disorders (High Disability)
8 - Non-Psychotic Chaotic and Challenging Disorders

10
40
94
326
958
190
77
238
237

There are 1,428 cases in clusters one to four and 742 in clusters five to eight, giving a total
across the county of 2,170. Table 4.8 gives the breakdown by KCCG locality group.
Table 4.8. PbR Common mental health problems and non-psychotic patients July 2013
by locality group.
8 - Non-Psychotic
Chaotic and
Challenging Disorders

7 - Enduring NonPsychotic Disorders
(High Disability)

6 - Non-Psychotic
Disorder of OverValued Ideas

5 - Non-Psychotic
Disorders (Very
Severe)

4 - Non-Psychotic
(Severe)

3 - Non-Psychotic
(Moderate Severity)

2 - Common Mental
Health Problems (Low
Severity with Greater
Need)

Cornwall

1 - Common Mental
Health Problems (Low
Severity)

Practice Group

Coastal Cluster
East Cornwall
Falmouth &
Penryn
Mid Cornwall
Newquay
No Practice
North Cornwall
North Kerrier
Penwith
South Kerrier
Truro

5
7

1
24

11
72

15
140

4
37

2
14

2
67

7
55

4
17
1

4
23
5
14
20
21
8
5

68
157
48
4
153
88
155
35
43

11
43
10

5
4
9
3
3

36
74
28
1
50
39
55
13
19

27
18
28
13
7

1
15
5
1
17
6
12
8
6

23
41
6
3
33
44
52
11
9

20
40
16
8
27
40
23
21
13

58

125

398

906

198

87

291

270

Not all patients will be subject to PbR.
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In any interpretation of these figures it needs to be remembered that not all patients in CFT
will be clustered into PbR and the above are a snapshot of those on the caseload at July
2013.
4.7. Use of the third sector
The KCCG commissions a range of mental wellbeing services including:
Befriending services
Specialist Counselling for survivors of rape or sexual abuse
Service user involvement and specialist grants
Community Development Workers for people from BME communities
Vocational workers to help people access training and enable them back into
employment
A Sanctuary House offering pre crisis support in a safe environment
Countywide freephone telephone and text support
The aim of these services is to:
Increase confidence
Decrease isolation
Improve feelings of wellbeing
Enable independent living and
Reduce hospital admissions/readmissions
These services focus on the process of recovery and look to enhance each individual‟s
personal strengths and abilities. They are generally delivered in a community setting,
enabling people to develop confidence by being part of a community, and helping to break
the cycle of loneliness. Integrating mental health groups in community settings also helps to
reduce the stigma of mental health and break down boundaries.
These services take a holistic approach to an individual, by focusing on things that are
important to the person, rather than the traditional „medical model‟ of treatment. They focus
on key areas such as life satisfaction, social networks, volunteering, employment and
training,
The KCCG will be reviewing the mental health and well-being services it currently
commissions from the Voluntary Sector to ensure that provision is fit for purpose, fits with the
Living Well:Pioneer model, equitable and in line with service user demand.
Among the services currently commissioned are the following:
West Cornwall Mind, Restormel Mind, Caradon Befrienders, Carrick Mind - Befriending
Cornwall Rural Community Council - Service User Involvement and Participation, Self Help
Grant, Individual Empowerment Grant
Pentreath – Vocational Workers, Community Development Workers, Enablement Project,
Primary Care Vocational Workers,
Nightlink – Free phone listening and text services
Rethink – Community services
Sea Sanctuary – Sea Based Therapy
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Oakleigh Sanctuary House – non crises sanctuary
CRASAC, Specialist Counselling
WRASC – specialist counselling
Main points of this section
The APMS, 2007 model identified around 70,000 people in Cornwall and the Isles of
Scilly that might have a common mental health problem at any one time. The
Singleton model identified around 62k with a single common mental health problem.
Comparing these two models varying estimates of common mental health disorders
gives a ball park of between 62,000 and 70,000 adults, around half of whom should
be in touch with primary care services.
The QOF prevalence for depression by practice for 2011/12 for Cornwall shows a
range of values from a low of 5.0% to a high of 27.9%. The prevalence would be
much higher if un-diagnosed cases were taken into account. It is thought that QOF
only identifies 30% to 50% of depression in the community.
The IMD 2011 correlates at 0.398 with the QOF 2012 values for depression. While
the correlation is low, it is statistically significant and explains 16% of the variation as
a linear regression model, so there is a statistically significant relationship between
deprivation and the level of identified common mental illness.
It can be seen that over the four years of the analysis, each year there is a rise in
antidepressant use across the KCCG as a whole and in every locality.
At a practice level antidepressant use measured in ADQ‟s correlates at around 0.53
with the practice IMD2011 score, and is statistically significant at the 0.05 level and
with a regression line of best fit it explains 28% of the variance. This shows that the
relationship between deprivation and prescribing of antidepressants is almost twice
as strong with deprivation as QOF data.
The four years of the study for the financial years 2009/10 to 2012/3 inclusive
showed a very consistent number of referrals each year, and a consistently high
percentage of patients not seen (36% to 39%). This represents a large waste of
resources, although apparently this figure is now much reduced.
Interestingly, there is no significant correlation (0.17) between IMD practice score
2011 and the rate per 1000 patients seen by IAPT services. This apparent lack of a
relationship with deprivation, QOF and prescribing might be due in part to GPs
perceptions of people who might benefit most from talking therapies, with a possible
bias towards the educationally articulate sector of the population. This needs more
investigation.
A South West IAPT report shows the following for OSW:
o
o

Barring one other IAPT service in the SW, they have seen the most people
per head of population and have the second highest access rate.
They were seeing more people more quickly, than most other services.
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o
o

Their dropout rate was low compared to others in the region.
Recovery rates were the best in the study, with more people getting better
than other of the services.

There have been subtle differences in the delivery of services since the „Any
Qualified Provider‟ process saw the entry of BEME into the primary care market in
Cornwall and the Isles of Scilly.
The KCCG commissions a range of mental wellbeing services including: befriending
services, specialist counselling for survivors of rape or sexual abuse, service user
involvement and specialist grants, community development workers for people from
BME communities, vocational workers to help people access training and enable
them back into employment, a Sanctuary House offering pre crisis support in a safe
environment, countywide freephone telephone and text support.
The aim of these services is to: Increase confidence, decrease isolation, improve
feelings of wellbeing, enable independent living and reduce hospital
admissions/readmissions
These services focus on the process of recovery and look to enhance each
individual‟s personal strengths and abilities. The KCCG will be reviewing the mental
health services it currently commissions from the Voluntary Sector to ensure that it is
fit for purpose and in line with service user demand.
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Section Five: Severe and Enduring Mental Health Problems
5.1. Introduction
The aim of this section is to look at the prevalence for the more severe spectrum of mental
health disorders as identified by Singleton et al, and to compare this with the levels of
demand for services explored in the methodology chapter.
The Singleton model identified that 20 to 30 persons per thousand would be referred to
specialist mental health services. This extrapolated to the KCCG population would equate to
between 9k and 14 k referred each year to specialist mental health care, where the core
principles are:
recovery: working alongside patients to enable them to follow their own recovery path
personalisation: meeting the needs of individuals in ways that work best for them
co-production and partnerships: delivering services with (rather than for) people with
mental health problems
collaborative care: working with people as experts in their own mental health
promoting social inclusion
prevention through public health strategies and early interventions
promotion of mental health
pathway working: building on the stepped care approach from primary care and
viewing mental health services as a system rather than a series of isolated services.
These patients are likely to include people:
with severe depression, some anxiety disorders, psychosis (such as schizophrenia or
bipolar disorder), and severe personality disorder
with complex needs (e.g. those who are mentally ill and homeless, or with addiction
issues)
whose problems have proved intractable to primary mental health care (e.g. those
with resistant depression)
with unusual or uncommon conditions
who present a risk to themselves or others, and whose management is outside the
competency or scope of primary mental health care (e.g. suicidality).
While around a third of people with serious and enduring mental illness are managed solely
by GPs in primary care, Cornwall Foundation Partnership NHS Trust (CFT) is the
commissioned specialist secondary care provider of severe and enduring mental health
services. Some services are commissioned via a Section 75 agreement with Cornwall
Council, NHS Kernow and Cornwall Foundation Partnership Trust.
In addition to the community mental health teams (CMHTs), other specialist services are
provided by CFT within the block contract, including:
assertive outreach teams (AOT)
early intervention in psychosis teams (EIP)
crisis response and home treatment teams (CRHT)
rehabilitation services
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personality disorder teams
services for autistic spectrum (and other neuropsychiatric) disorders
perinatal mental health services
psychiatric liaison
Community Forensic Team
In patient services
Community Eating Disorder services
Estimated need calculated in previous sections is contrasted here with national
benchmarking information for 2013 data. While these data are not totally up to date they give
a flavour of the interface between need and demand for people with severe and enduring
illness in Cornwall.
5.2. Overall patient numbers with CFT
Data extracted from the Mental Health Minimum Data Set for Cornwall and the Isles of Scilly
Primary Care Trust (CIOSPCT), now Kernow Clinical Commissioning Group, and Cornwall
Partnership Foundation NHS Trust is shown in Table 5.1. (For more information on the
Mental Health Minimum Data Set see Appendix E). The table shows the number of people in
contact with CFT adult and elderly secondary mental health services by the highest level of
care they received during the year for the years 2008/11. The number of open episodes of
care for quarters 2,3 and 4 in 2012 and the number of open episodes for June 2013.
Many of these people will have had more than one episode of care during the year or
received care from more than one provider, but each person is only counted once. The
numbers are divided into those whose care during the year included at least one day as an
inpatient (admitted), those for whom there are records of contact with outpatient or
community services or a CPA review, but who did not spend any time as an inpatient (only
non-admitted) and those for whom no kind of contact, attendance or time in hospital was
recorded during the year (no care). Each person is counted in one category only, with
„admitted‟ ranked first and „no care‟ last.
While the complete data is very old, it is the last published years. However, the MHMDS is
now being published on a monthly basis, but the data available is currently limited, but will
be expanded in the near future.
Table 5.1. CIOSPCT & CFT activity

Period
Annual
Annual
Annual
Quarter 2
Quarter 3
Quarter 4
June 2013

Year
200809
200910
201011
2012
2012
2012
2013

only nonadmitted admitted
765
8,744
687
8,153
630
10,801

no
care
72
104
150

all care
9,581
8,944
11,581
8,657
8,474
9,543
6,937
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It can be seen that overall activity is increasing in the three years shown and in 2010/11 over
11.5k patients were under the care of the trust at some point in the year. In 2012 quarter
two, 8,657 records were recorded. In quarter three it was 8,474 and in quarter four, there
were 9,543 „total records‟. Results from the MHMDS for June 2013 show that for CFT there
were 6,937 cases. So while the recording periods over time have changed, the figures are
quite consistent.
Payment by Results (PbR) returns for October, November and December 2013 averaged
8,340 cases clustered. Not all activity is clustered, but the triangulation of the above data
gives a strong indication that the estimated need of 9 to 14 thousand persons with severe
and enduring within the KCCG appears to be matched by service demand. If anything it is on
the light side of the overall estimate. However, a number of GPs will be holding cases of
severe and enduring illness of patients without recourse to secondary mental health
services. It is not possible to estimate how many patients this will be. While severe and
enduring mental health problems are long term conditions, many will be living lives without
recourse to specialist mental health services.
5.2.1. NHS Benchmarking Network 2013
The NHS Benchmarking Report for 2013 had 57 organisations contributing. The 2013 report
uses weighted population as the denominator wherever population based benchmarking
metrics are used. The methodology is that developed by the Department of Health for use in
the Exposition. The Exposition Book methodology weights for a number of factors including
population age, sex, ethnicity, prevalence and needs. It is transparent and has validity and
reproducibility, and the weightings give a very useful comparison against peers in other
areas.
The national mental health benchmarking scheme identifies how well a trust is delivering
services. It does not directly identify how well the mental health needs of the population are
being met. However, as a large number of the variables in the benchmarking data are
calculated back to the weighted adult population it can act as a proxy in lieu of more direct
links between the need, demand and supply of services.
5.2.2. Community Mental Health Teams
Community Mental Health Teams (CMHTs) provide a community based assessment and
treatment service for people suffering mental health problems who are over the age of 18.
The teams include clinicians from a number of different professional backgrounds, including
mental health nurses, psychologists, psychiatrists and occupational therapists. There are
currently six teams across Cornwall and they work closely with GP practices, although this
configuration is under review.
Most people who come into contact with mental health services will be treated by a
community mental health team. The team may call on the expertise of other teams in CFT if
they think it would help recovery.
Community mental health teams caseload per 100k weighted population
This explores the range of provision by examining the total caseloads of all community
teams per 100,000 population served. The analysis used here consolidates the totality of
service provision for Generic CMHTs, Crisis Resolution and Home Treatment, Assertive
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Outreach, Early Intervention / Early Onset Psychosis, Assessment and Brief Intervention,
Rehabilitation and Recovery, Older People, Memory Services, and other adult CMHTs.
The denominator used is the total catchment population served by each Trust or Health
Board for community mental health services. It is recognised that local service models for
community mental health will contain variation across participants.
The mean position reported for all participating trusts is that 2,098 service users are included
in total CMHT caseloads per 100,000 population served (an overall rate of 1.8% of
catchment population). The quartile range is from 1,381 to 2,250. The overall reported
caseload prevalence range is from a low of 0.5% to a high of 6%.

The CFT community mental health team‟s caseload per 100k weighted population is around
4.5k, significantly above the mean value of 2.25k. This extreme value could be for a number
and combination of reasons including:
Keeping cases open too long
GPs holding fewer cases themselves compared to other benchmarked services and
making more referrals than might be expected
Better detection for those requiring services
Other services such as IAPT under performing

Community mental health teams contacts per 100k weighted population
The absolute level of activity in terms of contacts delivered to service users shows a similar
level of variation across participant Trusts. The range of provision is from a low of 13,175
contacts provided to a high 64,858. The mean position is 38,493 contacts per 100,000
population served. This is an important benchmark which can be compared to other metrics
including caseloads and contacts per staff member, and the provision and utilisation of
inpatient services. This comparison includes all contacts, face to face and non-face to face.
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The CFT community mental health teams contacts per 100k weighted population is around
62k, significantly above the mean value of 38,493. While contacts is a poor metric this value
is likely to be high in CFT as a result of the high level of caseload shown in the last variable.

Referrals made per 100k weighted population
The extent to which referrals are accepted by participating trusts shows a mean position of
85% of all referrals to CMHTs being accepted. Eighteen organisations accept over 95% of
referrals, whilst four organisations accept 50% or less of referrals.
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CFT referrals made per 100k weighted population at nearly 14k are the second highest of
the benchmarked services and excessively above the mean of around 5k. If this is not a data
error it needs closer investigation to find out why the data is so far away from the expected
values. The majority of referrals into the system would be from GPs, so is GP behaviour for
Cornwall and the Isles of Scilly different to the rest of England?

Referrals accepted as a percentage of referrals made
It can be seen that the mean level of referrals accepted is around 84% with a median value
of around 90%.

62

CFT referrals accepted as a percentage of referrals made are around 70%, significantly
below the mean and median values. However, considering the staggering level of referrals to
the service, this is not really surprising.

Average CMHT DNA rate (%)
The pooled average DNA rate for all community teams for participating trusts shows a mean
DNA position of just under 10% across participants. The quartile ranges are from 6% to
12%.

The CFT average CMHT DNA rate (%) is around 8%. This given the level of referrals and
caseload is a very credible figure.
Caseload of specific teams within the CMHT
The caseload of specific teams is not given in the 2012/13 benchmarking data. However it
was in the 2011/12 benchmarking exercise. This data is now getting old and would not
match particularly the 2012/13 data, but it is reproduced below for interest.
It has to be remembered that participating trusts will have differing configurations for
delivering services, so the mean values of participating trusts is not necessarily a good guide
to the CFT value.
2011/12 Benchmarking rates of specific teams per 100k weighted population.

Generic CMHT
Assertive Outreach
Crises Resolution & Home Treatment
Team
Early Intervention
Forensic

Max
2050
150

Min
100
10

Mean
750
40

CFT
600
50

300
102
340

5
10
2.5

45
45
40

10
42
25
63

Rehabilitation Team
Other

410
1600

5
10

100
250

10
120

The „other‟ label covers teams not included in the specific list above. As an example the CFT
specialist perinatal and veterans team clients would be included in „other‟ as those teams are
not listed. The CFT teams that stand out as different to the national mean figures are the
rehabilitation team and the Crises resolution and home treatment team and other. Details of
the specialist teams operated by CFT are outlined in Appendix F.
NHS Benchmarking project inpatient provision
In Cornwall there are 54 adult acute commissioned mental health beds distributed between
Longreach Hopsital (Bay 30 beds) in the west of the county and Bodmin Hosptial (Fletcher
16 beds), in the East of the county, with eight intensive care beds.
5.2.3. Acute beds per 100k weighted population
Benchmarking analysis reveals variation in provision across the NHS from 11 beds per
100,000 population to 63 beds per 100,000 population. The median position for adult acute
beds is 22.6 beds per 100,000 population, with a lower quartile position of 20 beds and an
upper quartile position of 28 beds.

CFT acute beds per 100k weighted population are firmly in the lowest quartile at around 17
acute beds per 100k weighted population.
Adult acute bed occupancy 100k weighted population
Analysis of bed occupancy data for Adult Acute beds reveals a median occupancy rate of
90% across participants. The range in occupancy is relatively low with lower quartile at 84%
and upper quartile at 95%. Three participants report occupancy levels of less than 80% and
two also report occupancy at 100% or over. This position is reported for occupancy
excluding leave. All charts relating to occupancy, bed days, and average lengths of stay use
actual incurred bed days rather than positions including leave.
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CFT adult acute bed occupancy 100k weighted population falls within the top quartile at
close to 100%. A possible reflection on the low number of beds per 1k weighted population.
Adult Acute Admissions per 100k weighted population
The number of admissions to acute adult beds has been benchmarked per 100,000
weighted population. This reveals a range of utilisation across the NHS. Key determinants of
the number of admissions will include local needs, the number of beds provided by each
Trust, and the length of stay of patients and availability of beds for new admissions. This is
profiled below and shows a median position of 247 admissions per 100,000 working age
adult population, and a mean position of 247 admissions per 100,000 population.
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CFT adult Acute Admissions per 100k weighted population falls in the bottom quartile at
around 175 adult acute admissions per 100k weighted population. This would suggest that
the community teams work hard to prevent admissions or there are simply not enough beds.
Adult Acute bed days per 100k weighted population
The number of occupied bed days for adult acute beds is shown per 100,000 population.
The data used for this comparison relates to bed days incurred and excludes patient leave.
The range on this benchmark is influenced by the number of beds provided and the average
length of stay of patients. A six fold range is observed across the distribution with from
around 2,900 occupied bed days per 100,000 population to over 13,000 bed days per
100,000 population. The mean position reported is 7,806 beds days per 100,000 population
with quartile ranges from 6,559 to 8,605 bed days per 100,000 population. Cross referencing
to the extent of community services provision will also inform the debate on what the
appropriate balance of care is between hospital and community based mental health
services.

CFT adult Acute bed days per 100k weighted population is in the middle of the bottom
quartile at around 6k acute bed days per 100k weighted population. This again would
suggest that the community teams work well to prevent admissions.

Mean length of stay in adult acute
Average length of stay for adult acute admissions is a key performance measure for mental
health providers. Mean length of stay averages 30.5 days across the participant Trusts.
The range in mean length of stay reported is interesting with outliers identified at both ends
of the spectrum. Length of stay is influenced by a number of variables including; the acuity of
the caseload, extent of delayed transfers of care, and ability to hand patients over to
community based services. Trusts with fewer beds tend to have greater pressure on length
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of stay due to potentially higher acuity levels in patients that are admitted to beds. Please
note that the comparisons shown below show mean length of stay excluding leave. This
position has not been adjusted for outliers (long-stay and short-stay patients).

CFT mean length of stay falls into the top quartile at around 38 days against a mean for all
participants of 30.5 days.
Adult Acute emergency readmissions within 30 days of discharge
The number of patient readmissions is a key performance measure for providers and
commissioners and can be used as a proxy for service quality. This benchmark focuses only
on unplanned readmissions within 30 days of discharge. Reasons for readmissions can
include patients being discharged to receive secondary medical services, and in some cases
patients being discharged too early or a lack of appropriate community support. Below
shows a median position for readmissions of 8% with quartile ranges from 6% to 11% (also
reductions on previous year levels). The overall rate for readmissions is very close to that
reported in other healthcare sectors.

67

The CFT readmission rate is around 6% against a median value of 8% for all benchmarked
providers.
5.2.4. Bed Provision Benchmark Older Adult beds
The benchmark denominator used here is the number of older adults expressed per 100,000
weighted population aged 65+. The mean rate of provision is 61 beds per 100,000
population aged 65+. The median level of provision is 57 beds per 100,000 population (aged
65+).
Analysis of occupancy rates for Older Adult beds for all the bench marking participants
reveals median occupancy levels of around 82%, which is lower than the 90% reported for
working age Adult Acute beds. The quartile ranges are from 74% occupancy to 91%
occupancy. Reasons for this position included the existence of transitional bed models
where service models are in the process of change and the impact of cost improvement
programmes on the number of beds that can be staffed.
In Cornwall Garner Ward, located within Bodmin Hospital, has 24 beds and undertakes the
assessment and care of primarily older people with organic mental health problems such as
dementia. The ward staff are responsible for providing assessment and short-term treatment
to people with dementia or complex care needs, with the aim to get patients back to a level
of functioning, that allows them to return home to their family or make the transfer to a care
home.
Older adult bed occupancy
Analysis of the number of occupied bed days per 100,000 population shows the median
position is 17,453. The reduction in occupied bed days is above that expected from the
reduced number of beds reported by participants. The number of occupied bed days can
also be compared with average lengths of stay.
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The number of occupied bed days reported has quartile ranges from 2013 of 13,365 to
21,388. A small number of outliers are evident at the top of the range. The number of
occupied bed days links with the number of beds provided and Trust occupancy levels.

CFT older adult bed occupancy rate is the lowest for all those trusts benchmarked at around
52%.
Older Adult admissions per 100k weighted population
The number of admissions per 100,000 weighted population for Older Adult services is
shown has a median position of 247. Quartile ranges for 2013 are from 201 to 308 with an
overall mean position of 267 admissions per 100,000 population aged 65+.
The number of admissions will be influenced by both local needs and local capacity. Trusts
with higher levels of capacity tend to have higher levels of admissions. Length of stay within
older adult bed based services is also a relevant indicator in comparing provision and
utilisation arrangements.
The extent of provision arrangements for continuing healthcare beds in Local Authority and
independent sectors will also have an impact on the demand for older people‟s mental health
beds.
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The number of admissions per 100k weighted population for older adult‟s services for CFT is
not only the highest of the benchmarked providers, it is also an extreme outlier with over 200
admissions more per 100k weighted population than the next highest trust.
Older adult bed days per 100k weighted population.
Analysis of the number of occupied bed days per 100,000 population shows the median
position is 17,453. The number of occupied bed days can also be compared with average
lengths of stay.
The number of occupied bed days reported has quartile ranges from 2013 of 13,365 to
21,388. A small number of outliers are evident at the top of the range. The number of
occupied bed days links with the number of beds provided and Trust occupancy levels.

70

CFT has the highest number of adult bed days per 100k weighted population and is an
extreme value.
Older Adult – length of stay and delayed transfers
Analysis of length of stay for older adult beds presented here have not been adjusted for
outliers (long and short stay patients) and reflect the actual number of bed days used during
2012/13. Length of stay in old age beds is generally longer than for acute adult services and
links to the conditions being managed and the prevalence of many long-stay patients on
older people‟s wards. Analysis of participants‟ data confirms a mean length of stay of 68
days on older adults wards. The median length of stay observed is 64 days with quartile
ranges from 53 days to 76 days. The range noted amongst participants should provide
opportunities for participants to learn from the practice that has for some Trusts managed to
reduce lengths of stay significantly in recent years.
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CFT mean length of stay for older adults is around 88 days, significantly higher than the
median length of 64 days for all benchmarked trusts.
Delayed transfers of care
Delayed transfers of care do make a major contribution to extended stays on older people‟s
wards. Delayed transfers of care shows a range from less than 1% up to 19%, this uses a
benchmark whereby the number of days attributable to delayed transfers of care are divided
by the total number of occupied bed days for older adults. The mean position is 7% of bed
days are attributable to delayed transfers of care on older adult mental health wards. The
quartile range is from 2.6% to 12%. It is expected that this data is robust as it is based on
SITREP returns for monitoring delayed transfers of care. The relatively wide quartile range
suggests there is scope for learning from good practice sites with potential for benefits for
those participants with on-going pressures and high rates of delayed transfers of care. Six
participant organisations manage to achieve delayed transfers of care at 2% or less of total
bed days for older people‟s mental health services.
CFT‟s position for this is not recorded.
Older Adult emergency readmissions within 30 days of discharge
Analysis of readmissions uses the same methodology as for adult acute re-admissions. The
number of patient readmissions is a key performance measure and can be used as a proxy
for service quality. This benchmark focuses only on unplanned readmissions within 30 days
of discharge. Reasons for readmissions can include patients being discharged to receive
secondary medical services, and in some cases patients being discharged too early or a lack
of appropriate community support. The data provided shows reduced levels of readmissions
when compared to working age adult wards. Readmission rates average 4% (mean position)
and have a quartile range from 2% to 6%. A small number of outliers exist within the data set
which require validation with participants.
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CFT is around the mean at just over 4%.
5.2.5. Specialist Beds
Mental health Expert reference group members agreed to include specialist beds within the
scope of the 2013 benchmarking project. Specialist beds can be delivered for both core
district populations and also for external populations. Beds can be commissioned locally or
through specialist commissioning routes, these beds are sometimes also traded
commercially. Due to the varied range and coverage of specialist bed portfolios it is not
possible to robustly benchmark them on a per capita population basis. However, it is
possible to draw comparisons of bed provision, utilisation, and length of stay which will add
value to the knowledge base of Trusts and Health Boards.
Similar to an intensive treatment unit in a general hospital, Harvest provides intensive
psychiatric treatment to people aged 18 years or above who, because they are mentally very
unwell, need a level of nursing input that cannot be provided on a normal mental health unit.
The unit supports people from Plymouth (4 beds) and Cornwall (8 beds), and works closely
with hospital staff at Bodmin and Longreach and the low secure units.
Mean length of stay in PICU beds
The mean length of stay in PICU beds across participant organisations relates just to the
PICU element of the patient stay and is actual bed days including short and long stay
patients. The data shows a mean length of stay across all participants of 48 days with
quartile ranges of 31 and 52 days. The full data range is from 7 to 135 days highlighting the
potential for further review of PICU utilisation and pathways in future benchmarking cycles.
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CFT PCU mean length of stay is around 32 days, well below the mean value of 48 days.
PICU bed occupancy
PICU bed occupancy is a much discussed performance measure with providers keen to
ensure appropriate patient flow and good levels of occupancy. PICU wards typically have
high staffing to patient ratios in line with the intensive care model and are key contributors to
local system demand management arrangements.
PICU services have expanded in recent years with the NHS making great advances in
developing its own local capacity and reducing the need to refer to the private sector for
patients who have higher level of needs. In many health systems this has been so
successful that very few patients now need to be referred to the private sector for intensive
care placements. Occupancy rates in PICUs show a mean occupancy of 81%. There is a
relatively narrow quartile range from 75% to 93% occupancy. Ten Trusts achieve occupancy
rates of 95% or higher for PICU.
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CFT PICU bed occupancy rate is around 70% and falls significantly below the mean and
median values of the bench marked group.
Fettle House (18 beds) Rehabilitation Service
The rehabilitation service at Fettle House, in the grounds of Bodmin Hospital provides
rehabilitation support for people with a long term mental illness, with the aim of helping them
to live more independently.
This service is designed to allow a phased approach to discharge and/or some additional
support. The aim is to help residents to return to their own home or move to a place outside
a hospital where they will be able to live more independently with a lower level of support.
5.3. Pooled Hospital Episode Statistics for mental health admissions in the KCCG.
The Hospital Episode Statistics are probably the most accurate data on hospital admissions
and is produced for all inpatient services on a monthly basis, with clean data running a few
months in arrears. The data can be analysed in many ways.
The number of admissions to inpatient services are likely to be affected by how willing
people are to make use of routine care for their mental health condition, that would reduce
the risk of an acute admission. Rates could also be affected by differences in referral
patterns and practices within primary and secondary care across Cornwall and the Isles of
Scilly.
The data explored here relates to records showing a primary diagnosis of mental and
behavioural disorders (i.e. ICD 10: F00-F99) as the primary admission code, and the data
are pooled for the years 2012/13, 2011/12, and 2010/11 to make a large enough sample
size for each KCCG locality. The data are shown for mental health causes, all mental health
causes excluding dementia and all mental health causes excluding dementia and drug
abuse.
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Table 5.17. 2012/13, 2011/12, 2010/11 pooled HES data for ICD10 codes F00-F99 by
patient spells
All

All Localities - ALL 16+
All Localities - 16+ male
All Localities - 16+ female
All Localities - Age 16-64
All Localities -65+
Coastal Cluster
East Cornwall
Falmouth & Penryn
Mid Cornwall
Newquay
North Cornwall
North Kerrier
Penwith
South Kerrier
Truro

3,198
1,657
1,541
2,138
1,055
107
539
214
472
144
329
144
410
151
150

Excluding
dementia

2,700
1,441
1,259
2,128
567
85
419
176
394
128
277
128
349
121
126

Excluding
dementia
& drug
abuse
1,725
775
950
1,229
491
47
299
92
264
53
202
53
206
63
69

Table 5.17 shows that there were 3,198 spells recorded for the three year period, of which
1,657 (52%) were males and 1,541 (48%) females. However, some spells could be the
same person being admitted on more than once in the reporting period. 33% were over 65
years of age.
There were 498 spells recorded with primary diagnosis of dementia. When these were
excluded (there is a needs assessment specifically for dementia), the male female ratio
shifts by around one percentage point to males. However, the over 65 years percentage of
cases drops from 33% to 21%.
There were 975 spells recorded for drug and alcohol abuse. When these and the dementia
spells were excluded the male percentage of spells was 45% and the female percentage
was 55%. The over 65 years percentage was 28%.
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Fig 5.5. 2012/13, 2011/12, 2010/11 pooled HES data for all mental health conditions by
patient spells by age, sex and locality as rates per 1k with 95% confidence intervals
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Fig 5.5 shows that when the primary spells for all mental health are explored as rates per
thousand for 16 years plus KCCG and localities populations there are statistical differences
between the all 16 plus population, the 16 to 64 years population and particularly the 65
years plus population and between male and female. Within the localities the only two
statistically different are the Coastal cluster and Penwith.
Fig 5.6. 2012/13, 2011/12, 2010/11 pooled HES data for mental health conditions
excluding dementia by patient spells by age, sex and locality as rates per 1k with 95%
confidence intervals
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Fig 5.6 shows that when the primary spells for mental health excluding dementia are
explored as rates per thousand for 16 years plus KCCG and localities populations there is a
strong and marked statistical difference between the 16 to 64 years population and the 65
years plus population and between male and female. Within the localities the only two
statistically different are again the Coastal cluster and Penwith.
Fig 5.7. 2012/13, 2011/12, 2010/11 pooled HES data for mental health conditions
excluding dementia and alcohol and drug abuse by patient spells by age, sex and
locality as rates per 1k with 95% confidence intervals
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Fig 5.7 shows that when the primary spells for mental health excluding dementia and drug
and alcohol abuse are explored as rates per thousand for 16 years plus KCCG and localities
populations there are no statistical difference between the age and or sex groups, or
between any of the localities.
5.4. Psychiatric Liaison Service
The Psychiatric Liaison Service provides mental health assessment and care for people who
are patients at the Royal Cornwall Hospital Trust. Patients with acute mental health and
deliberate self-harm problems can access the service from 9.00 am to 5.00 pm every day of
the week.
The Psychiatric Liaison Service will assess individuals who attend the Emergency (ED)
department at Royal Cornwall Hospital and who have a mental health problem or have
deliberately harmed themselves. This service may also see people who have a drug and
alcohol addiction or a cognitive impairment.
If, following assessment the psychiatric liaison service feels they would benefit from more
treatment, they will make a referral to the service which will best support them. Clinical staff
at Royal Cornwall Hospital can refer to this service.
The service also educates and trains clinicians at Royal Cornwall Hospital so they are better
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equipped to look after people who also have a mental illness. The trust also employs a
mental health and wellbeing nurse.
Table 5.13. 2012/3 Psychiatric Liaison team complex care psychiatric liaison contacts

5.5. Dementia care
Dementia is covered in its own needs assessment. It is sufficient to note here that CFT have
a Complex Care & Dementia Community Team that supports the family and carers of people
referred to the service providing advice, education, support and signposting to services that
might offer help within the community.
The Complex Care and Dementia Community Team offers support to people with dementia
or complex mental health needs while they are in the community and can be accessed
through the Community Mental Health Teams
CFT also have a Complex Care & Dementia Liaison Service that offers assessment to
people with dementia or complex mental health needs when they are in hospital or a care
home. They also have a Dementia liaison team based at the Royal Cornwall Hospital in
Truro and liaises with the nursing staff on the ward to ensure patients receive the care and
treatment they require. There is also Dementia liaison with care homes providing support to
nearly 100 care homes and the community hospitals locally.
There is also Garner Ward located within Bodmin Hospital for the assessment and care of
primarily older people with organic mental health problems such as dementia. The ward staff
are responsible for providing assessment and short-term treatment to people with dementia
or complex care needs, with the aim to get patients back to a level of functioning, that allows
them to return home to their family or make the transfer to a care home.
A Memory Service is also run by specially trained Memory Assessment Practitioners which
includes nurses, doctors and occupational therapists. They use a variety of assessment
tools to measure different aspects of a patient's cognitive function e.g. how they perceive,
register, store, retrieve and use information. They are also able to organize brain scans
which may help diagnosis and rule out any other causes of memory loss.
5.6. Excess mortality due to mental health problems
Work undertaken for the NHS Outcomes Framework looks at the directly standardised rates
for deaths in the general population and then compares with the directly standardised rates
for deaths for people with mental health problems. The table below shows these levels with
confidence intervals for England and Cornwall over the years 2008 to 2011.
What the table shows is that while the indicator value for England is relatively stable, the
values for Cornwall are increasing and give the appearance of moving further away from the
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England values. However, there are wide confidence intervals around these values. This is
an area that needs more work.
Year

Level
description

General
population
DSR

Mental
health
DSR

Mental
health
lower CI

Mental
health
upper CI

Indicator
value

Excess
mortality
lower CI

Excess
mortality
upper CI

2008/09

England

419.1

1,365.7

1,339.9

1,391.6

946.6

920.8

972.5

2008/09

Cornwall

471.1

1,325.7

938.5

1,713.0

854.6

467.3

1,241.9

2009/10

England

403.9

1,295.1

1,270.4

1,319.8

891.3

866.5

915.9

2009/10

Cornwall

436.1

1,398.9

1,055.4

1,742.3

962.7

619.3

1,306.2

2010/11

England

401.8

1,323.0

1,298.3

1,347.7

921.2

896.5

945.9

2010/11

Cornwall

457.5

1,676.8

1,340.8

2,012.8

1,219.3

883.2

1,555.3

Source: NHS Outcomes Framework

However, the figures below give a more graphic representation of premature mortality in
relation to mental illness. It shows that people with a severe mental illness represent 5% of
the total population in England, but account for 18% of premature deaths.

Nationally 44k fewer deaths would occur each year if people with SMI had the same death
rates as the general population. People in Cornwall with a SMI face a 3.3 to 3.7 higher
mortality rate than the general population. These appalling statistics are not just confined to
serious mental illness.
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Almost one in five people have a common mental illness at any one time. People with a
common mental illness face a 70% higher mortality rate than the general population.
Nationally 51k premature deaths would not occur if people with a common mental illness had
the same death rates as the general population, but this is just the tip of the iceberg as a
large proportion of people with a mental illness are not in contact with secondary mental
health services.
However, people with SMI and people with common mental health problems are not two
mutually exclusive groups

Of the 19% of the population with a common mental illness, 2.4% of these form part of the
2.6% that have a serious mental illness. So nationally 74k premature deaths would be
avoided if people with mental health problems had the same death rates as the general
population.
5.7. Co-morbidity: Adults accessing hospital services by mental health service users
and non-mental health service users (adults) accessing hospital services
A project linking hospital episodes statistics with the mental health minimum data set at an
England level is producing some very interesting statistics on the comparison of hospital use
by those with a mental health problem compared to those who do not have a mental health
problem.
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Adults accessing hospital services by mental health service users and non-mental
health service users April to October 2013.

At least one hospital service contact
At least one inpatient episode of care
At least one outpatient appointment
At least one A&E attendance
Average number of completed episodes of care per
patient
Average number of outpatient appointments per
patient
Average number of A&E appointments per patient

Mental health
service user
71.9
27.7
61.2
32.5

Non-mental
health service
user
38.5
10.9
31.2
13.3

2.5

1.8

5

3.7

2.1

1.4

The table above shows that with all aspects of hospital use the rate is almost doubled for
mental health users compared to non-mental health patients. When the pressure on hospital
resources is taken into account, this is an area that needs much greater consideration in
how to free more resources. This would include addressing in a meaningful way the
relationship between mental and physical health and thinking about how parity of esteem
between mental and physical health can be achieved.
Main points of this section
The Singleton model identified that 20 to 30 adults per thousand would be referred to
specialist mental health services, which extrapolated to the KCCG population
equates to between 9k and 14 k referred each year to specialist mental health care.
This equates well with the numbers seen each year by CFT, the main but not
exclusive provider, to the KCCG for severe and enduring mental health services.
Recent quarter activity varies between 8.5k and 9.5k cases, which would equate to
around 11k cases a year.
Results from the 2013 mental health NHS benchmarking exercise gave the following
summary results for CFT per 100k weighted population:
o
o
o

o

Community mental health team‟s caseload per 100k weighted population is
around 4.5k, significantly above the mean value of 2.25k.
Community mental health teams contacts per 100k weighted population is
around 62k, significantly above the mean value of 38,493.
Referrals made per 100k weighted population at nearly 14k are the second
highest of the benchmarked services and excessively above the mean of
around 5k.
Referrals accepted as a percentage of referrals made are around 70%,
significantly below the mean and median values.
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o
o
o
o
o
o
o
o
o

o
o
o
o
o

Average CMHT DNA rate (%) is around 8%. This given the level of referrals
and caseload is a very credible figure.
Acute beds per 100k weighted population are firmly in the lowest quartile at
around 17 acute beds per 100k weighted population.
Adult acute bed occupancy 100k weighted population falls within the top
quartile at close to 100%.
Adult acute admissions per 100k weighted population falls in the bottom
quartile at around 175 adult acute admissions per 100k weighted population.
Adult acute bed days per 100k weighted population is in the middle of the
bottom quartile at around 6k acute bed days per 100k weighted population.
Mean length of stay falls into the top quartile at around 38 days against a
mean for all participants of 30.5 days.
Readmission rate is around 6% against a median value of 8% for all
benchmarked providers.
Older adult bed occupancy rate is the lowest for all those trusts benchmarked
at around 52%.
Admissions per 100k weighted population for older adult‟s services is not only
the highest of the benchmarked providers, it is also an extreme outlier with
over 200 admissions more per 100k weighted population than the next
highest trust.
Older adult bed days per 100k weighted population and is an extreme value
and the highest of all partaking providers
Mean length of stay for older adults is around 88 days, significantly higher
than the median length of 64 days for all benchmarked trusts.
Older Adult emergency readmissions within 30 days of discharge is around
the mean at just over 4%.
PICU mean length of stay is around 32 days, well below the mean value of 48
days.
PICU bed occupancy rate is around 70% and falls significantly below the
mean and median values of the bench marked group.

Pooled Hospital Episode Statistics for mental health admissions in the KCCG.
Pooled data for the years 2012/13, 2011/12, and 2010/11 were explored using ICD
10: F00-F99 as the primary admission code, to make a large enough sample size for
each KCCG locality.
There were 3,198 spells recorded for the three year period, of which 1,657 (52%)
were males and 1,541 (48%) females. However, some spells could be the same
person being admitted on more than once in the reporting period. 33% were over 65
years of age.
There were 498 spells recorded with primary diagnosis of dementia and 975 spells
for drug and alcohol abuse.
When the primary spells for all mental health are explored as rates there are
statistical differences between the all 16 plus population, the 16 to 64 years
population and particularly the 65 years plus population and between male and
female. Within the localities the only two statistically different are the Coastal cluster
and Penwith.
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These statistical differences diminish and disappear if the dementia and drug and
alcohol cases are removed.
Excess mortality due to mental health problems
While the indicator value for England is relatively stable, the values for Cornwall
appear to be increasing and give the appearance of moving further away from the
England values, although the confidence intervals around these values are wide.
HES – MHMDS linkage project
A project linking hospital episodes statistics with the mental health minimum data set
at an England level shows that with all aspects of hospital use the rate is almost
doubled for mental health users compared to non-mental health patients.
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Section Six. Conclusions and Recommendations
6.1. Introduction
The aim of this work was to undertake a mental health needs assessment to support the
commissioning of primary and secondary adult mental health services for the KCCG. This
forms part of a series of needs assessments. Those already undertaken include:
The mental health needs of children and young people
Dementia needs assessment
Drugs and Alcohol
Suicide.
Reports still to be produced include self-harm, veteran‟s mental health and public mental
health for the Health and Wellbeing Board.
Within this document the following analysis has been undertaken:
A review of national policy
An exploration of local demography and its implications for mental health services.
An investigation of appropriate prevalence models to estimate need,
Estimates of need have been compared with the demand and supply of mental
health services in primary and secondary care.
The aim of this section is to préci the main findings.
6.2. Policy and demography
The mental health strategy „No Health Without Mental Health‟ was introduced by the
coalition government in 2012. The adoption of some of the core principles in the strategy has
been slow due in part to the major structural changes within the NHS in the past few years.
The strategy acknowledges that poor mental health is a both a determinant and a
consequence of social and health inequalities. Deprivation is associated with increased risk
of mental illness and poor mental health is associated with unemployment, lower educational
attainment, and risky behaviour
Mental illnesses account for the largest burden (23%) of diseases in England. The annual
cost of mental disorder in England is estimated at £105 billion. The promotion of mental
health has a positive effect on employment, education, relationships, and other important
determinants of health and wellbeing.
Given the above, one of the aims of commissioning mental health services is to ensure
promotion, prevention and recovery all receive appropriate levels of investment to maximise
the mental wellness within the population.
The balance between health promotion and recovery
Mental health services are commissioned and should be provided across a wide spectrum to
address promotion, prevention and recovery. In terms of service planning, investment needs
to be made appropriately at all of these different levels to maximise overall levels of mental
wellness within the population.

85

In the methodology section it was identified that between 107 k adults to 116k adults in
Cornwall would receive some form of primary care mental health service and that
somewhere between 9k and 16k of these would receive some form of secondary care.
Various estimates of the adult mental health budget for recovery for adults are in excess of
£100 million per annun. How much of this could be saved by a more upstream approach?
It is not obvious what the KCCG spend on mental health promotion and prevention. Public
Health spend around £45k directly on mental health promotion and in excess of £2 million on
health promotion in general. It is not known what the wider Cornwall Council spend is on
health promotion of prevention.
It is now widely accepted that mental health promotion across the life course, with pregnant
mothers, with children in school, adults in the workplace and older adults in terms of
dementia, loneliness and depression can have a profound effect on preventing people
becoming ill with mental health problems.
We know that 40% of adult mental illness starts before the age of 14, yet the children‟s
mental health budget at between £6 and £8 million is a fraction of the adult budget. While it
is not for the KCCG to provide these services, closer working with these partners could be
beneficial.
Recommendations
To ensure the workplace of the KCCG adopt all opportunities to promote good
mental health.
To adopt closer working with Cornwall Council on some of the determinants of poor
mental health such as housing and the public mental health agenda.
To explore further what can be achieved in the prevention agenda within the remit of
secondary care mental health services, such as providers to have health and
wellbeing commitments written into contracts and prevention initiatives such as
alcohol checks.
To review the balance and focus on recovery versus promotion and prevention.
Demography
It was identified that Cornwall has a population that is likely to increase by 10% over the next
ten or so years. This will stretch resources, particularly as there will be significant increases
in older adults. This ageing population will have ramifications for mental health in a number
of ways. Depression in older aged adults is under-diagnosed and in a rural area access to
services can be challenging. Loneliness is seen as an important pre-disposing factor to
depression specifically, but not exclusively, in older adults. As well as a need for increased
awareness of common mental health problems, the levels of dementia will increase
significantly with the increase in this cohort. More work needs to be done with the recognition
of dementia and a more joined up working with the Long Term Conditions team on joint
approaches could be beneficial.
With up to five years difference in life expectancy between the most and least deprived
areas of Cornwall it is important that the KCCG mental health strategy helps to address this
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inequality. This will become even more challenging as more resources and services are cut
from the local authority budgets.
While healthy life expectancy in Cornwall is close to the national average, to improve this,
the balance of resources between recovery and prevention needs to shift. Similarly, there
needs to be a more joined up service with children‟s mental health as that is where up to
40% of adult mental ill health starts.
Recommendations
Refine the commissioning process to help address the higher levels of mental ill
health in the most deprived areas of Cornwall. An example of this would be the
weighting of budgets such as IAPT by deprivation.
Refine the commissioning of third sector services with performance measures that
indicate the value added and reduction in inequality brought about by the service.
Ensure robust links with the Living Well: Pioneer
Explore how the third sector specifically can contribute more to improving the mental
health of older adults. An example would be exploring assistive technology with BT
Cornwall around checking the physical and mental health of vulnerable older adults
on a regular basis.
Consider how the balance of resources between recovery and prevention can be
changed to improve prevention. As an example, consider targeted health promotion
interventions as an integral part of the commissioning process for service providers
aimed at higher risk behaviours that increase inequalities. Specifically, risk
behaviours, including smoking, alcohol and drug misuse, higher-risk sexual
behaviour, lack of exercise, unhealthy eating and obesity.
Investigate how to develop a more seamless service in the transition between
children‟s and young adults mental health services.
Develop closer working with the Long Term conditions group around the dementia
programme , and the potential to increase access to IAPT services for other long
term conditions.

6.3. Methodology
Need indicates where people can benefit from an intervention or service and supply is what
is actually provided. Supply may be influenced by historical patterns of provision and political
agendas. The aim is to identify the methodology that shows how closely these two factors
are aligned, and therefore, how well needs are being addressed by the commissioners of
mental health services.
Three main models used in this report to identify need. Two are variations on the Adult
Psychiatric Morbidity Household study (APMH, 2007) analysis and the Singleton et al (2001)
model.
The APMS (2007) survey is the primary source of information on the prevalence of both
treated and untreated psychiatric disorders and their associations. Two variations of this are
used. The first is the disease specific prevalence‟s extrapolated to the KCCG. The second is
a cluster analysis known as Latent Class Analysis.
The cluster analysis is used to explore levels of complex comorbidity. Psychiatric
comorbidity is known to be associated with increased severity of symptoms, longer duration,
greater functional disability and increased use of health services.
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The third model (Singleton et al) identifies the expected numbers to be receiving treatment
dependent on the severity of their mental health condition. This is a stepped model approach
and is a useful way to interpret and make sense of the data.
The models identified between 112k and 116.6k adults as potentially having a diagnosed
mental health problem in Cornwall. These models looking at the problem from differing
perspectives arrive at remarkably similar estimates of the expected levels of mental health
morbidity.
The use of cluster analysis gives an amazing insight into the levels and the complexity of
comorbidity. An aim for the future would be to be able to model comorbidity with mental
health and physical health.
What transpires from this approach is the level of mental health conditions that are comorbid with alcohol and drug abuse. However all drug and alcohol commissioning is
undertaken by Cornwall Council through their Public Health Department. Similarly, the main
provider of drug and alcohol services is Addaction, a different provider than the main
secondary care mental health provider.
While it by no means essential for the provision of services to be by the same provider, a
closer relationship between commissioners may help to provide a more joined up service for
those with a dual diagnosis. While the system in general works well, there are some issues
of bouncing from one provider to the other and not taking responsibility for treatment.
The main tools used to identify the demand for mental health services are: QOF, ADQP,
Access rate to IAPT service, Pbr, Third sector performance figures, MHMDS, HES, Mortality
statistics and the NHS mental health benchmarking model.
The APMS is being repeated in 2014, so the excellent information on the prevalence of
mental health conditions will soon be updated. However, historically there has been very
little useful performance information from the main mental health provider on which to make
commissioning decisions. This is starting to change with monthly reporting of the MHMDS
for adults and the soon to be introduced similar reporting for CAMHS. The mental health
benchmarking exercise goes a long way to helping with this with its comparisons with other
providers but weighted by a transparent and accepted methodology.
As the block contract is edging towards PbR and as the collective pot of resources reduces it
is imperative that information on all aspects of performance are available, timely and
transparent, in order to make the best use of resources for users of the services.
As previously discussed, the MHMDS is improving and there is now improving benchmark
data. Information from NHS England is gradually improving and the new mental health
„Fingertips‟ is going live soon. However, the PHO and NHS outcomes still do not contain
much useful benchmarking for mental health.
It is not only secondary care to which this applies. There is little information on the caseloads
held by GPs with mental health problems, so an essential part of the jig saw is missing.
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Similarly, there needs to be work undertaken in areas of wellbeing, such as WEMBS to look
at the utility of using this for value added of the third sector.
Recommendations
This large and vulnerable population are target groups for public mental health and
wellbeing interventions, and is the focus of the next report in this series.
A greater exploration of the joint delivery of co-morbid services such as drug and
alcohol and mental health issues.
A greater exploration of co-morbidity between mental and physical health to mutual
benefit, possibly using cluster analysis.
A priority area of work must be the improvement of the reporting of performance
metrics. They need to be timely, accurate and relevant to the commissioners and
ideally should be comparable with other providers.
There is also a need to consider performance indicators for third sector providers.

6.4. Common mental health problems
Each year there is increasing demand for primary care mental health services (increasing
use of antidepressants and IAPT services). The future demography of the county is of
significant growth, with a large increase in the elderly within that population. The down turn
in the economy and with more public sector cuts to come leaves Cornwall in a vulnerable
position with its low income economy and a greater risk of associated mental health
problems, as common mental health disorders such as anxiety and depression are closely
correlated with deprivation.
The KCCG commission IAPT services, and it was shown that for a number of years there
has been in excess of 35% „do not attends‟ or people that do not engage with the service.
The opportunity costs of these resources are huge. While it is believed that the engagement
rate has now improved monitoring of these services is essential.
The government is committed to widening access to IAPT services, so demand can only
increase. However, there is little correlation between IAPT services and deprivation, so there
would appear to be an inequity of access. However, it is possible that GPs filter talking
therapies to those who they believe will benefit the most and these are likely to be the more
articulate.
The „hub and spoke‟ Integrated Care system of the North Cornwall pilot has been rolled out
to most of the county, but GPs are referring too many patients to the CMHT in relation to
almost every other provider in the benchmarking exercise. It would appear that there is still
scope for IAPT and voluntary sector services to take some of this burden, although it is
accepted that the Government‟s commitment to greater access to IAPT for more groups has
not yet been fully brought to bear or funded. There is still room for improvement in the menu
of choice of services available through IAPT.
There is little information, other than QOF and IAPT on the numbers and severity of mental
health cases managed exclusively by primary care, so it is difficult to estimate the true
demand for primary care services.
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No Health Without Mental Health demands parity of esteem between mental health and
physical health. We need to identify what that means at a primary care level in Cornwall and
explore the level of co-morbidity with physical health and the level of mental health problems
that go unrecognised with older adults.
Recommendations
Screening for common mental health problems should be included as part of the
Pioneer bid.
Discuss with the Information and Performance team how to achieve a more rounded
view of the demand for mental health services in primary care and achieved
outcomes.
Investigate the high numbers of people within PbR clusters 1 to 4 within CFT.
Investigate the high level of referrals into secondary care to the CMHT (according to
the benchmarking exercise). Is this because GPs don‟t have the capacity and / or
expertise to manage these patients compared to other areas?

6.5. Severe and Enduring Mental Health Problems
Secondary care need compared to demand
The need models described in the methodology equates well with the numbers seen each
year by CFT, for severe and enduring mental health services.
CMHT activity
Results from the 2013 mental health NHS benchmarking exercise shows that the community
mental health team‟s caseload per 100k weighted population is around 4.5k, significantly
above the benchmarking mean value of 2.25k, along with other measures of CMHT activity,
such as contacts.
A significant reason for this is that referrals made per 100k weighted population at nearly 14k
are the second highest of the benchmarked services and excessively above the mean of
around 5k.
Referrals accepted as a percentage of referrals made to the CMHT are around 70%,
significantly below the mean and median values of the benchmarking exercise. Given the
very high referral rate, this is not surprising.
The CFT CMHT average DNA rate (%) is around 8%. This given the level of referrals and
caseload is a very credible figure.
Recommendations
Undertake an audit to investigate why primary care has such a high rate of referrals
to the CMHT compared to the benchmarking mean. If confirmed, identify what can be
done to reduce this.
Acute beds
The number of acute beds per 100k weighted population is firmly in the lowest quartile of the
benchmarking exercise at around 17 acute beds per 100k weighted population. Given this,
the adult acute bed occupancy 100k weighted population is not surprisingly within the top
quartile of the benchmarking exercise at close to 100%.
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Given this bed pressure it is not surprising that the adult acute admissions per 100k
weighted population falls in the bottom quartile of the benchmarking exercise at around 175
adult acute admissions per 100k weighted population. This may be part of the reason while
the CMHT referral rate is so high.
However, adult acute bed days per 100k weighted population is in the middle of the bottom
quartile of the national benchmarking at around 6k acute bed days per 100k weighted
population and mean length of stay falls into the top quartile at around 38 days against a
mean for all participants of 30.5 days. The readmission rate is a very credible 6% against a
median value of 8% for all benchmarked providers.
Recommendations
Explore more closely bed use to identify if more beds need to be provided, or if a
reconfiguration of existing services can make up the shortfall. (PICU mean length of
stay is around 32 days, well below the mean value of 48 days, with a bed occupancy
rate around 70%, significantly below the mean and median values of the bench
marked group).
Older adult bed use
Admissions per 100k weighted population for older adult‟s services is not only the highest of
the benchmarked providers, it is also an extreme outlier with over 200 admissions more per
100k weighted population than the next highest trust. Similarly, older adult bed days per
100k weighted population is the highest of all partaking providers. The mean length of stay
for older adults is around 88 days, significantly higher than the median length of 64 days for
all benchmarked trusts.
In contrast, older adult bed occupancy rate is the lowest for all those trusts benchmarked at
around 52%.
Recommendations
The data for the above needs more scrutiny to find out why the figures are such an
outlier in the benchmarking process.
Parity of esteem of mental health with physical health
People living with mental health problems can die up to 20 years earlier. In this group there
is over twice the prevalence of smoking; up to 40% more alcohol misuse; and significantly
more obesity; high-blood pressure; diabetes in people living with mental health problems
than the general population. People living with mental health problems have less access to
universal screening programmes. Improving the physical health of people with mental health
problems will reduce the excess premature mortality due to the five big killers
However, it is observed that mental health as a work stream within the KCCG is separate to
other physical health work streams, including long term conditions. This does not appear the
most accessible way for mental health to have parity with physical health.
A national project linking hospital episodes statistics with the mental health minimum data
set for England shows that with all aspects of hospital use the rate is almost doubled for
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mental health users compared to non-mental health patients. Similarly, the excess mortality
indicator due to mental health problems is relatively stable for England, but the values for
Cornwall appear to be getting worse and further away from the England values, although the
confidence intervals around these values are wide.
Recommendation
A greater emphasis on health and wellbeing throughout the KCCG commissioning
process, not just mental health commissioning.
The commissioning process could explore how to ensure that people living with and
recovering from mental health difficulties are encouraged, supported and enabled to
improve their physical health to help address the significant disparities in life
expectancy experienced by people with mental illness.
Undertake more joined up work with NHS benchmarking tool to explore with the
performance team more meaningful ways to look at a combination of mental and
physical health data to benchmark local activity in order to link future initiatives with
improved outcomes.
Collaborate with other commissioners to ensure collaborative commissioning
opportunities are maximised to deliver a prevention and well- being agenda
6.6. Conclusion
This report has followed a relatively narrow remit for mental health, but as explained in
Section One, it is part of a series of on-going reports on aspects of mental health and
wellbeing.
This work has been undertaken by Public Health and is independent of the KCCG Mental
Health Commissioners. It is hoped that they find the work useful in informing the debate and
setting the strategy for mental health services in Cornwall.
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Appendices
Appendix A. Sources of data
NHS Information Centre (IC)
ERPHO) http//www,erpho.org.uk/ [link expired]
tment of Health (DH) http://www.dh.gov.uk/
ONS) http://www.statistics.gov.uk/
QOF) data http://www.qof.ic.nhs.uk/
PANSI) http://www.pansi.org.uk/
POPPI) http://www.poppi.org.uk/ DWP)
83.244.183.180/NESS/BEN/iben.htm [link expired]

MHMDS)
NEPHO) http://www.nepho.org.uk/

Appendix B. QOF data
The information for the QOF is extracted from the GP systems using the Quality
Management and Analysis System (QMAS), and is provided at GP level for all practices
throughout England via the Health and Social Care Information Centre (Information Centre,
2009). The information is available in the September after the end of the financial year. As it
is a financial payment system to allow payments to be made by the end of April following the
end of the financial year, the list size has been taken as at 1st January of that financial year,
the register indicators are extracted from the QMAS on the 14th February and the on-going
care indicators are extracted on the 31st March of that year. Patients who have joined the
practice within the last three months of any financial year are automatically excluded from
this assessment of the register and care indicators. The prevalence is calculated using the
data extracted on 14th February and the list size on 1st January. Any difference between the
score for a care indicator and the actual number of patients on the register is the number of
exceptions.

Appendix C: Adult Psychiatric Morbidity Study (APMS (2007))
National surveys of adult psychiatric morbidity were carried out in 1993, 2000 and 2007 and
a new survey is planned for 2014. Each of these surveys had a sample size of around
10,000 people and they were designed to produce results representative of the UK
population at the level of NHS regions or quinary age groups.
The main aim of the surveys was to collect data on mental health among adults aged 16 and
over, living in private households. They are the primary source of information on the
prevalence of both treated and untreated psychiatric disorders and their associations.
Variations of common mental disorders by age sex and deprivation.
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Overall women show higher rates of CMDs than men, however there are a few age groups
among certain conditions that buck this trend:
Men aged 16-24yrs and 65-74yrs have higher predicted rates of panic disorder than
women of the same age (men = 1.4% and women = 0.8% in 16-24 age group, men =
1.0% and women = 0.1% in 64-75 age group).
Depression episodes are more common among men aged 25-34 than women of the
same age range (2.7% and 1.7% respectively).
Obsessive compulsive disorder was found to be slightly more prevalent in men aged
35-44 than women of the same age group (1.2% and 1.0% respectively) and equally
prevalent among men and women aged 25-34 (1.5%).
Women are most likely to suffer from mixed anxiety and depression; generalised anxiety
disorder or depressive episodes at ages 16-24, 25-34 and 45-54yrs. Men are most likely to
suffer from the above CMDs between ages 25 to 54 years.
Symptoms of obsessive compulsive disorder are most common among men and women
aged 16-24yrs (1.6% and 3% respectively).
Panic disorder is most common among women aged 25-34 (2.3%) and among men aged
16-24yrs (1.4%). There is also a small peak among older aged groups; with 1% of men aged
65-74 and 1.4% of women aged 55-64 suffering symptoms of panic disorder.
Symptoms of phobias are apparent in over 2% of women from age 16 to 64yrs, while
prevalence decreases to less than 0.5% of older women. 1.5% of men aged 25 to 44yrs
suffer from symptoms of phobias, with prevalence decreasing in older age groups.
Analysis of CMD prevalence by marital status shows CMDs to be most prevalent among
people who have been divorced or separated and the lowest rates among people who are
married or widowed.
Whilst a similar percentage of divorced men and women were found to have symptoms of
CMDs (27.7% and 26.6% respectively), over three times the proportion of separated women
(33%) had symptoms of CMDs compared to separated men (10.5%).
Overall the prevalence of common mental health disorders, such as mixed depression &
anxiety, generalised anxiety disorder, tends to increase with decreasing household income,
however women in the highest household income quintile have higher prevalence of CMDs
than women in the second highest quintile.
Looking at individual CMDs among women by household income shows the prevalence of
mixed anxiety and depression and obsessive compulsive disorder (OCD) to be higher in the
highest income quintile compared to the second highest. In fact OCD in women is most
prevalent in the most affluent quintile.
APMS Prevalence estimate of Psychosis
During psychotic episodes a person‟s senses and sense of reality can be distorted. This may
include experiencing hallucinations or delusional thoughts (without being able to identify that
the experiences are not real), paranoia and changes of behaviour. Psychosis can occur in
schizophrenia, schizoaffective disorder, bipolar disorder, some types of personality disorder,
or as a result of substance misuse.
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Although the proportion of people likely to suffer from psychosis is relatively small the
service and societal costs are high and impacts on lives affected by psychosis (the individual
and family members) are significant.
The 2007 Adult Psychiatric Morbidity Survey found 0.4% (0.3% of men and 0.5% of women)
have had signs of a psychotic disorder in the past year. 0.4% of men and 0.6% of women
were found to have „probable psychosis‟. Probable psychosis rates were slightly higher in
men aged 16-34yrs than women in the same age group (0.4% and 0.3% respectively) and
overall rates of probable psychosis are highest for both sexes in the 35-44 age group and as
with other mental illnesses the prevalence of psychosis tends to decrease with age.
The prevalence of psychosis increases with decreasing levels of equivalised household
income with overall prevalence rising from 0.1% in the highest income quintile to 0.9% in the
lowest income quintile. This has not been taken into account in the estimation of cases by
KCCG locality group.
According to the APMS, 2007, nationally, 35% of respondents with a psychotic disorder in
the past year were not receiving any treatment for a mental or emotional problem. Among
the 65% who were receiving treatment combined counselling and medication was most
common (40% of those with a psychotic disorder in the last year). Almost half of respondents
receiving treatment were accessing counselling or therapy, most often psychotherapy or
cognitive/behaviour therapy.
Estimate numbers for Post-Traumatic Stress Disorder
Experiencing or witnessing an external traumatic event that is potentially life-threatening can
lead to feelings of anxiety, distress and insomnia. A few people experiencing such trauma
may also go on to develop Post Traumatic Stress Disorder (PTSD), generally within three to
six months of the event. PTSD is characterised by re-experiencing the traumatic event
(through flashbacks or nightmares), avoidance and hyper-vigilance.
The APMS 2007 found overall 3% of respondents screened positive for PTSD, with no
significant differences between genders. Positive screening for PTSD generally decreased
with age, with the exception of women aged 45-54 who had high rates of positive PTSD
screens (5.8%).
Although there were no significant differences in the proportion of respondents experiencing
trauma by equivalised household income there were differences in the proportion with
positive screens for PTSD. This may be due to different types of trauma being experienced
by people with lower incomes, different coping mechanisms or having PTSD may impact on
household income.
28% of respondents who screened positive for PTSD were receiving medication and/or
counselling/therapy for a mental or emotional problem, compared with 6% who screened
negative. Additionally people with positive PTSD screening results were more likely to have
had contact with healthcare services (44%), community services (22%) or day care services
(10%) for a mental or emotional problem than respondents with negative screens (10%, 6%
and 4% respectively).
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Estimated numbers for eating disorders
Anorexia, bulimia and compulsive eating are types of eating disorders characterised by an
obsessed attitude to food, be it avoiding food to avoid weight gain, or craving and binging on
food. Underlying emotional issues often involve a lack of self-esteem and a need to feel in
control of aspects of their lives when they may perceive themselves to lack control in other
areas.
The APMS, 2007 found that 6.4% of adults screened positive for possible presence of an
eating disorder and 1.6% said their feelings about food impacted negatively on their lives.
The data below relates only to those that had a positive screening and a significant negative
impact on their life. The presence of a positive screen for eating disorders and a significant
impact on respondents lives was more common among women and among younger age
groups (particularly 16-24yrs), with prevalence decreasing with age for both genders. 1.7%
of men aged 16-24 screened positive and reported significant impact on their lives,
compared to 5.4% of women in the same age group.
Screening positive for eating disorders and reports of a significant impact on respondents‟
lives varied by marital status of respondents, with single men and women showing the
highest rates and lowest rates among widowed respondents (within each gender).
National analysis by Body Mass Index (BMI) category showed the highest prevalence of
symptoms of eating disorders (16.6%) was among underweight (BMI less than 18.5) female
respondents. Obese men and women were next most likely to screen positive and have
negative impacts on their lives (1.4% and 4.8% respectively).
Nationally, over three quarters (77%) of respondents screening positive for eating disorders
and reporting a significant impact on their lives were not receiving any treatment for a mental
or emotional disorder at the time of the interview. However 15% were receiving counselling
or therapy and a third had accessed healthcare services (either an inpatient or outpatient in
the previous quarter or had spoken to their GP in the previous year) for mental or emotions
or emotional problems.
Estimated numbers for Attention Deficit Hyperactivity Disorder
People with Attention Deficit Hyperactivity Disorder are restless, disorganised, and impulsive
and lack concentration. Most people will experience some of the symptoms of ADHD at
some time, however people with ADHD consistently have many of the symptoms, which
impairs on normal functioning. This can lead to problems at work, being unable to maintain
relationships and low self-esteem. ADHD is commonly spoken of as a condition affecting
children but it can persist into adulthood.
Identifying the possible presence of ADHD involves a 6 question screen which assesses the
presence of 6 characteristics of ADHD. Presence of 4 or more characteristics suggests a
clinical assessment may be warranted. Clinical assessments for ADHA were not carried out
as part of the APMS and it is noted that the proportion of people with 4 or more
characteristics is likely to be an over estimate of the prevalence of ADHA and a score of 6 is
likely to be an underestimate. The Adult ADHD Self-Report Scale-v1.1 (ASRS-V1.1) does
not take in to account differences in behaviour across different situations (work/home life) or
the age of onset of characteristics, which are important aspects of a clinical diagnosis of
ADHD. Overall 8.2% of adults showed 4 or more characteristics of ADHD and 0.6% showed
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all 6 characteristics. The prevalence of ADHD characteristics (4 or more) tends to decrease
with age, with the highest rates among those aged 16-24yrs.
In relation to employment men and women who are “economically inactive” (a term which
covers students, long term sick or disabled, retired (early retirement) and those looking after
the home) had the highest rates of 4 or more ADHD characteristics. 21.9% of men and
12.9% of women who were economically inactive showed 4 or more ADHD characteristics.
This compares to 8.1% of employed men and 6.8% of employed women.
Nationally, of those that screened positive for 4 or more ADHD characteristics:
10% were receiving medication only
10% were in receipt of counselling for a mental or emotional problem (6% receiving
counselling and medication)
31% had used healthcare services for a mental or emotional problem17.
This compares to 4% on medication only, 2% in counselling and 10% in contact with
healthcare services for a mental or emotional problem among those with 0-3 ADHD
characteristics. Anti-depressants were the most common form of medication among those
who had 4 or more ADHD characteristics and who were receiving medication.
Estimated numbers for Personality Disorders
Only Antisocial and Borderline personality disorders were assessed in the 2007 Adult
Psychiatric Morbidity Survey, however there are a number of other personality disorders
which tend to be grouped in to 3 groups (A - Suspicious, B – Emotional and impulsive, and C
- Anxious). Antisocial and borderline personality disorders are both part of group B,
emotional and impulsive.
People with Antisocial Personality Disorder (ASPD) are characterised by the presence of
three or more of the following criteria since the age of 15 or earlier and with characteristics
persisting into adulthood (therefore diagnosis is only possible for over 18s);
• A failure to conform to social norms;
• Irresponsibility;
• Deceitfulness;
• Indifference to the welfare of others;
• Recklessness;
• A failure to plan ahead; and
• Irritability and aggressiveness
People with Borderline Personality Disorder (BPD) are characterised by the presence of five
or more of the following criteria (with diagnosis possible in childhood);
• Frantic efforts to avoid real or imagined abandonment;
• Pattern of unstable and intense personal relationships;
• Unstable self-image;
• Impulsivity in more than one way that is self-damaging
• Suicidal or self-harming behaviour;

17

Use of healthcare services includes; speaking to a GP within the past year, an inpatient or
outpatient stay in the past quarter or use of community/day care services in the past year for a mental
or emotional problem.
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• Affective instability;
• Chronic feelings of emptiness;
• Anger; and
• Paranoid thoughts or severe dissociative symptoms (quasi-psychotic).
The number of people identified as having antisocial or borderline personality disorder in the
survey was small and so only prevalence by age has been presented and these should be
viewed with some caution.
Overall 0.3% of respondents were diagnosed as having antisocial personality disorder and
0.4% as having borderline personality disorder.
Autistic Spectrum Disorder
Autism Spectrum Disorders (ASDs) are developmental disorders characterised by
widespread abnormalities of social interaction and communication, as well as severely
restricted interests and highly repetitive behaviours. As with other mental and behavioural
disorders, they probably exist on a continuum. Presence of ASD can have a negative impact
on learning and, at the more severe end of the spectrum, on the ability to live independently
in adulthood. Adults with the condition often experience isolation and adverse experiences
such as being bullied and socially excluded. ASD is known to be strongly associated with the
presence of learning disabilities and it has been estimated that 7.5% of adults with a learning
disability may also have ASD. The costs to society, including to individuals and families, of
ASD in adulthood has been estimated at £90,000 per annum per adult. APMS 2007 is the
first general population probability sample survey in any country to have assessed ASD in
adults.
The APMS 2007 undertook a comprehensive two stage study to determine the prevalence of
ASP and concluded that 1.0% of the adult population had ASD. The rate was higher in men
(1.8%) than women (0.2%), which fits with the profile found in childhood population studies.
The small unweighted base size means caution with interpretation is required.
People who were single were more likely to be assessed with ASD than people of other
marital statuses combined. This was evident among men: 4.5% of single men were
assessed with ASD. It was also associated with educational qualification. The rate was
lowest among those with a degree level qualification (0.2%) and highest among those with
no qualifications (2.1%). Likelihood of a positive assessment for ASD also varied with tenure
and the level of deprivation in the local area. Those living in accommodation rented from a
social landlord were the most likely to have ASD. This was strongly evident among men:
8.0% of men in social housing were identified with ASD.
Being of low predicted verbal IQ was also associated with presence of ASD. There was no
indication of any increased use of treatment or services for mental or emotional problems
among people with ASD.
ASD has also been assessed among children and young people, and two recent, large-scale
surveys estimated the prevalence of childhood ASD to be around 1%, and higher in boys
than girls. ASDs are more apparent and easier to study in children, in part because
diagnosis should include presence of symptoms in childhood and parent and teacher
observations of this are more likely to be accurate and available for this group.
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The number of reported cases of ASD increased steeply throughout the 1990s. It is likely
that this was due to changes in public awareness of the condition, different diagnostic
definitions and practices, availability of services and referrals, and earlier age at diagnosis.
The current evidence available does not rule out the possibility that the prevalence of ASD
has increased.
Medically unexplained symptoms
Medically unexplained symptoms (MUS) are physical symptoms that have no currently
known physical pathological cause. They constitute a clinically, conceptually and emotionally
difficult area to tackle, with clinical presentations varying greatly, from people who regularly
attend GP surgeries with minor symptoms to people who may be bed-bound.
MUS are common, accounting for as many as one in five new consultations in primary care.
The unexplained symptoms can cause significant distress to the patient and, in some
circumstances, impair functioning.
The vast majority of MUS, such as pain or irritable bowel syndrome, has no obvious cause
and often do not actually require any input from health services. However, studies have
shown that between 20% and 30% of consultations in primary care are with people who are
experiencing MUS and have no clear diagnosis. It is estimated that this rises to an average
of 52% in secondary care where a substantial proportion of secondary care resources are
used by those using services but whose symptoms remain unexplained.
People suffering with MUS are sometimes described by health professionals as somatisers,
but this term is often very unpopular with patients as it implies the MUS are related to a
psychiatric disorder, which may or may not be present. However, up to 70% of people
suffering with MUS will also suffer from depression and/or anxiety disorders. This is of
significance because these mental health disorders are detectable and treatable,
irrespective of the explanation for the physical symptoms.
Secondary care studies in the Netherlands, UK and Germany have shown that MUS are the
presenting problem in 35-53% of new out-patients at specialist medical clinics. In primary
care, numerous studies have been undertaken and a systematic review concluded that MUS
constitute the primary reason for consulting the GP in 15-19% of patients.
In primary care 10% of these symptoms have been shown to persist, with most attending for
only one consultation. However, in secondary care 40% of these patients will have persisting
symptoms at 1 year. Uppermost in many doctors‟ minds is the concern that such symptoms
represent a covert physical disease. However, numerous studies show that in only 2-4% will
a medical disease emerge that explains the symptoms and in one of the most
comprehensive studies of MUS in neurology, only 4 out of 1030 patients (0.4%) had
acquired a disease diagnosis that was unexpected at initial assessment.

Appendix D. IAPT – A Ground Breaking Initiative
IAPT was a ground breaking initiative with the original aim to provide a universal primary
care psychological therapy service for people with depression and anxiety disorders using
NICE approved and evidence based therapies within a stepped care model. Outcome data is
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recorded at every session and the services are provided by a trained and supervised
workforce.
Nationally, since October 2008 an IAPT service has been established in every Primary Care
Trust. 1,733,200 people have entered treatment and 1,058,373 have completed treatment,
while 400,099 have moved to recovery and 70,642 have moved off of sick pay and benefits.
So the current Recovery rate 46.8%. (latest verified figures to 31st March 2013).
In terms of impact assessment, nationally it has cost over £400 million over four years.
Cautious estimates of savings over 6 years are £272m for NHS and £704m for whole
economy. Prof Layard estimates that the programme saves at least as much as cost for
NHS plus same again for rest of economy.
In completing the IAPT roll out with investment of £400m will mean that from 2011-15:
• 3.2m people will access IAPT.
• 2.6m of them will complete treatment.
• Up to 1.3 m (50% of those treated) will move to recovery.
• 75,000 of these people will get or retain a job, education, training or volunteering.
• Older people will be properly represented among those accessing and receiving treatment.
• 100% geographical coverage; 15% prevalence and 50% recovery rates.
There is a ministerial commitment to the expansion of Psychological Therapies. One and a
half million people suffer from serious and enduring mental illnesses like schizophrenia,
Bipolar Disorder and Personality Disorder, of whom only half have been offered
psychological therapies (Rethink). So the task is to bring together Rethink, the Royal
Colleges and other professional bodies to look at existing capacity, and develop appropriate
training for members and therapists. (Paul Burstow NSP conference 2/12/2010).
The NHS Mandate of April 2013 to March 2015 aims at parity of esteem between mental and
physical health care, with a reduction in premature death through timely access to evidence,
based services including access to Psychological Therapies.
Schizophrenia has an estimated £12 billion cost to society and a reduction in life expectancy
of 15-20 years. There is an aim about improving access to psychological therapies for
people with Psychosis, Bipolar and Personality Disorder and IAPT for serious mental illness
can offer:
• Improving access to evidence based (NICE recommended) therapies.
• Determine the competencies to deliver the evidence base and develop a competence
framework.
• Develop a national training curriculum based on the competence framework.
• Develop practice guidance i.e. supervision, ring fenced time.
• Ensure outcomes are monitored routinely.
There are barriers and challenges to delivering the above. There is:
• Limited capacity within secondary care services to deliver Psychological Therapies.
• Low level of staff competencies – for delivering therapy and providing supervision.
• NICE Guidance not always clear.
• Economic climate.
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• Inconsistency in delivery.
• Fundamental changes in the health care system: move from national mandates to local
choice.
• Staff morale low.
• Identification of appropriate outcomes.
• Supervisory capacity.
• Psychological therapies viewed as core business.
• Involvement of service users/experts by experience.

Appendix E. Mental Health Minimum Data Set
This section reviews data from the Mental Health Minimum Data Set (co-ordinated nationally
and then published) and, for recent activity, data collected locally.
The Mental Health Minimum Data Set (MHMDS) contains data about NHS services for
people with severe and enduring mental health problems. The dataset was initially
developed to monitor the mental health element of The Department of Health‟s „The Health
of the Nation‟ strategy (1992-1997) and was subsequently referenced in the Mental Health
National Service Framework (NSF) as part of the supporting mental health information
strategy. It is the only dataset that covers specialist mental health services provided across
community, hospital and outpatient care, covering services for adults of working age and
people over the age of 65. Providing information for this dataset has been compulsory for
NHS providers since April 2003 and information began to be published from 2003-2004 and
2004-2005. In October 2007 the dataset was approved by the NHS Information Standards
Board (ISB) as an inherited standard and so from April 2011 it has been further developed to
support the implementation of „Payment by Results‟ for mental health. From April 2013 data
submissions are monthly, with an annual submission.
The data is derived from routine records of patient care e.g. details of admissions,
attendances and appointments as recorded in provider organisation's patient administration
systems.

Appendix F. Outline of CFT teams
Assertive Outreach Teams
Assertive Outreach Teams work with people who have a long term mental health condition
and/or complex needs, and who find it difficult to remain in contact with services. Across
Cornwall, there are two of these specialist teams. One in East Cornwall at Trevillis House,
Liskeard; and one in West Cornwall at Trengweath, in Redruth.
Crises Resolution and Home Treatment Teams
The Home Treatment Teams provide a high level of support to people over the age of 18 in
mental health crisis or relapse in their own home. There are two teams which support people
in the east and west of the county.
An intensive package of support is offered to people who are experiencing acute problems
with their mental or emotional health. Assessment is done at home and a decision is made
whether they need a hospital admission or whether they can be treated at home to avoid
admission where it is possible and safe to do so. Intensive support is offered over an agreed
period of time, this can include; practical support, help with solving problems, medication,
relapse prevention and crisis planning.
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If a hospital stay is necessary, the team stay actively involved in planning the person's return
home as soon as possible and provide intensive care following discharge. The teams
provide support based each person's individual needs and are available 24 hours a day,
seven days a week, every day of the year.
The Home Treatment teams work closely with In patient units,Community Mental Health
Teams and Care Coordinators.
Early Intervention in Psychosis
The Early Intervention Team works with people between the ages of 14 and 35 years old
who are experiencing their first episode of psychosis. There is an East and a West team
based in Bellingham House at Bodmin Hospital, and Trengweath in Redruth, respectively.
They operate a 9.00 am - 5.00 pm Monday to Friday service.
Forensic Mental Health Team
The Forensic Mental Health Team (FMHT) provides assessment and treatment to people
over the age of 18 years, who come into contact with the police or courts. The team is based
at the Bodmin Police Hub.
The team works with people who have a mental illness and have committed or are at risk of
committing a criminal offence. The team works closely with the community mental health
teams, the police, probation services and offers a liaison and diversion service to the local
courts.
The Forensic team will co-ordinate the delivery of treatment in a low, or medium secure
hospital elsewhere in England for people whose needs cannot be met in Cornwall and who
are Ministry of Justice restriction orders. The team also supports people with mental illness
who are on probation.
Teams included in ‘other’ CMHT within the benchmarking project
Day Services
Day services provide help to attain personal goals as part of recovery. There are currently
day service centres at: Richmond House, Penzance; Boundervean, Camborne; Stepping
Stones, Truro; Anchor Project, Falmouth; Roswyth, Newquay; Fountain House, St Austell;
Trelil Court, Bodmin; Caradon, Liskeard; Bude and Elfordleigh at Launceston.
There is currently a review being undertaken on the use and future of these centres, but in
the June 2013 MHMDS recorded day care attendances and contacts totaled 10,054, while
attended contacts and daycare attendances totaled 8,178.
What this means in terms of support is difficult to know without supporting qualitative
information about why individuals were there, what they hoped to get out of the service and
whether this was being achieved.

Community Veterans Service
The Community Veteran‟s Service treats ex-service personnel who served in the British
armed forces and who are subsequently experiencing problems with their mental health.
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The service is based in Trevillis House in Liskeard and is currently supported by a band 7
therapist, who has a 30 plus caseload. Therapy is a mixture of one to one and group work
and the groups meet in Bodmin and Penzance. Three groups a year are run in conjunction
with the British Legion for carers.
Eating Disorder Service
The Cornwall Eating Disorder Service offers a community based treatment for people aged
8 upwards with a clinical diagnosis of an eating disorder.
Perinatal Mental Health Team
The Perinatal Mental Health Team specializes in the assessment, diagnosis and short-term
treatment of women affected by a moderate to severe mental health illness in the
preconception, antenatal and postnatal period.
The service is for pregnant women with a pre-existing mental illness or those at risk, and
women who encounter problems for the first time during or after their pregnancy. The team
promotes wellbeing during pregnancy, the prevention of relapse and assists with birth
planning and offer:
Preconceptual advice, pregnancy and birth planning for women who have had a
previous episode of mental illness.
A consultation that may lead to a further assessment of risk and treatment options.
An assessment that takes into account what is important to you during your
pregnancy.
The shared development of a care plan that meets your personal needs.
Planning for the postnatal period to promote wellness and prevent relapse.
Advice in prescribing medication for mental health reasons in pregnancy and breast
feeding e.g anti-depressants.
Information about other services e.g. BeMe and Family Information Service.
Support for up to one year, if the problems started during pregnancy or during first six
months postnatally.
Cornwall and Isles of Scilly has a birth rate of approximately 5400 babies per year (Call it 5k
mothers allowing for twins). Nationally it is estimated that about one in ten new mothers
suffer some mental health problems, ranging from mild conditions of anxiety or depression to
more severe cases. NICE states that 10-15% of women suffer depression after birth; up to
50% will not be identified with a history of mental illness. 8% will require psychological
therapies and 4% will require specialist services.
This would equate to an incidence of between 500 and 750 women a year with some form of
perinatal mental health problem. The Perinatal Mental Health team has a projected case
load for 2013/14 of 273 cases. Outlook South West and BeMe also see perinatal cases. For
the calendar year 2013 OSW saw 756 cases. BeMe for the April to December period of 2013
saw 165. If this figure is extrapolated to the full year this would equate to 220 cases.
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The three providers are seeing about 1,250 cases a year. There have been issues that not
all referrals to the perinatal team have been triaged appropriately and with the two IAPT
providers there are cases that might not be totally appropriate. However, it would appear that
the demand for the service is being adequately met by supply.

Appendix G: Supply side tools to estimate demand
Quality and outcomes framework (QOF) for mental health.
As part of the GP contract, which commenced on the 1st April 2004, general practices obtain
points for achievements against a range of indicators. The system is known as the Quality
and Outcomes Framework (QOF) and is used for calculating financial payment. One of the
achievements is forming registers of patients with specific diseases including one for people
with depression, one for those with dementia and one for people with a serious mental
illness (schizophrenia, bipolar disorder and other psychosis). From these registers, the
prevalence of these conditions can be estimated bearing in mind that the registers count
patients with a diagnosis, and there may be a high proportion of patients who have the
disease but it is undiagnosed. Furthermore, the figures are unadjusted for influencing
factors, such as the ages of patients in the practice and deprivation. Practices with a high
proportion of elderly patients and practices in deprived areas will tend to have a higher
prevalence of disease (and generally a higher prevalence of undiagnosed disease). (See
Appendix B for greater definition of QoF)
The prevalence of mental illness calculated from GP QOF disease registers for each general
practice has been available at a national level. However, detail on the characteristics of
individual patients is not collated; hence age, gender, ethnicity, and deprivation status
cannot be taken into consideration, so the register is simply the crude number and
prevalence of people with mental ill health, unadjusted to account for local populations and
structures within general practices.

Average Daily Quantity Prescribed (ADQP)
The following information is considered when defining an Average Daily Quantity;
1. The Defined Daily Dose (if one is available), as the World Health Organisation
Advisory Group have much experience in this area and have access to a variety of
data sources when defining values.
2. The Prescribed Daily Dose (the actual average dose) if available and when
calculated on a large enough sample of items, should also be considered, as it
reflects the actual usage by GPs. However, it may well be that the single value
Prescribed Daily Dose hides a wide variation in prescribing practice, again stressing
the nature of the Prescribed Daily Dose and the subsequent ADQs as being
analytical units.
3. Prescription Services data, which gives the number of items prescribed by particular
quantities of each drug preparation. This information source has the advantage of
being based on every prescription dispensed in England but the disadvantage of not
including the intended duration for the item or indication, making the calculation of an
accurate Prescribed Daily Dose impossible. However it is a useful indication of the
strengths being prescribed.
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4. BNF information regarding dosage, particularly for maintenance doses.
5. Whenever possible, therapeutic equivalence between drugs of the same therapeutic
type is sought. However, where there is a discrepancy between actual usage as
suggested by data sources (2), (3), and (4) and equivalence data from clinical
research, then the actual usage is given priority. The expert group stresses that
these discrepancies should be kept to a minimum and that when they occur, they
should be noted in any disseminated information regarding the ADQs.
6. Following the first five principles, an ADQ is set only with the agreement of all
members of the group.
ADQs are reviewed on a regular basis, thus reflecting any changes in drug utilisation and the
introduction of new drugs. Many ADQs are the same as the corresponding DDD as
prescribing practice in England is often very similar to international usage. However there
are some drugs where the values can be very different. In some cases this is because the
DDD value is influenced by use of higher doses in a hospital setting while ADQs are
designed to reflect use in primary care.
Access rate to Improving Access to Psychological Therapies (IAPT)
Originally launched in 2008, the Improving Access to Psychological Therapies (IAPT)
programme is a large-scale initiative that aims to significantly increase the availability of
NICE-recommended psychological treatments for depression and anxiety disorders, within
NHS-commissioned services in England.
IAPT is currently helping to deliver the government mental health strategy, “No health
without mental health”, by supporting Clinical Commissioning Groups and Health & Well
Being Boards in completing the roll out of the adult programme, as well as extending
benefits to children and young people, older people, those with a severe mental illness,
personality disorders, long term physical health conditions.
By March 2015, access to high quality evidence-based psychological therapies, capable of
delivering recovery rates of 50% or more, is expected to be available for at least 15% of the
adult population. The scope of IAPT is also expected to have been extended to other groups
in need such as Children & Young People; People with a severe mental illness or personality
disorder; People with a long term physical health conditions and / or medically unexplained
symptoms.
Payment by Results (PbR)
Payment by Results for mental health is a major step forward in using clusters as the basis
of the contracting arrangements between commissioners and providers. The mental health
clusters were mandated for use from April 2012. The clusters are the currencies for most
mental health services for working age adults and older people. Service users have to be
assessed and allocated to a cluster by their mental health provider, and that this assessment
must be regularly reviewed.
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National tariffs will be introduced over the next couple of years and are seen as supporting
the delivery of more consistent services. They should help to ensure that people coming into
contact with all mental health providers will be offered the right package of care, based on
best practice, but personalised to meet their individual needs, and focussed on supporting
service users to move towards recovery.
The introduction of mental health PbR is a major organisational change for both providers
and commissioners. For the first time clinicians will have a direct impact on the funding that
their organisation receives through their work to deliver high quality care and to achieve
better outcomes. Commissioners will start to understand in detail how the services they are
purchasing meet the needs of individual people, and how this directly affects the prospects
for patient recovery.
It is up to clinicians to decide which cluster someone should be allocated to, and sets out a
number of diagnoses that are usually associated with each cluster. However, the same
diagnosis may be associated with several clusters, as the clusters reflect the assessed level
of need. For the majority of service users diagnosis via MHMDS is routinely recorded only
following an in-patient spell.
Using the ratings scales, mental health professionals can identify the cluster profile which
most closely matches that of the service user being assessed. The care clusters are
numbered 0-21, although cluster 9 is now a blank cluster.
Mental Health minimum data set (MHMDS)
The MHMDS delivers information on people in contact with specialist secondary mental
health services that is:
robust
comprehensive
nationally consistent
comparable
The MHMDS is unique in its coverage, because it covers not only services provided in
hospitals, but also in outpatient clinics and in the community, where the majority of people in
contact with these services are treated. It brings together key information from the mental
health care pathway that has been captured on clinical systems as part of patient care.
The MHMDS also carries data on mental health clusters, Submission of MHMDS data is
mandatory for NHS funded care, including independent sector providers. A recent innovation
is that the MHMDS is produced monthly and is available at a local level. However, there are
currently teething problems in getting access to this data.
Hospital Episode Statistics (HES)
HES is a data warehouse containing details of all admissions, outpatient appointments and
A&E attendances at NHS hospitals in England. This data is collected during a patient's time
at hospital and is submitted to allow hospitals to be paid for the care they deliver. HES data
is designed to enable secondary use, that is use for non-clinical purposes, of this
administrative data.
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It is a records-based system that covers all NHS trusts in England, including acute hospitals,
primary care trusts and mental health trusts. HES information is stored as a large collection
of separate records - one for each period of care - in a secure data warehouse.
HES provides data for a wide range of healthcare analysis for the NHS, government and
others including:
national bodies and regulators
local commissioning organisations
provider organisations
researchers and commercial healthcare bodies
patients, service users and carers.
The benefits of HES can be summarised as:
monitor trends and patterns in NHS hospital activity
assess effective delivery of care
support local service planning
provide the basis for national indicators of clinical quality
reveal health trends over time
inform patient choice
determine fair access to health care
develop, monitor and evaluate government policy
support NHS and parliamentary accountability
NHS mental health benchmarking 2013
The project received contributions from 57 NHS Mental Health providers and provides up to
date information on provision arrangements for mental health services. Contributions were
received from NHS Trusts and Foundation Trusts in England, and also from Local Health
Boards in NHS Wales which has created a comprehensive resource of up to date
comparative data for use by member organisations. The report should be used alongside the
desktop benchmarking toolkit to allow detailed drill-down into all benchmarking comparisons.
The comparisons within the report use a 2012/13 year end timescale for reporting on a
range of benchmarks. As well as reviewing inpatient services, this report takes stock of all
community based secondary mental health services. The report includes comparisons of;
services provided, activity, finance, the mental health workforce and a wide range of quality
markers.
The content and direction of the mental health benchmarking project was discussed with
NHS Benchmarking Network members throughout its development. Specific contributions
were made by the mental health benchmarking reference group who worked to supervise
the content and delivery of the mental health benchmarking work programme. The reference
group shaped the direction of the mental health benchmarking projects including their
coverage, content, analysis, and products available to members.
The report uses weighted population as the denominator wherever population based
benchmarking metrics are used. Weighted populations use the methodology developed by
the Department of Health in their Exposition Book to provide an alternative view on service
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provision and benchmarking performance. The Exposition Book weights for a number of
factors including population age, sex, ethnicity, prevalence and needs. Weightings have
been developed using the formulas within the Exposition Book for providers within the
English NHS.
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