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It was Oscar Wilde who quipped that there is only one 

thing worse in life than being talked about, and that is 

not being talked about, and if you apply that maxim to 

public health we should welcome being at the centre of 

many current important political and social debates. 

Providing warm and well insulated homes, creating 
secure employment with a living wage and 
protecting the needs of the vulnerable are just 
some of the topics that have been prominent in the 
media and public discussion over recent months. 
We know a great deal about the fundamental 
building blocks of what can provide a happy, 
healthy and sustained quality of life over many 
years.  We also know how difficult it can be to 
implement some of the solutions required in 
practice. 

One of the factors that determines good health 
that has become more prominent in the public 
consciousness is the importance of good mental 
health and wellbeing. This is why mental health 
and wellbeing is the dominant theme for this year’s 
Director of Public Health’s Annual Report. It is a 
topic that impacts across all of our major ambitions 
to create a better Cornwall and the Isles of Scilly.   

This report deliberately echoes many of the themes 
identified in the Chief Medical Officer’s review of 
public mental health priorities published as part of 
the 2013 Annual Report. The report highlighted a 
number of key issues including: 

Mental illness is the largest single cause of 
disability and represents 23% of the national 
disease burden in the UK. It is the leading cause 
of sickness absence in the UK, accounting for 70 
million sick days in 2013.

Mental illness costs the UK economy £70–£100 
billion per year; 4.5% of Gross Domestic 
Product.

There is a very significant overall treatment gap 
in mental healthcare in England, with about 
75% of people with mental illness receiving no 
treatment at all.

There is an unacceptably large ‘premature 
mortality gap’: people with mental illness die on 
average 15–20 years earlier than those without, 
often from avoidable causes. 

Whilst there is a wealth of robust evidence 
for public health approaches to mental illness 
prevention and mental health promotion, 
England needs a better defined, policy-relevant 
focus on these concepts. 

Despite a welcome policy focus on mental 
illness, there has been a real-terms fall in 
investment of resources in mental health services 
in England since 2011. 
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This report for Cornwall and the Isles of Scilly 
introduces some key cross-cutting themes like the 
importance of mental health promotion and why 
mental health should be treated with the same 
importance as physical health. The report also has 
a life-course approach to presenting information 
on this topic, for example, looking at children’s 
ability to develop and learn, support for children 
and young people with mental health problems, 
keeping people well during their working lives and 
providing for needs in older age including dementia 
support. 

The aim is to present a powerful intelligence and 
evidence base to increase the focus on mental 
health in how we develop local action across a 
wide range of plans and strategies. I hope that key 
decision makers, service providers and the public 
will welcome this spotlight on mental health and 
wellbeing. This could be committing to ‘mental 
health proof’ the work or plans they are involved 
with but also recognising how they can support 
family, friends and neighbours in recognising and 
responding to opportunities to create better public 
mental health. For example, the report describes 
the national campaign to encourage everyone to 
become dementia friends to help recognise signs of 
the condition and offer practical help. 

Elsewhere in the report, there are chapters that 
review our work to strengthen the data and 
intelligence that describes our population’s 
needs and aspirations, a summary of how public 
health is being integrated into all aspects of the 
Council’s work and an overview of public health 
commissioning and how this is expected to 
develop. 

The public sector continues to wrestle with the 
twin challenges of reduced funding and increasing 
demand on services. This has and will continue to 
lead to fundamental changes in what local services 

can be provided and how they can be delivered. 
Cornwall Council has responded with a bold new 
strategy setting out a vision for the next four years 
and many of the themes chime with ambitions of 
local and national NHS organisations, particularly 
around prevention, early intervention when 
problems start to occur and integrated care for 
those who need help. The Public Health team will 
continue to have a key role in supporting strategic 
decision making and looking for every opportunity 
to protect and improve health and wellbeing and 
target inequalities. 

My thanks go to the team involved in the 
production of this report, particularly Matt Lenny 
(Editor), Julie Moseley, Sara Roberts, Phil Brigham, 
Karen Oldham-Waring, Rebecca Cohen, Jane Royle, 
Kim Hager, Jez Bayes, Louise Sweeney and Brian 
O’Neill.  Without their contribution this report 
would not be possible.

Finally, I would like to recognise the contribution of 
my predecessor, Felicity Owen, who was Director 
of Public Health for eight years. Her commitment to 
improving lives and reducing inequalities has been 
recognised by many colleagues and been greatly 
valued.  

I look forward to working with you to make 
Cornwall and the Isles of Scilly a happier, healthier 
place to live, work and learn. 

Stuart Bourne 
Acting Director of Public Health for  
Cornwall and the Isles of Scilly
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This main topic in this year’s annual report is an  

in-depth look at mental health and wellbeing.
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About this report

The Director of Public Health’s 2014 Annual Report for Cornwall and the 

Isles of Scilly has been published in line with a statutory responsibility for 

each Director of Public Health to produce an independent view on the state 

of health and wellbeing within the local population. 

The aim is to highlight key issues facing local people, 
including looking at patterns of poor health and 
wellbeing, opportunities to make improvements 
and provide recommendations on how this should 
be achieved. This report is not intended to describe 
every aspect of health and wellbeing in Cornwall 
and the Isles of Scilly but touch on some key areas 
that impact on local lives. 

This main topic in this year’s annual report is an 
in-depth look at mental health and wellbeing. This 
includes a review of common mental health and 
wellbeing challenges, the need to value mental 
health as highly as physical health, issues facing 
specific population groups and guidance on how 
we can invest in developing good mental health 
and wellbeing throughout our lives. 

Other chapters in the report look at the importance 
of good public health commissioning, the role 
of high-quality intelligence in protecting and 
improving health and wellbeing, and putting the 
public’s health at the centre of local strategy. 

Regardless of the focus of this report, our aim 
for good public health remains the continuous 
improvement in outcomes for local people across 
all aspects of health, wellbeing and happiness, and 
to inspire new efforts and joint-working to target 
support where it is needed most.

If you would like more information or additional 
copies of the report you can e-mail Karina Wilson 
on kwilson@cornwall.gov.uk or call her on 01726 
627802. Copies of this report are also available here

An equality impact assessment has been produced 
on the annual report to ensure that it meets the 
needs of different groups in our local population. 
This can also be found on the weblink above. 

An outreach 

programme for 

Health Checks 

has targeted 

groups that are 

less likely to attend 

appointments such 

as farmers and 
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Update from last year

This section gives a brief update on some of the issues 

raised in the 2013 annual report. 

Healthy ageing
Primary prevention interventions continue including 
work to promote the ‘Live Well Cornwall’ focus on 
key behaviours that affect the length and quality 
of life (see page 76). The health checks programme 
offers people aged 40-74 a personalised 
assessment of their risk of heart disease, stroke, 
kidney disease and diabetes. We have also piloted 
a lifestyle change programme for people identified 
at high risk of diabetes. The National Institute 
for Health and Care Excellence (NICE) is due to 
publish guidance next year on dementia, disability 
and frailty in later life – mid-life approaches to 
prevention. This will be used in planning further 
interventions.

Secondary prevention is an important focus for the 
future. There are some good local interventions to 
promote self management and lifestyle change for 

people with 
long term 
conditions, 
but with such 
conditions on 
the increase 

more needs to be done. For example approximately 
2,500 people in Cornwall with long term conditions 
are current smokers. Tertiary prevention to 
promote resilience and independence for people 
with existing health and social care needs is a key 
aspect of the Penwith Pioneer which is now being 
extended to East Cornwall. 

Diabetes
Local diabetes screening surveys have been 
conducted to compare the approaches taken to 
diabetes screening in GP practices in Cornwall and 
the Isles of Scilly, and to investigate the screening 
processes currently used and the effect on early 
diagnosis. Following survey results, awareness-
raising to encourage use of recommended test 
procedures, and reduction of random blood sugar 
tests is planned. Further work is in development 
to promote guidance and share good practice 
strategies to ensure that GP practices are 
supported to effectively identify those at risk of 
diabetes as early as possible.
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Improving outcomes for patients with diabetes 
work has included foot care for diabetic patients 
in Cornwall and the Isles of Scilly. Diabetes is the 
most common cause of lower limb amputation. 
Audit and exploratory work is underway to reduce 
the numbers of diabetes patients who have foot 
amputation. The work planned will examine the 
process and effectiveness of foot assessments as 
well as patient knowledge and understanding of 
self-care to support better services for patients 
across primary and secondary care.

Food and Cornwall
Longer term outcomes will be monitored but early 
outputs from Food and Cornwall suggest the 
systems leadership approach has already had an 
impact on place-based asset building for health 
and wellbeing:

Local Voices: Listening to local voices and 
community participation has influenced the 
direction of the programme and project work 

streams.  A short film ‘Telling it like it is’, has 
been produced for the programme, created and 
developed by local people sharing their stories 
of experiences of food poverty. 

Food in Schools: Strategic collaborative work 
with schools has led to a number of schools 
now working on Good Food for All and Plot 
to Plate approaches to transform whole school 
food culture.

Distribution and Surplus: In collaboration with 
the Devon and Cornwall Food Association, a 
new pilot site has been developed to redistribute 
surplus food in Cornwall to those in most need.  
During this early stage it will map need and test 
models of distribution in Cornwall to explore the 
most effective design and delivery.

Growing, cooking and eating skills: Cooking 
skills demonstrations have been delivered in 
communities, health and social care, education 
and business.

The Food and Cornwall programme has attracted 

widespread support including faith leaders such 
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Emergency food and sustainable support: 
Support for emergency food assistance in 
Cornwall to better meet both immediate and 
long-term needs.  The work has engaged with 
community kitchens, local food charities and 
food banks to support the development of 
models based on providing wider ongoing 
support to people in food poverty crisis to 
provide longer term solutions.  

Food and older people: Strategic collaborations 
between public health and protection and 
adult social care have led to pilot lunch clubs to 
improve the quality of food supplied to older 
people.

Good food across settings: This work stream 
is supporting catering standards and good 
food culture in hospitals, care homes, schools 
and early years settings, including effective 
procurement of local/quality food, catering skills, 
peer learning, and effective employer-led skills 
development.

Musculoskeletal health
In 2012/13 the amount that Cornwall and Isles of 
Scilly PCT spent on problems of the musculoskeletal 
system increased to £71.7 million. Per capita this 

is higher than the national average. The spend 
on musculoskeletal problems ranked fourth after 
mental health, circulation and cancer. Recent 
research has indicated that walking can help 
reduce the functional limitations associated with 
knee osteoarthritis. This supports the benefits of 
local initiatives that encourage people to walk; 
for example, Public Health’s First Steps Walking 
for Health programme targets people who would 
otherwise not walk, and provides an entry level of 
walking designed to build confidence. The pilot in 
Helston has proved popular and is now being tried 
in other areas alongside conventional Walking for 
Health, volunteer-led offers. 

Together for families
The programme continues to work with more 
families and deliver improved outcomes. The 
table below summarises the number of families 
identified and engaged to date, along with figures 
for the number of positive outcomes achieved. 
These figures are submitted to the Department of 
Communities and Local Government on a quarterly 
basis.

 Families identified and engaged with Together for Families programme 

(Autumn 2014) 

Year 1 cohort 
(2012/13)

Year 2 cohort 
(2013/14)

Year 3 
(2014/15)

Cumulative total

Identified families 451 411 408 1270

Engaged families 441 350 479 1270

Positive outcome 
claims (PbR)

430  189 - 619
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Things to celebrate 

Sustainability 
Formalised sustainability planning in the public 
sector has been included as a health protection 
measure in the Public Health Outcomes Framework, 
which ensures national and local attention on 
this topic. Cornwall Foundation NHS Trust and 
Royal Cornwall Hospital Trust both have board-
approved sustainable development management 
plans in place. Public Health’s Low Carbon Lead is 
working with NHS Kernow and Cornwall Council on 
updating and formalising sustainable development 
management plans.  

Tackling illegal tobacco 
In August 2014, an event was held at the Wharfside 
Centre in Penzance to target local residents and 
advise them on the dangers of and damage from 
illegal tobacco. Activity included dog detection 
demonstrations, an advice desk and social media 
interaction. Over 500 members of the public were 
engaged using an iPad tool that helps to capture 
local information on where illegal tobacco is being 
sold. The event was organised by Smoke Free 
South West working closely with Cornwall Council’s 
Trading Standards and Public Health teams.  

Preventing suicide
Between April 2013 and March 2014 ASIST 
(Applied Suicide Intervention Skills Training) was 
delivered to 166 people across Cornwall. This two-
day course enables people to learn a step-by-step 
skill of how to keep someone safe from suicide in 
the moment of need before getting them safely to 
secondary help. The www.suicidesafercornwall.org 
website received over 50,000 hits between April 
and November 2014.

Life-changing action through 
health trainers

“I trust and believe in myself more now.  I’ve 

never seen this side to me before and I am 

very grateful to have had this opportunity to 

work with a Health Trainer”

Case study

One woman had come through two abusive 
marriages and feeling she was unimportant to 
her parents. She disliked her work but began 
working with a Health Trainer who helped 
her to develop confidence in starting her own 
business. She learnt to flip her negative feelings 
to ones of motivation, has set up a successful 
business, is in control of her money and lost 
more than one stone in weight. 



launched on 25 June 2014 to encourage conversations 

between young people aged over 15, and Relationships and 
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to get young people talking 
about safe sex
A new humorous film on safer sex, starring the 
Kernow King and local students, was launched 
in June at Cornwall College Camborne’s Union 
Building. The film has been produced by the 
council’s Health Promotion Service, Royal Cornwall 
Hospital Trust’s Sexual Health Services and Cornwall 
College alongside local film company Motion Film. 
The 20-minute film will be used to encourage 
conversations between young people aged over 
15, and Relationships and Sexual Health Education 
(RSE) teachers.

Case study

“I first got involved with alcohol as a teenager. It 
was a socially acceptable thing to do. Drinking 
with my friends in the pub started at 16 and 
carried on until I was 31/32 years old. Then I 
started to need more and more of it; I saw the 
change in my personality and the way I behaved 
towards other people. I would certainly argue 
more. I also began to have health problems. If 
family challenged me on my use of alcohol I 
would get angry with them. 

After a while I went to my GP, they were 
fantastic as my GP had a problem with alcohol 
himself before. He referred me to Addaction 
and treatment for me has been spot on, 
excellent in fact. Addaction was a place that 
understood where I was coming from. The peer 
support element was massive for me. I have 
used what I learned on the course in a practical 
way - it taught me that I was and am in control, 
I chose which way I go. 

Everything in my life has changed since I sat 
the Intuitive Recovery course. I have got my 
life back, my health back and my family. I am 
now volunteering with Addaction as I want to 
be one of the people that I felt helped me so 
much. I can put my experience to a good use 
with this and give something back. If I can only 
help one person I will be happy.”

Helping people to overcome 
alcohol dependence
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Local health check 
programme continues to 
expand
Between January and the end of June 2014 a total 
of 9,233 Health Checks across Cornwall and the 
Isles of Scilly were offered and 4,943 completed. 
A number of community events targeting farmers 
and fishermen were undertaken by the outreach 
team and links built with the Cornwall and Isles 
of Scilly Healthy Workplace Award to offer checks 
in local businesses. One local teacher had a life-
changing experience: 

Case study

“Due to very high demand of work 
commitments, I would never have been able 
to find the time to make an appointment for 
a health check.  Following a routine screening, 
a very serious medical issue that was causing 
extremely high blood pressure and also 
additional strain on my heart was highlighted. I 
went to my GP and he has now begun treating 
the blood pressure and I have been able to take 
advantage of medical care including help with 
my weight. I am convinced that this programme 
has potentially saved my life in the last few 
weeks, as I was in a position where stroke or 
heart attack could have occurred at any time” 

Healthy Workplace Award 
wins national award
Cornwall’s Workplace Health programme has been 
recognised for its innovation, good practice and 
significant achievement by the Royal Society for 
Public Health (RSPH).

It received their highest accolade – a three-year 
endorsement for demonstrating sustainable and 
consistent health improvement outcomes. Cornwall 
was one of 14 organisations that were presented 
with their certificate by Professor Lord Patel of 
Bradford OBE, Vice President of RSPH at the 
national Health and Wellbeing Awards.

The Workplace Health programme works with 
businesses across Cornwall to support them in 
improving the health of their workforces. Almost 
200 businesses are signed up to the programme 
and an estimated 40,000 employees benefit from 
the work being done in this area.

achievement with an award from the Royal Society for Public 



Overview14

Cornwall Homeless Hospital 
Discharge Project 
The project aims to reduce the number of hospital 
beds blocked in Cornwall by single homeless people 
who were medically fit for discharge but had no 
address to be discharged to. The project started 
in January 2014, with a dedicated advice worker, 
provided by Shelter, taking referrals for any patients 
in hospital in Cornwall. The worker is based within 
the main acute hospital (Royal Cornwall), as this is 
where most referrals come from.

Since January the project has received over 100 
referrals: in over half of these cases the patient 
does not have their own accommodation, a quarter 
of them actually being street homeless. The other 
patients have accommodation that they can no 
longer return to as it is no longer suitable as a 
result of their health problems, or it was the poor 
accommodation that contributed to their health 
problems.

In many cases the project worker provides advice 
on how the property could be improved, or how to 
secure more suitable accommodation, signposting 
the patients to other agencies that can support 
them. The patient returns home, or stays with 
family and friends until the situation is resolved. 
Most patients have been referred into stable, 
supported accommodation, but some have been 
discharged with no accommodation available. Most 
are known to local services and are discussed with 
partner agencies at the Rough Sleepers Operational 
Group, where people look at individual cases 
of people who have become entrenched rough 
sleepers, share information and discuss possible 
solutions.

Practical advice on eating 
well on a low budget
The Eat Well Spend Less guide launched in March 
2014 has been used in a range of locations, 
including working on life skills with young people 
affected by alcoholism; young people are shown 
how to cook and serve a two-course meal, linked 
to support from a local food bank, and helping 
budget planning within adult education and 
learning courses. The benefits of using the guide 
were explained to HRH Prince Charles during a visit 
to Fifteen in Newquay. 

winter 
Activity delivered during the last three winters 
has helped 6,200 people and saved 530 hospital 
admissions. 

New careers through Fifteen 
Cornwall 
The Fifteen Cornwall apprenticeship programme 
won an EU RegioStars Award on 31st March 2014 
in the category ‘Inclusive Growth – Jobs for the 
Younger Generation’. Among the chefs trained so 
far, eight in ten are still working as professional 
chefs with many lives transformed. 



recipe ideas to make food go further was 

launched in January 2014 and received 

support from HRH Prince Charles during 
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Understanding local needs and aspirations includes creating a wide 

range of opportunities for people to engage in discussions about their 

health, for example, this event with college students.



Figure 3.1: The transformation of data into 

intelligence

Data

Information

Intelligence

Insight
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Introduction

Intelligence is an umbrella term that includes methodologies, architectures, 

and technologies that transform raw data into meaningful and useful 

information for analysis purposes to improve and optimise business 

decisions and performance (Rud, Olivia, 2009).

Why is it important?
The public sector is facing sharp and sustained real-
term reductions in budgets. Faced with less money 
but not a comparative decrease in demand for 
services, all organisations and services have to be 
more effective within available resources.  

Research, information gathering and building 
an understanding of what works have been 
central to public health since its conception. In 
these challenging times, the role of intelligence 
is ever more critical in establishing a common 
understanding of what is needed in Cornwall and 
the Isles of Scilly now and in the future in order to 
achieve better outcomes with fewer resources. By 
understanding and analysing where we are now, 
we empower decision makers to make focused 
decisions about where to go next.

What are the drivers? 
It has long been recognised that the root causes 
of the health of populations are influenced by a 
number of public sector bodies, and that the NHS 
alone cannot deliver improved health. 

In order to tackle the challenges ahead there needs 
to be a focus on the wider determinants of health 
which, perhaps more than ever before, require 
strong joint working relationships and a shared 
vision for Cornwall and the Isles of Scilly.

Along with our public sector partners we are 
looking to strengthen our collective intelligence to 
ensure that we have a robust evidence base that 
helps direct our strategic vision, and answers some 

key questions: 

What do we know and understand about our 
population?

What are the key issues in our area?
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How can we direct resources to areas and 
groups of greatest need, and represent the best 
possible value for money for local people now 
and in the future?

Who influences the wider social determinants 
of health in Cornwall and the Isles of Scilly 
and how collectively can we help tackle health 
inequalities?

What motivates people to adopt lifestyles that 
could damage their health and, importantly, 
what information and support would be needed 
to help them change?

What are other parts of the country doing to 
improve health and wellbeing, and can this be 
translated to fit local needs and circumstances?, 
and 

How can we, through preventative activities, 
reduce the demand for services?

The role of the joint strategic 
needs assessment (JSNA) 
The JSNA is the platform for communicating and 
sharing the intelligence on the health and needs of 
our local population.

The core aim of the JSNA is to develop local 
evidence-based priorities for commissioning 
which will improve the public’s health and reduce 
inequalities. The outputs, in the form of evidence 
and the analysis of needs, and agreed priorities, will 
be used to determine what actions local authorities, 
the local NHS and other partners need to take 
to impact on health and wellbeing. In preparing 
JSNAs and the Health and Wellbeing Strategy, 
Health and Wellbeing Boards (HAWB) must have 
regard to guidance issued by the Secretary of 
State for Health. Further HAWB guidance states 
that authorities should only commission services 
evidenced within JSNAs.

Too much data can be confusing – but the benefit 
the JSNA brings is through its interpretation of the 

data to help ‘tell the local story’. In short we want 
our evidence base to answer the following:

Figure 3.2: The process for understanding our 

population and applying interventions

Measurement

frameworks

Business

analysis

Understanding the

population: Current

and future demand

What are our key drivers? Are our resources 
fit for purpose? Can the market provide? 
What needs to change? 

What does our 
population look like, 
what do they need, 
what are they telling 
us and how do we 
engage with them?

How are we doing?

The JSNA is therefore expected, through its 
interpretation of the data, to help drive integrated 
working and partnership arrangements for health 
and care services, forming a key component of the 
local partnership and commissioning landscape.

The JSNA should be seen as an iterative process, 
where, as new information becomes available 
during the year the JSNA is updated. This year work 
has focused on: 

Cornwall and Isles of Scilly Comprehensive 
Child and Adolescent Mental Health Needs 
Assessment. This assessment looked at the need 
for emotional wellbeing and mental health 
services for under 18 year olds. It provides 
recommendations for commissioners to inform 
local service development, future commissioning 
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of services and future emotional wellbeing 
strategy for young people in Cornwall and the 
Isles of Scilly. Extracts can be found later in this 
report.

Kernow Clinical Commissioning Group: Mental 
Health Needs Assessment. 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. The assessment sought to inform 
commissioning of mental health services to 
ensure that promotion, prevention and recovery 
all receive appropriate levels of investment 
to maximise the mental wellness within the 
population. Extracts can be found later in this 
report.

Pharmaceutical Needs Assessment. Every HAWB 
in England has a statutory responsibility to 
publish and keep up-to-date a statement of 
the needs for pharmaceutical services of the 

Figure 3.3: Benefits of developing an integrated intelligence partnership

population in its area; this is a Pharmaceutical 
Needs Assessment (PNA). The PNA looks at the 
current provision of pharmaceutical services 
across Cornwall and the Isles of Scilly, and 
whether this meets the current and future needs 
of the population, and identifies any potential 

gaps to service delivery.

Ongoing work includes:

Carers 

Care Act implications 

Autism 

Frailty 

What next? 
Building an integrated intelligence partnership – the 
Cornwall and Isles of Scilly Public Health team is 
working with our public sector partners to establish 
a local intelligence partnership in order to add 
value, bring economies of scale, and facilitate the 

sharing of good practice. 

Projects Project outputs
Capability 
delivered

Outcomes
Outline 
benefits

How will 
we measure 

success
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Strategic 
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Integrated 
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Hub supported 

through appropriate 
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policy, procedures 

and processes for 

information sharing

Agreed strategic 

work programme

A flexible 

collaborative 

function which is 

able to deliver high 

quality, robust 
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people and place in 

order to target and 

demand manage 

our service

Increased 

operational 

efficiency

Greater flexibility 

to respond to 
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Delivery of 
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Improved insight 

through “Big Data’

Improved access to 
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Single version of 

the trurh
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Increased public 
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to support in 

times of unforseen 

pressures

Annual survey
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Big data – put simply, big data is the joining and 
interpretation of digitised data sets. This can be 
an immensely powerful tool, using current data 

patterns to predict future demand as well as: 

Better targeted services – targeting resources to 
the right place, right people at the right time. 

Evaluating what works (i.e. impact of 
programmes) – working early with programmes 
or service redesign to think about evaluation at 
the outset. 

Identifying early interventions – given the 
squeeze on budgets, it’s more important than 
ever to target resources at ‘early intervention’, 
i.e. trying to stop or delay issues before they 
become an acute problem. 

Service redesign (including personalised services) 
– this is something that the commercial sector 
does well: it can personalise what is provided 
based on an understanding of how people are 
using its services.  

Savings – it has been estimated that improved 
performance and targeting of services as a result 
of big data could in time save the equivalent of 
£250 to £500 per head of the population (HM 
Treasury (2012)).

Capitalising on the full potential of big data is a 
major challenge and will not be achieved overnight. 
Nevertheless, it has the power to deliver better 
services, and a leaner, smarter public sector.

Figure 3.4: Techniques to bring together different sources of data
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The five behaviours that can have a serious impact on 

health status are smoking, physical activity, unhealthy 

diet, excess alcohol and lack of social connections
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Public involvement in 
developing intelligence 
National guidance on JSNAs sets out a number 
of duties on Health and Wellbeing Boards to 
make sure the needs of the whole community are 
reflected in its content.

Central is a need to involve the local Healthwatch 
organisation and the local community, and this 
should be continuous throughout the JSNA and 
Health and Wellbeing Strategy process. These are 
duties updated under the Health and Social Care 
Act (2012) building on commitments made in the 
2007 Local Government and Public Involvement in 
Health Act.

Guidance states that when involving the local 
community, boards should consider inclusive 
ways to involve people from different parts of the 
community; this includes people with particular 
communication needs to ensure that differing 
health and social care needs are understood, 
reflected, and can be addressed by commissioners. 
This should recognise the need to engage with 
parts of the community that are socially excluded 
and vulnerable. Involvement should aim to allow 
active participation of the community throughout 
the process – enabling people to input their views 
and experiences of local services, needs and assets 
as part of qualitative evidence; and to have a 
genuine voice and influence over the planning of 
their services.

To support this aim, Public Health Cornwall and 
Healthwatch Cornwall have jointly co-ordinated a 
workshop with key partners to discuss innovative 
ways of involving the public in the development 

of the JSNA and the Live Well Cornwall model (see 
page 77).

The workshop was held in October 2014.  Partners 
involved include representatives from: Healthwatch 
Cornwall, Public Health Cornwall, Local Nature 
Partnership, Local Enterprise Partnership, NHS 
Kernow, Cornwall Health and Wellbeing Board, 
Disability Cornwall, Age UK, Young People 
Cornwall, Health and Wellbeing Service, Cornwall 
Rural Community Council, Cornwall Carers, 
Activmob and the University of Exeter.

Key outputs from the workshop include:

Sharing a survey to gather together details of 
the feedback each organisation has already 
collected from the public. The aim is to map out 
currently available information and consider how 
to build this into the JSNA.

A sub group is being formed to provide 
assurance that the JSNA is using a consistent 
and robust approach for effective public 
involvement. 

As part of the engagement process with local 
communities we are developing materials to have 
conversations with people on their views about 
the five key behaviours that can have a significant 
impact on health status (as demonstrated in the 
5:5:75 model described on page 77).  The five 
behaviours are smoking, physical activity, unhealthy 
diet, excess alcohol and lack of social connections. 

This will include working with the Penwith Pioneer 
working group ‘local people, local conversations’ to 
better understand how to prevent health issues or 
intervene earlier as well as providing better models 
of care for those who need support. 
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The annual Beach Games, run through the Healthy Workplace 

programme and Cornwall Sports Partnership, provides a welcome 

opportunity to connect with colleagues and other company employees.
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1. Overview
Research has shown that emotional wellbeing and good mental health 

contribute to every aspect of a person’s life. It is important in helping 

to strengthen families, improve educational attainment, promote social 

inclusion, reduce antisocial and offending behaviour, expand opportunities 

and improve general health and wellbeing. 

The causes of mental illness are extremely 
complex; and physical, social, environmental and 
psychological causes all play their part. We know 
that problems are unevenly distributed across the 
population and that some individuals, groups and 
even communities have an increased likelihood of 
poor mental health than others.

Understanding risk factors can help with targeting 
resources in numerous ways from prioritising 
groups to targeting settings for preventative work.

In the past mental health has been seen as an 
issue that has not received enough attention from 
national and local policy makers. Encouragingly, 
ways to support people to achieve and maintain 
good mental health have come into the centre of 
the policy debate. This has included better data and 
analysis to understand key issues and benchmark 
performance. The Chief Medical Officer for England 
published a useful review of mental health and 
wellbeing opportunities and challenges in one of 
the volumes of her 2013 Annual Report. 

This report will draw on some of those key themes 
identified through national research and debate 
but will seek to apply local knowledge and 
understanding to identify how we can improve 
outcomes for people in Cornwall and the Isles of 
Scilly. 

2. Common mental 
health problems

Introduction
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 problems encompass 
anxiety, stress and depression which are generally 
treated in primary care (typically GP surgery) 
but some people can require specialist hospital 
treatment. People suffering from more severe 
mental health problems can also have co-morbidity, 
for example, heart disease alongside depression 
and/or anxiety.

Conditions that cause marked emotional distress 
can interfere with daily functions like going to 
work or caring for a family, but do not usually 
affect insight or cognition. Common problems can 
cover a range of 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 affect 
behaviour. Anxiety disorders include generalised 
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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 
proportion of patients meeting the criteria for more 
than one mental health condition 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.

Although usually less disabling than major 
psychiatric disorders such as psychosis, the greater 
prevalence of common mental health problems 
means that the cumulative cost to society is great. 
In the UK it has been suggested that over 40 million 
working days are lost each year due to stress-
related disorders (European Agency for Safety and 
Health at Work (2000) Research on work related 
stress).

Why is it important to our 
population? 
Data on population characteristics is collected 
at national rather than local level. The last Adult 
Psychiatric Morbidity Survey (APMS) was carried out 
in 2007 and is expected to be repeated in 2014. 

The APMS revealed 84.9% of the adult population 
had no neurotic symptoms, 7.5% had a level of 
neurotic symptoms that was significant, but unlikely 
to warrant treatment and 7.5% had symptoms of a 
level of severity likely to require treatment. 

Of the 7.5% who had a high level of neurotic 

symptoms, 68%, or more than two in three, 
were not receiving any treatment. It is reasonable 
to assume that a greater percentage would be 
recognised now because lots of work has been 
done in recent years to improve detection and 
support at GP surgeries. 

Using the respected APMS methodology, there 
could be around 70,000 people in Cornwall and 
the Isles of Scilly with a common mental health 
problem at any one time. About half of these 
would be severe enough to require medical 
attention.

Rates of common mental health conditions are 
higher in areas with greater deprivation, poverty 
and high unemployment.  

Accessing support 
There are significant concerns about what acts as 
a barrier to accessing care. This includes stigma 
(within self and others), cultural beliefs about the 
nature of poor mental health, social policy or other 
approaches that limit access to services.

The most common reasons given for reluctance to 
contact the family doctor include: 

did not think anyone could help (28%); 

a problem one should be able to cope with 
(28%); 

did not think it was necessary to contact a 
doctor (17%); 

thought problem would get better by itself 
(15%); 

too embarrassed to discuss it with anyone (13%); 
and 

afraid of the consequences (for example 
treatment, tests, hospitalisation or being 
sectioned under the Mental Health Act; 10%) 
(Meltzer et al., 2000).
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Poorer access to care has been found to be 
associated with lower social class, geographical 
location, ethnic minority groups, the presence of 
sensory or other impairments, the presence of 
learning difficulties, and particular demographic 
factors including age and gender (for example, 
older people or younger men) (Dowrick et al, 2010). 

As recognised in the section on commissioning of 
drug and alcohol services (see pages 81-96) there 
can be a strong association between poor mental 
health and substance misuse. 

The importance of addressing domestic violence 
and sexual abuse has also been highlighted in 
the section on commissioning of alcohol services. 
Interventions need to tackle fundamental causes of 
distress and potential illness (see page 89).

Whilst both men and women can be victims of 
domestic abuse, women are much more likely to be 
victims than men, but men are much less likely to 
seek help. The number of domestic abuse incidents 
is 21% higher in Devon and Cornwall than the 
average for similar force areas nationally. 

The Crime Survey for England and Wales reports 
that nationally 4.4% of men and 7.1% of women 
have been a victim of some form of domestic abuse 
in the previous year – this equates to 16,400 victims 
in Cornwall and the Isles of Scilly.

The Crime Survey for England and Wales found that 
0.5% of men and 2% of women aged 16 and over 
had been a victim of a sexual assault in the previous 
12 months. This equates to around 3,500 victims of 
sexual assault annually in Cornwall and the Isles of 
Scilly, of which 18% of victims are men. 

GP recording of common mental health problems 
in Cornwall and the Isles of Scilly varies from 5% 
to 27.9% of patients being registered for these 
conditions. This would be higher if undiagnosed 
cases were taken into account. It is thought 
typically only 30-50% of all cases are recorded by 
GP practices.  

GPs also record other public health conditions 
like obesity, diabetes and cardiovascular disease. 
Comparing registers for these conditions against 
those for mental health is something that will be 
explored to promote parity of esteem between 

physical and mental health. 

What is currently going on?
Effective psychological treatments recommended 
by NICE for common mental health conditions 
include: cognitive behavioural therapy (CBT), 
behavioural activation, interpersonal therapy (IPT), 
behavioural couples therapy and mindfulness based 
cognitive therapy. For moderate to severe disorders 
these are often provided in conjunction with 
antidepressants. For milder conditions structured 
group physical activity programmes, facilitated 
self-help and computer based CBT are effective 
interventions. The two Improving Access to 
Psychological Therapies (IAPT) providers in Cornwall 
offer up to ten different therapies.
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The Public Health team work on a 
three-tier approach to improving public 

mental health includes:

1. universal interventions to build resilience and 
promote wellbeing for all ages;

2. targeted prevention and early intervention 
for people at-risk of common mental health 
problems, for example older people living in 
social isolation; and 

3. early intervention with children, young people 
and families

Universal interventions include:

Raise awareness of mental health and wellbeing 
issues, reduce stigma including local delivery of 
the ‘Time to Change’ national campaign. 

Delivering the ‘Five Ways to Wellbeing’, an 
evidence-based programme that was born out 
of the influential Foresight report.

The promotion of good mental health and 
wellbeing in the workplace.

Local delivery, with other organisations, of 
national campaigns from Public Health England 
(PHE) such as World Mental Health Day.

Targeted interventions include:

Work with working age men, including men’s 
health week and looking at workplace stress.

Work on loneliness linking to Fulfilling Lives and 
Ageing Better, a Big Lottery funding scheme 
aimed at reducing social isolation among older 

people in England 

Early year’s intervention includes work with: 

The HeadStart programme, which is a Big 
Lottery Fund project, giving young people 
support and skills to cope with adversity and do 
well at school and in life. (see page 42)

Delivery of the Children’s and Young Peoples 
Emotional Health and Wellbeing Board’s 
Mental Health strategy. This is a joint board 
between Cornwall Council and Kernow Clinical 
Commissioning Group (NHS Kernow).

Other work includes support to an expert reference 
group to address the specific physical health 
needs of people with mental health problems. All 
health promotion programmes and partnership 
programmes are challenged to consider the needs 
of people with mental health problems. This 
includes the offer of mental health awareness 
training.

To help raise awareness and understanding of 
mental health and wellbeing issues and prevent 
stigma, we promote the use of Rethink and Time 
to Change resources, and respond to emerging 
national campaigns.

Local health needs are highlighted through the 
mental health treatment needs assessment, and 
support for other relevant parts of the JSNA. 
Support is given to the NHS Kernow mental health 
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commissioning team on intelligence, and the 
development of local care pathways in line with the 
latest evidence to promote fair and effective access. 
This includes integrated delivery across primary (GP 
surgery) and secondary (hospital) care, including 
allowing for access through many contact points, 
including self-referral.  

The local care pathways promote a stepped-care 
model of service delivery to provide the least 
intrusive, most effective intervention first; single 
criteria such as symptom severity are not used to 
determine movement between steps. The aim is to 
minimise the need for transition between different 
services or providers and have clear links to other 
life needs, for example, physical health support. 

It is important to communicate well with people 
with common mental health disorders and, where 
appropriate, families and carers about their care.

There is a great deal of joint working and 
commissioning with relevant agencies such as 
Children’s Services, Adult Care, the Drug and 
Alcohol Team and the Probation Service. Links are 
being built to locality efforts to improve health and 
wellbeing such as the Living Well project that is 

operating in Penwith and the east of Cornwall.

What further action is 
needed?
More work on baselines to measure progress 
around improving common mental health 
problems. Improvements to the Child and 
Adolescent Mental Health Service (CAMHS) should 
deliver benefits that will be seen across the life-

course and into adult services.

3. Parity of esteem 
between mental and 
physical health

Introduction
Parity of esteem is about equality in how we think 
about mental health and physical health care and 
about how they are valued. We need to ‘close 
the gap’ with physical health services in terms of 
access, quality, research, and the aspirations we 
have for people. 

To take just two examples of the current disparity, 
we know that three in four people with common 
mental health problems receive no treatment from 
the NHS, and for psychotic disorders, this figure 
is nearly one in three. We need to move from a 
system that leaves so much mental health need 
unaddressed. People with severe mental illness are 
three or four times more likely to die prematurely 
from the ‘big physical killer’ diseases, such as 
coronary heart disease and cancer, when compared 
to the population as a whole. This says something 
not only about mental health services, but also how 
we treat people with mental illness. 

The costs to the NHS of co-morbid mental health 
problems run into billions. The costs of mental 
illness to the economy and society are higher still. 
Yet there are effective treatments such as IAPT 
(Improving Access to Psychological Therapies) 
and improvements in psychiatric liaison in acute 
hospitals, which saves money as well as improving 
lives. 

By placing a lesser value on mental health, we 
get less value from the NHS as a whole. Parity 
is a relative concept so we do not just need to 
improve mental health services; we also need to 
change how people think about mental health. 
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Public Health has a role in changing attitudes on 
how individuals and society view mental health so 
that mental health is truly ‘on a par’ with physical 
health.

Why is it important to our 
population?
Parity of esteem between physical and mental is 
important for the following reasons:

Mental illnesses are very common 

Among people under 65, nearly half of all ill 
health is mental illness

Mental illness is generally more debilitating than 
most chronic physical conditions. 

Mental health problems impose a total 
economic and social cost of over £105bn each 
year for England (CMH, 2010). 

Yet, only a quarter of all those with mental 
illness such as depression are in treatment.

We tend to view physical and mental health 
treatment in separate silos in health services. 

People with poor physical health are at higher 
risk of experiencing mental health problems… 

…and people with poor mental health are more 
likely to have poor physical health.

A common way to describe the stigma surrounding 
mental health is the example that if you fell down 
and broke your hip, an ambulance would be with 
you in eight minutes to give emergency care at 
the scene before taking you to an Emergency 
Department. If, however, you suffer an acute 
psychotic episode in the street, you are just as likely 
to be attended by a police car and be taken to a 
cell.

Similarly, we know that three out of four of all 
chronic mental health problems start before the 
age of 18, and yet currently only a quarter of 

children and teenagers aged up to 15 with mental 
health problems receive help from any services. 
However, steps are being taken to address these 
imbalances.

What is currently going on?

The impact of poor mental health on 

physical health
We know that mental illness reduces life expectancy 
by seven to ten years in people with depression, 
and by 10 to 15 years in those with schizophrenia, 
and by almost 15 years for those who misuse drugs 
or alcohol (Chang et al., 2011)1. In fact, mental 
illness has a similar effect on life-expectancy to 
smoking, and a greater effect than obesity (LSE, 
2012).2

Mental ill health is also associated with increased 
physical morbidity. Depression has been associated 
with an increased risk of coronary heart disease 
(Hemingway and Marmot, 1999)3, and a four-fold 
increase in risk of myocardial infarction (MI), and 
of death within six months of MI (Lesperance et 
al., 2000)4. There is a two-fold increase in type 2 
diabetes (Fenton and Stover, 2006)5 and a three-
fold increase in the risk of non-concordance with 
treatment for all illnesses (Martin et al., 2005)6.

Schizophrenia is associated with a three-fold 
increased death rate from respiratory disease 
(Saha et al., 2007)7, and a two-fold increased 
risk of obesity, diabetes, hypertension, metabolic 
syndrome, and smoking (De Hert et al., 2009)8.

The impact of poor physical health on 

mental health
We also know that poor physical health increases 
the risk of mental illness. As an example, the risk 
of depression is doubled in people with a chronic 
physical condition (NICE, 2009)9 and is more than 
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seven times higher in people with two or more 
chronic physical conditions (Moussavi et al, 2007)10. 
The risk of depression is doubled for people with 
diabetes, hypertension, coronary artery disease 
and heart failure, and tripled in those with stroke, 
end-stage renal failure and chronic obstructive 
pulmonary disease (Egede, 2007)11. Children 
experiencing a serious or chronic illness are also 
twice as likely to develop emotional disorders 
(Parry-Langdon, 2008)12.

A recent review also found that patients with 
chronic obstructive pulmonary disease (COPD) had 
much higher rates of generalised anxiety disorder, 
panic, and depression. This was explained by social 
and occupational withdrawal and isolation and 
resulted in increased admissions, longer hospital 
stays, and higher relapse rates (Howard et al., 
2010).13

Figure 4.3.1: Prevalence rates for mental 

health conditions and the percentage of UK 

population with that condition who are in 

treatment.

 

% of 
population 
with 
condition

% of 
people with 
condition in 
treatment

Adults   
Schizophrenia or  
bipolar disorder

1% 80%

Depression 8% 25%
Anxiety disorders 8% 25%
Children (5-16)   
Conduct disorder or 
ADHD

6% 28%

Depression & / or 
anxiety disorders

4% 24%

Autistic Spectrum 
Disorder

1% 43%

Figure 4.3.1 shows the relatively low proportions of 
people with a number of mental health conditions 
that are receiving treatment for those conditions. 
In comparison in comparable western countries, 
the percentages receiving treatment for long term 
physical health problems are 94% for diabetes, 91% 
for hypertension, and 78% for heart disease.

Most people with serious mental illness do not 
receive physical health checks. While we run a 
national programme of health checks within 
schools, we only check physical health. There are 
significant delays in diagnostic treatment for people 
with learning disabilities, and the National Audit 
of Schizophrenia showed that only 29% of service 
users were getting proper metabolic monitoring. 

What further action is 
needed? 
Important steps towards achieving parity of esteem 
between physical and mental health includes:

The public mental health team are working 
closely with the clinical commissioning group’s 
performance team on metrics that will help to 
identify and quantify the gap.

The public health team are working with the 
clinical commissioning group’s mental health 
team to improve the level of talking therapies 
available in primary care and to monitor 
outcomes for those who take up such therapies.

The East Cornwall Pioneer Board now has a 
representative from mental health to promote 
parity of esteem with physical health. Public 
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health has also helped in the preparation of 
bids for funding to improve parity of esteem 
by having a liaison nurse for mental health in a 
general acute hospital setting. 

A sub-committee of the Expert Reference 
Group is planning how the physical health of 
those with mental health problems might be 
improved.

A lack of mental wellbeing that falls short 
of mental illness plays a critical role in the 
development and deterioration of chronic 
illness. It is thus a risk factor for mental health 
problems, reducing resilience to life events and 
capacity to cope in adversity.

Local public health strategies and interventions, 
should recognise the mental health dimension of 
issues commonly thought of as only physical health 
challenges, such as smoking, obesity and substance 

misuse.

As public health becomes totally integrated into 
Cornwall Council, more opportunities will exist to 
consider and address the wider determinants of 
mental health and mental illness. These include 
social isolation, parenting, violence and abuse, with 
the ‘whole person’ approach applying across the 
life course to support ‘No Health without Mental 
Health’. This includes prioritising the promotion 
of mental wellbeing, the prevention of mental 
health problems, the prevention of suicide, and the 
promotion of wellbeing for people living with and 
recovering from mental illness. 

Monitoring progress
Benefits from parity of esteem should be felt by 
those working to stay well, and improvement in 
services for those who are not well; savings should 
be made by the health and social care system 
through better understanding of people’s needs, 
prevention of service needs and earlier intervention 
where a need is identified.

Closer working between NHS Kernow and Cornwall 
Council as commissioners of services around mental 
health needs and parity of esteem should improve 
outcomes. Better uptake of national campaigns 
at a local level will help to put more people in 
contact with helpful resources and advice. A greater 
proportion of resources committed to mental 
health and wellbeing in relation to those directed 
at physical health would also help to improve 
outcomes.

Reduction in the stigma of having a mental health 
condition, with more open conversations and 
willingness to engage with and give support, are 
the social norms that we must aspire to achieve. 
Work to improve metrics that allow us to measure 
baselines and improvements also needs to be taken 
forward. 

Closer working between NHS 

Kernow and Cornwall Council as 

commissioners of services around 

mental health needs and parity of 

esteem should improve outcomes.
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4. The economic case 
for public mental 
health

Introduction
Any intervention used to improve mental health 
and wellbeing needs to demonstrate it is effective 
and good value for money. Public health activities 
use scarce public resources and economic 
evaluation can help us to prioritise how the budgets 
are spent. 

The outcomes of an intervention may not always 
be easily expressed in monetary terms. It should be 
noted that evaluation does not have to be restricted 
to assessing the financial benefits of particular 
services. Other benefits, such as better mental 
health and wellbeing of individuals and wider 
benefits to society such as increased employment 
and reduced crime are also valued and relevant. 

Why is it important to our 
population? 
Mental ill health imposes an enormous burden on 
individuals and the wider community. Mental ill 
health in England is estimated to cost more than 
£105 billion each year. This includes costs to the 
NHS, the costs of poor educational outcomes, 
reduced employment and productivity, and 
increased crime, as well as the wider impact on 
reduced quality of life. Mental health problems 
impact across every part of society and spending by 
every type of government organisation, national or 
local. 

Although the cost of mental illness is very large, 
spending on mental health is disproportionately 
low. Mental illness accounts for 20% of the total 

burden of disease in the UK as measured by 
Disability Adjusted Life Years or DALYs.  (One DALY 
can be thought of as one lost year of ‘healthy’ life). 
However, spending on mental health accounts 
for just 11.8% of health and social care spend in 
England. Spending on mental health promotion is 
also extremely low, accounting for less than 1% of 
all NHS and local authority expenditure on mental 
health services in England.

Considering the substantial costs associated with 
mental ill health, the benefits of preventive action 
are potentially very large. Public mental health 
aims not just to prevent illness but to promote 
positive mental health and wellbeing. The benefits 
of positive mental health include improved 
physical health, reductions in health damaging 
behaviour, greater educational achievement, greater 
productivity, reduced crime and higher levels of 
social connections or participation in community 
life.

What is currently going on?
Although the evidence is incomplete, the cost 
effectiveness of some interventions for protecting 
mental health and preventing depression has 
been reported, and a provisional list of ‘best buys’ 
is available (Friedl and Parsonage, Merkur et al, 
Knapp).

Examples of cost effective interventions include the 

following:

Parenting programmes are estimated to save 
money if the success rate is at least 1 in 25 for 
individual programmes for parents of children 
with conduct disorder, or 1 in 55 for group-
based programmes for parents of children with 
lower level conduct problems. The literature 
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suggests that success rates at this level can be 
achieved in real life settings. 

Health visitors providing screening and early 
intervention for postnatal depression has been 
shown nationally to provide benefits at a cost 
of around £4,500 per Quality Adjusted Life Year 
(QALY). 

The Quality Adjusted Life Year is a summary 
measure of health outcome used for economic 
evaluation. It includes both the quality and 
quantity of life gained from an intervention.

NHS Kernow has commissioned a consultant-
led postnatal mental health service which has 
received national acclaim. The pathway spans 
universal services such as health visitors and 
the family nurse partnership. At the next level 
it includes our primary care providers and a 
specialist perinatal mental health team from 

Cornwall Partnership Foundation Trust.

Promoting mental health in schools has been 
effective in the following areas:

preventing mental health problems, notably 
depression

improving academic outcomes

improving emotional and social functioning

reducing health damaging behaviour e.g. 
smoking and substance abuse

reducing bullying.

School-based social and emotional learning 
programmes to prevent conduct problems in 
childhood have been found to be cost saving to 
the public sector after five years, mainly through 
less crime and reduced mental health service 
impacts.

Whole school anti-bullying programmes with 
a range of components operating at different 
levels within the school are more effective than 
curriculum-based programmes. The benefit is 
estimated at £70 for every £1 invested (Knapp 
et al, 2011). Other benefits include improved 
psychological wellbeing.

provides an effective framework for schools 

emotional and mental health such as this 

Public health activities use scarce 

public resources and economic 

evaluation can help us to prioritise 

how the budgets are spent. 
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The positive effect of education is present at all 
ages. Local action is taking place through the 
Healthy Schools programme. This is commented 
on more in children’s mental health section on 
pages 38 to 43. 

Overall, paid employment has a much 
more positive effect on mental health than 
unemployment, although beneficial health 
effects depend on the nature and quality of 
work.  Key factors negatively influencing mental 
health in the workplace are:

high demands and low control over actions 
(although high demand is independently 
associated with poor health)

lack of support from supervisors and unclear 
or inconsistent information from supervisors: 
this creates a two-fold increased risk of poor 
general mental health

job insecurity (also increases use of health 
services)

effort-reward imbalance (although most 
strongly associated with increased risk of 
coronary heart disease)

BT has reported that its mental wellbeing 
strategy has led to a reduction of 30% in mental 
health-related sickness absence.  http://www.
hse.gov.uk/involvement/casestudies/btgroup.htm

Workplace screening for depression and anxiety 
disorders, assuming costs are borne by the 
business, is cost saving for the business (reduced 
presenteeism i.e. being there but not being fit 
for work, and absenteeism) and the NHS.

A multi component intervention to promote 
wellbeing in the workplace can provide a 
substantial return (£9 to £1 in one year) on 
investment of £80 per employee. (Knapp et al, 
2011).

Local action is taking place through the 
Workplace Health programme. The Healthy 
Workplace scheme in Cornwall is very successful 
with approximately 200 organisations on the 
Healthy Workplace programme database all of 
which are at different levels of engagement.  
This accounts for approximately 40,000 
employees in Cornwall. Strong partnership 
working is key to the success of the programme.  
There is a strong partnership with the Cornwall 
Sports Partnership who annually organise 
the Cornwall Beach Games.  Other examples 
of partnership activity include the annual 
‘Workplace Get Active Challenge’ and ‘Physical 
Activity and Sport Offer’.  

4. 

Achieving change in relation to exercise, diet and 
alcohol has potentially very large mental health 
benefits with relatively low cost interventions, 
particularly in primary care (GP advice). 

Social relationships are effective in maintaining 
resilience in the face of adversity, notably 
through their impact on feelings of integration, 
competence, self-belief and positive planning for 
the future. Strengthening levels of social support 
and identifying barriers to social contact, 
notably for those who are isolated or excluded, 
is likely to involve action across many different 

Overall, paid employment 

has a much more positive 

effect on mental health than 

unemployment...
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areas including education, transport, housing, 
regeneration and residential care.

Befriending of older adults promotes social 
inclusion and reduces loneliness, with benefits 
to client and befriender at low cost.

Also for older people, regular participation in 
group-based activities such as exercise classes 
and psychological group therapy for those 
identified as lonely has been shown to be cost 
effective. http://www.scie.org.uk/publications/
briefings/files/briefing39.pdf. 

Local action is taking place through the Pioneer 
programmes to improve integration of health 
and social care in Cornwall (see page 67-79), 
health promotion in GP practices, and voluntary 
sector engagement such as using the outdoors 
to support change and befriending schemes.

Environmental predictors of poor mental
wellbeing include:

neighbourhood noise

feeling overcrowded

feeling unsafe/fear of crime

damp housing.

Protective features include:

places to escape to (e.g. green open spaces)

places to stop and chat

events to bring people together

community facilities

social and entertainment facilities.

There are many opportunities to address these 
factors through Cornwall Council’s localism 
agenda. 
http://www.

awareness and 

understanding of 

the importance of 

good mental health 

and wellbeing is 

promoted through 

regular public 

information activity 

in places where 

people regularly 
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Bridge and other suicide ‘hot spot’ safety 
measures can be cost effective (depending on 
average number of suicides at the site, Knapp et 
al, 2011).

Population level suicide awareness training and 
intervention is highly cost effective. Providing 
ASIST to GPs is shown to be cost saving overall 
from the first year of training being provided 
(Knapp et al, 2011).

Discussions are underway to support all trainee 
GPs in Cornwall to receive ASIST training. ASIST 
training programmes can be accessed via this 
website: http://www.suicidesafercornwall.org/  

Approximately 20% of individuals with a 
chronic physical problem will also have clinical 
depression. Collaborative care for depression 
in individuals with type 2 diabetes (GP advice 
and care, use of antidepressants and cognitive 
behavioural therapy (CBT) for some patients) is 
cost effective after two years (Knapp et al, 2011).

Medically unexplained symptoms are thought 
to be triggered or exacerbated by mental 
and emotional factors. CBT is likely to be cost 
saving in the long term for patients with these 
symptoms (Reid et al, 2001).

Within our acute hospital in Truro there is 
now a person employed to improve access to 
mental health services for those with physical 
and mental health problems. In similar vein, 
the psychiatric liaison team in the hospital are 
increasing the size of the team for a trial period 
to improve access by having someone on call 
until much later in the evening.

What further action is 
needed? 
We will continue to review publication of new data 
describing the economic case for better public 
mental health. This includes making economic 
evaluation part of local activity and research to help 
build the evidence base that guides public health 

action and prioritisation. 

Public Health will work with colleagues in the 
council, NHS Kernow and health providers to test 
effectiveness and cost effectiveness of local public 
mental health programmes. 

Monitoring progress
It is important to recognise that any efficiency 
savings for local authorities from improved mental 
health in the general population are likely to be 
diffused and indirect. Improved mental health may 
reduce burdens on a number of services including 
education, social services, housing and criminal 
justice.  Improved educational attainment and 
employment could have a positive impact on local 
economic conditions in the medium to long term, 
with the possibility of further benefits for local 
authority budgets. Mental health improvement may 
also have positive benefits on social inclusion, with 
potential longer-term benefits.

Approximately 20% of individuals 

with a chronic physical problem 

will also have clinical depression.
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Successful mental health improvement is also 
likely to produce savings for health and social care 
services as a result of reduced use of mental health 
treatment and care services. This may provide more 
immediate benefits to commissioners in trying 
to reduce the number of people and intensity of 
support required within our local population. 

Interventions to improve the mental health of 
employees may result in substantial efficiency 
savings. A stress reduction programme for staff 
implemented by London Underground was 
estimated to have saved £455,000, or around 
eight times the cost of the scheme (Knapp, 2011). 
Interventions for the prevention of anxiety and 
depression among employees have also shown 
promising results in the reduction of sickness 
absence.

Unfortunately, although there is strong evidence 
of the wider social, economic and environmental 
determinants of mental health and mental illness, 
there are few examples of the evaluation of 
effectiveness or cost effectiveness of interventions 
at these levels. 

Absence of evidence of effectiveness should not 
be interpreted as meaning that the intervention is 
ineffective, but where effectiveness is unproven 
efforts should be made to conduct an evaluation.

1 Reid S, Wessely S, Crayford T, Hotopf M. Medically 
unexplained symptoms in frequent attenders of secondary 
health care: retrospective cohort study. BMJ 2001; 322.

 Merkur S, Sassi F, McDaid D. 2013. Promoting health, 
preventing disease: is there an economic case? WHO Policy 
summary 6. World Health Organisation, 

 Knapp M, McDaid D, Parsonage M (eds). 2011.  Mental 
health promotion and prevention: the economic case. 
Department of Health.

 Friedl L, Parsonage M.  2009. Promoting mental health 
and preventing mental illness: the economic case for 
investment in Wales. All Wales Mental Health Promotion 
Network.

Improved mental health may reduce burdens on 

a number of services including education, social 

services, housing and criminal justice.
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5. Children’s mental 
health

“By promoting good mental health 

and intervening early, particularly in 

the crucial childhood and teenage 

years, we can help to prevent mental 

illness from developing and mitigate 

its effects when it does.” 

No Health Without Mental Health:  
A cross-government strategy (2011)

Introduction
Mental health and emotional and social wellbeing 
problems in children and young people are 
associated with a number of factors in relation to: 

the environment and community in which they 
live; their parenting and family life; and individual 
factors such as biology and genetics. 

In order to promote mental health and prevent 
and alleviate mental health difficulties it is vital to 
help not only the child, but to help their parents, 
families, schools and communities in which they 
live, as they all contribute to a child’s development, 
resilience and wellbeing.

The emotional state of the mother during 
pregnancy – in combination with smoking and 
misuse of alcohol and drugs while pregnant – has 
been reported to be associated with the child’s later 
development of antisocial behaviour. 

Children of mothers in the top 15% for anxiety 
were at double the risk for emotional or behavioural 
problems, including ADHD and conduct disorder. 

Parenting behaviour and the quality of the parent-
child relationship are strongly associated with 
children’s outcomes. 

skills for life through activity 

delivered through the Healthy 

Schools Programme
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Harsh, negative or inconsistent discipline, lack of 
emotional warmth or supervision and parental 
conflict all increase the risk of emotional and 
behavioural problems that can lead to antisocial 
behaviour, substance misuse and crime. 

Higher levels of maternal depression are associated 
with such adverse outcomes in infancy and early 
childhood as language and cognitive deficits and 
behavioural problems.

Postnatal depression and other forms of mental 
illness are linked to an increase in insecure 
attachment in toddlers, behavioural disturbance 
at home, less creative play and greater levels 
of disturbed or disruptive behaviour at primary 
school, poor peer relationships, and a decrease 
in self-control with an increase in aggression. 
More information on the impact of early years on 
mental health is available in the Wave Trust report 
commissioned by the Department of Education. 

Brain development
The brain is developing rapidly during the first 
years of a child’s life. Neurological research 
indicates that neurons and the connections 
between them change in response to external 
signals, enabling the brain to respond to new 
experiences, thus developing further. The 
developing brain of the baby adapts itself to 
the quality of the relationship with parents and 
the home learning environment, creating neural 
circuits that mirror his/her experiences. 

The care-giving environment during the early years 
is also fundamental to children’s development 
of secure emotional attachment. Bowlby (1991) 
described how infants become securely attached 
to adults who are consistently sensitive and loving 
and predictable in social interactions with them. 
With the security of knowing that the primary 
caregiver is emotionally available, the child grows 
in confidence to explore the surrounding world, 
including the learning opportunities of nursery and 
school. 

Understanding risk factors can help with targeting 
resources in numerous ways from prioritising 
groups to targeting settings for preventative work. 
Resilience refers to the way in which individuals 
or groups navigate stressful and challenging life 
circumstances and maintain their wellbeing in spite 
of threats to their growth or development.  It’s 
about overcoming the odds, coping and recovering, 
and it develops over time.

Why is it important to our 
population?
There are an estimated 102,971 children and young 
people aged less than 18 years currently resident 
in Cornwall and the Isles of Scilly. Of these children 
27,671 (26.9%) are aged 0-4 years; 31,811 (30.9%) 
are aged 5-10 years; and 43,489 (42.2%) are aged 
11-17 years.

There are 149 county rankings for the child health 
and wellbeing index, with 1 being the best and 
149 being the worst in the rankings. Cornwall and 
the Isles of Scilly is in the worst quintile only for 
the domain of housing, at 127 out of 149. Overall, 
Cornwall and the Isles of Scilly is ranked 69th, so is 
very much in the middle of the overall rankings.

Parenting behaviour and the quality 

of the parent-child relationship are 

strongly associated with children’s 

outcomes. 
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The 2004 survey of mental health in children and 
young people aged 5 -16 years indicated that 
nationally:

1 in 10 (10%) children and young people aged 
5-16 years had a clinically diagnosed mental 
disorder

Conduct disorders were more prevalent in boys 
and emotional disorders in girls.

One fifth of children with mental health problems 
have multiple diagnoses.  Almost a third of young 
people aged 11-16 years with an emotional disorder 
said that they had tried to harm themselves. 
Children with mental health problems are also more 
likely to smoke, drink alcohol and use drugs.

Some children are more vulnerable or at risk of 
mental health difficulties; in particular, children 
who have been abused, children with learning 
disabilities, young offenders and children in care.

It can be estimated that in Cornwall and the Isles of 
Scilly there are:

1,029 young people aged 11-16 years who 
experience severe neglect, 296 of whom are 
likely to have a mental disorder.

1,816 children and young people with a learning 
disability, 654 of whom are likely to have a 
mental disorder.

710 young people known to the Youth 
Offending Service, 220 of whom are likely to 
have a mental disorder.

480 children in care, 216 of whom are likely to 
have a mental disorder. It was identified that 
nationally, research is revealing an increased 
recognition of problems in the 0 to five year 
cohort.

Vulnerable children are also likely to have higher 
levels of need for CAMHS. They include:

Children with learning disabilities

Children with chronic physical illness

Refugees and asylum seekers

Homeless children

Children subject to a child protection plan

Children affected by domestic violence

Children in the Criminal Justice System

Young people using drugs/alcohol

Children with parents with mental ill health or 
problems with drug/alcohol misuse

Children in care and care leavers

LGBT (lesbian, gay, bisexual, trans) young people.

The ‘toxic trio’ of domestic abuse, mental ill health 
and substance use were identified as factors in 
just over half of the families discussed at the three 
Cornwall child sexual exploitation and missing 
forums over the 12 month period ending February 
2014. Young people are most at risk of domestic 
abuse with around a quarter of domestic abuse 
victims being aged under 25.

Services targeted towards these groups need to 
actively promote mental health and wellbeing as 
well as linking in to CAMHS for consultation and 
direct help as required.
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The prevalence of mental disorders is also higher in 
children: 

In lone parent families (16%)

In reconstituted families (14%)

Whose interviewed parent had no educational 
qualifications (17%)

In families with neither parent working (20%)

In families with a gross weekly household 
income of less than £100 (16%)

In households in which someone received 
disability benefit (24%)

In families where the reference person was in a 
routine occupational group (15%)

Living in the social or privately rented sector 
(17% and 14% respectively)

Living in deprived areas (15%).

However, it must be remembered that 
approximately 90% of children and young people 
report they are happy and satisfied with their lives.

What is currently going on?
We make a distinction between universal, targeted 
and specialist mental health interventions for 
children and young people.

Universal interventions are those that are 
available to all children and young people, 
and to their parents during pregnancy and the 
early years; they promote and support mental 
health and emotional wellbeing through the 
environment and relationships they have with 
children.

Targeted interventions are those that focus 
on children and young people with specific 
needs because of the circumstances in which 
they live; children with additional needs due 
to physical, learning and sensory disabilities; 
and children with mild to moderate mental 
health needs. This includes children in need and 
children with disabilities.

Specialist interventions are those that 
focus on children and young people with 
complex, severe or/and persistent mental health 
difficulties. It includes children who have been 
removed from their birth families for their safety 
and development. It also includes children in 
care and those living in specialist residential, 
secure, educational, inpatient and rehabilitation 
units, within and outside Cornwall.

Interventions focus on three key population 
groups:

a) Children and young people – focusing on 
children’s and young people’s wellbeing, 
resilience, development and skills, and 
supporting their emotional and social wellbeing 
and mental health.

b) Parents – focusing on parents’ wellbeing and 
parenting skills, and helping parents to support 
their children’s emotional and social wellbeing, 
development and mental health;

c) Families, schools and wider community– 
focusing on families’ wellbeing and functioning, 
and how related systems and communities 
support children’s emotional and social 
wellbeing and mental health.

1 in 10 children and young people aged 5-16 years 

had a clinically diagnosed mental disorder
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Figure 4.5.1: Role of HeadStart within the whole spectrum of integrated children’s services

HeadStart 
The aim of the project is to equip young people 
better to prevent mental health problems 
occurring in the first place and build the 
evidence for service redesign and investment in 
prevention. This is so that: 

young people are better able to cope in 
difficult circumstances and do well in school 
and in life

we can help to prevent the onset of common 
mental health problems through building 
resilience

learning from different approaches 
contributes to an evidence base for service 
redesign and for investment in prevention. 

We will focus on improving the resilience and 
lives of young people by working in four areas: 

a child’s time and experiences at school 

their ability to access the community services 
they need 

their home life and relationship with family 
members 

their interaction with digital technology. 

Cornwall is one of 12 geographical areas selected 
to deliver an initial project worth up to £500k 
in 2014/15 and up to £10m will be available to 
develop the initial project to a full project to 2020 
through a competitive bidding process with the 
Big lottery.

Evidence says that accessing those with low level 
symptoms through universal or whole group 
activity delivers better outcomes for the most 
vulnerable. HeadStart is about taking a universal 
and targeted approach.

This programme is currently in a pilot ‘test and 
learn’ phase in two localities in Cornwall with a 
plan to submit a phase 3 bid to the Big Lottery to 
extend the programme across Cornwall and the 
Isles of Scilly.
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What further action is 
needed?
Cornwall Council’s Health and Care Scrutiny 
Committee reviewed CAMHS in early 2014 
including a two-day select committee hearing. 
The report made a number of recommendations 
to improve the emotional wellbeing and mental 
health of children and young people. Key findings 
included:    

Need is increasing across all tiers from mild to 
significant problems. 

The time taken after a referral for a child or 
young person could take six months. 

Support for carers and/or family must be 
addressed. 

There is a lack of specialist care within a 
reasonable travelling distance.

Schools have a varied approach to how they 
deal with mental health issues, and there are 
concerns regarding transition between primary 
and secondary schools for children requiring 
support. 

There is a perception from children, young 
people and parents and carers that the CAMHS 
system is too variable and complex. This is 
compounded by a general lack of awareness of 
mental health issues in the population.

It was highlighted that there is an issue relating 
to the training of GPs regarding child and 
adolescent mental health. 

Experience and outcomes appear to correlate 
with ease of access, with a lack of consistency 
and continuity through pathways and moving 
between tiers. 

There is a need to better define what the best 
practice CAMHS model for Cornwall and the 
Isles of Scilly should look like. 

Monitoring progress
The recommendations from the CAMHS review 
will be implemented to ensure sustainable 
improvements are made and key performance 
indicators will be used to track progress. 

6. Self-harm

Introduction
Self-harm is an important public health issue, 
particularly for young people in whom rates are 
highest. Self-harm is typically an attempt to cope 
with emotions and circumstances that a person 
perceives to be outside of their control, whether 
that is at home, at school, at work or in the 
community.

There are many different definitions of self-
harm, both around the actions it includes and 
the intention behind it, but generally it can be 
described as the deliberate act of causing harm 
to oneself through cutting, burning, mutilating, 
rubbing, or other methods of trauma to the 
body tissue, without the intent to die. Self-harm 
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definitions do not usually include alcohol abuse, 
eating disorders or fighting although it could 
be argued that these are all self-destructive 
behaviours. 

It is important to remember that self-harm is a 
symptom not the problem itself. It is a coping 
mechanism for people who feel they have no other 
way to deal with extreme negative emotions.

Why is it important to our 
population? 
Most self-harm is hidden from view. Using national 
estimates of rates of self-harm in young people it is 
possible to estimate numbers of young people who 
may be self-harming in Cornwall and the Isles of 
Scilly.

Figure 4.6.1: Tiers of self harm needs among 

young people in Cornwall and the Isles of 

Scilly (estimated)

If we take some of the lowest estimates of self-
harm in young people then approximately 1 in 12, 
or 7,000 young people in Cornwall and the Isles 
of Scilly will have self-harmed. Using the highest 
estimates it may be as high as almost 1 in 5 or 
17,000 young people in Cornwall and the Isles of 
Scilly who will have self-harmed at some point 
(before the age of 25).  

Evidence from a national inquiry into self-harm1 
shows that self-harm is related to underlying 
emotional or mental distress. This suggests that 
much can be done to tackle self-harm within 
wider strategies to improve young people’s 
mental and emotional wellbeing. However, an 
effective response to young people who self-harm 
also requires that self-harm is understood, and 
responded to as a specific issue. A comprehensive 
self-harm strategy requires both a broad, generic 
focus on promoting positive wellbeing and 
behaviour-specific information, training and 
intervention. 

Current national strategy and guidelines focus 
on dealing with self-harm when it has occurred, 
primarily from a risk assessment and harm 
reduction perspective. More guidance is needed 
for settings that young people regularly use such as 
schools on preventing and identifying self-harm.

Vulnerable groups
The rates of self-harm identified earlier hide much 
variation within different groups of people, and 
some groups in particular are known to have higher 

rates of self-harm than others. These include:

Those living in the most deprived areas. For 
example, figures show that approximately 10% 
of adults who live in the most deprived quintile 
(20% of the population) report having self-
harmed at some point in their lives, compared to 
only 3% of people in the least deprived quintile. 

Number of young people 
who have self-harmed  

(7000-17000)

Young people  
who self-harm as  
a way of coping  

(<6300 per annum)

Number of young 
people admitted to 

hospital for self-harm 

<270  
per annum
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Children in Care 

People who are not heterosexual:

1 in 5 lesbian and bisexual women have 
deliberately harmed themselves in some way in 
the last year compared to 1 in 200 of women 
in general.

1 in 14 gay and bisexual men have deliberately 
harmed themselves in the last year compared 
to 1 in 33 men in general. 

53% of transgender people have self-harmed 
at some point, with 11% currently self-
harming. 

What is currently going on?
The public mental health team have undertaken 
an audit of the numbers of people who attend 
minor injuries units, emergency departments, 
and the numbers who have inpatient episodes for 
self-harm. This data gives good information on the 
demographics and type of self-harm, and over time, 
trends can be monitored.

Hospital admissions and emergency attendances 
provide a comprehensive record of self-harm 
leading to a visit to hospital. This data is available at 
individual episode level and as such can be analysed 
in some detail at a local level. However, it remains 
that we are only able to view a small subsection of 
all self-harming behaviour in this way as it has been 
estimated that only approximately 25% of self-
harm behaviour results in a hospital admission or 
emergency department attendance. 

Hospital admissions for self-harm in Cornwall are 
similar to rates in the south west, but higher than 
rates in England. 

Hospital admissions for self-harm are highest in 
the younger age groups (10-24 year olds), both in 
terms of absolute numbers and rates. However, 
numbers and rates remain high in the 25-39 year 
olds, and numbers remain high in the 40-54 age 
groups (although rates are lower as the population 
is larger). We will be undertaking work with these 
groups in the future.

Figure 4.6.2: Numbers/rates of hospital 

admissions for self-harm by age in Kernow 

CCG (2009-13)

Self-reported survey data gives a very different 
picture to contact with healthcare services. Most 
hospital admissions for self-harm are for poisoning, 
reflecting the medical emergency that this presents. 
However, for self-reported survey data only about 
4-5% of people typically report using poisoning 
as a method. The majority of unreported self-
harm is through self-injury, and the majority of 
this is through cutting, which was used alone 
or in combination in 73.5% of episodes in the 
Avon Longitudinal Study of Parents and Children 
(ALSPAC) survey which tracks outcomes for children 
and young people all the way into adulthood.2
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The Cornwall and Isles of Scilly Children and Young 
People’s Emotional Wellbeing and Mental Health 
Partnership Board has asked the public mental 
health team to undertake work to identify how 
young people who are at risk of self-harming or 
those who are self-harming can find their way 
through the system.

Alongside the audit work detailed above, a series 
of interviews have been undertaken with a range 
of staff to find out their knowledge of self-harm, 
their fears and their perceptions of gaps in the 
system and their ideas for how the systems could 
be improved.

Twenty-eight interviews have been undertaken 
with GPs, MIU staff, CAMHS staff, emergency 
department staff including a paediatric nurse, the 
psychiatric liaison service, children’s social workers, 
youth service, Young People Cornwall, cared for 
children, Kooth (which offers free face-to-face 
online counselling for young people), teachers 
in secondary and primary schools, educational 
psychology service, Hear Our Voice (support for 
young people in Cornwall), and Addaction (provider 
of support for people with drug and alcohol 
problems). 

Consultation has included representative children’s 
groups to take on board their experiences, 
concerns and ideas. This will result in a report and 
recommendations to the above board by January 
2015. 

What further action is 
needed? 
We are only part way through the process of 
improving support for people who self-harm but 
the findings have indicated a need for:

Greater awareness and understanding of self-
harm.

More training for a range of professionals in 
recognising and responding to people who self-
harm.

Better knowledge of, and signposting to, 
appropriate services.

Greater capacity to support those in need 
through a pathway of care including universal, 
targeted and specialist services.

Monitoring progress
Benefits should be felt by the people who self-harm 
and those who contemplate self-harm in terms of a 
greater understanding of how services fit together. 
Services should also become more responsive to the 
needs of people who self-harm based on a better 
understanding of needs. 

The hidden iceberg of self-harm is huge (with a 
small amount of visible need but much greater 
needs hidden beneath the surface). More people 
coming forward for treatment would be seen as a 
positive thing. Better connected services, improved 
training and a greater degree of confidence, 
particularly in the education sector when dealing 
with self-harm would also help to improve 
outcomes. Improved services should support better 
life chances where young people do not need to 
turn to self-harm.
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7. Dementia

Introduction
As we live longer one of our major challenges as 
a society is coping with more non-communicable 
disease that affects the quality of our lives. 
Dementia is one of these diseases, and although 
dementia mainly affects older people, it is not a 
normal or inevitable part of ageing. 

The impact of dementia can be overwhelming, not 
only for the people who have it but also for their 
caregivers and families. Despite it being one of the 
major causes of disability and dependency among 
older people there is still a lack of awareness and 
understanding of dementia. This can result in 
stigmatisation and unnecessary barriers to diagnosis 
and care. The impacts are felt by individuals, 
families, caregivers and wider society through 
physical, psychological and financial challenges. 
Improving outcomes around dementia is now a 

major part of the public health agenda.

What is dementia?
Dementia is an umbrella term. It describes the 
symptoms that occur when the brain is affected 
by certain diseases or conditions. There are many 
different types of dementia although some are far 
more common than others. They are often named 
according to the condition that has caused the 
dementia. 

Dementia is a syndrome caused by a variety of brain 
illnesses that affect memory, thinking, behaviour 
and ability to perform everyday activities. It can be 
of a chronic or progressive nature, in which there 
is disturbance of multiple higher cortical functions. 
This can include memory, thinking, orientation, 
and comprehension, calculation, learning capacity, 
language and judgement. The impairments of 
cognitive function are commonly accompanied, and 
occasionally preceded, by deterioration in emotional 
control, social behaviour, or motivation. 
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Alzheimer’s disease is the most common form of 
dementia and is estimated to contribute to 60–70% 
of all cases. Other major contributors include 
vascular dementia. Vascular dementia occurs if the 
oxygen supply to the brain fails, following which 
brain cells may die. The symptoms of vascular 
dementia can occur either suddenly, following 
a stroke, or over time, through a series of small 
strokes.

Another main type of dementia is dementia with 
Lewy bodies. This form of dementia gets its name 
from tiny spherical structures that develop inside 
nerve cells. Their presence in the brain leads to the 
degeneration of brain tissue.

Dementia affects each person in a different way, 
depending upon the impact of the disease and the 
person’s personality before onset. The problems 
linked to dementia can be understood broadly in 
three stages. However, the time periods below 
are only approximate guidelines and each case of 
dementia will be different with some very different 
patterns of symptoms. 

The early stage is often overlooked. Relatives and 
friends (and sometimes professionals) see it just 
as old age. The onset of the disease is gradual 
so it can be difficult to be sure exactly when it 
begins.

As the disease progresses, limitations become 

clearer and more restricting.

The last stage is one of nearly total dependence 
and inactivity. Memory disturbances are very 
serious and the physical side of the disease 
becomes more obvious.

Why is it important to our 
population?

Impacts of dementia
Dementia presents a significant and urgent 
challenge to health and social care in terms of both 
numbers of people affected and cost. 

The impacts are felt by patients, family and friends 
(who often provide the unpaid care), the health and 
social care system, and on the wider community 
and society. 

Research conducted by the Alzheimer’s Society, for 
its report Dementia UK: Second edition, shows that 
there will be 850,000 people living with dementia 
in the UK by 2015. This will cost the UK £26 billion 
a year.

Two-thirds (£17.4 billion) of the cost of dementia 
is paid by people with dementia and their families, 
either in unpaid care (£11.6 billion) or in paying 
for private social care. This is in contrast to other 
conditions, such as heart disease and cancer, where 
the NHS provides care that is free at the point of 
use.  

The overall economic impact of dementia in the UK 
is £26.3 billion. This works out at an average annual 
cost of £32,250 per person affected. This consists 
of: 

£4.3 billion of healthcare costs 

£10.3 billion of social care of which: 

£4.5 billion spent on publically-funded social 
care 

£5.8 billion spent on privately-funded social care 

£11.6 billion of unpaid care 

£111 million on other dementia costs 
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The £11.6 billion cost of the 1.34 billion hours 
of unpaid carer provided each year has been 
calculated on the basis of the replacement and 
opportunity costs of this care.  

The King’s Fund projects that the financial cost of 
dementia in England would rise from £14.8 billion 
in 2007 to £34.8 billion in 2026, a rise of 135 per 
cent (King’s Fund, 2008). A review of costs by the 
Alzheimers Society suggests the national cost will 
be £26 billion in 2015. 

Some local costing for dementia was undertaken 
in 2010, which showed a full year estimate for 
acute hospital care of £1.7 million; and care home 
costs of £2.3 million for residential care; £22.3 
million for nursing home placements and £454K for 

domiciliary care. (Cornwall and Isles of Scilly Joint 
Dementia Commissioning Strategy: Supporting 
People to Live Well with Dementia, 2011).

Yet evidence shows this significant spend is 
often not being deployed effectively and is not 
always delivering good outcomes for people with 
dementia and their carers. The number of people 
with dementia is expected to rise (as our population 
ages). 

Need for better diagnosis
One key challenge is the ‘diagnosis gap’ between 
the expected number of people with dementia 
versus the actual number registered with this need 
and known to health and social care organisations. 
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Figure 4.7.1: Adults aged 65 and over in Cornwall predicted to 

have dementia, by age, 2015 to 2030.

Source: Projecting Older People Population Information System (POPPI) 2014 estimates
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The graph above shows the estimates to 2030 by 
age groups for the expected number of cases of 
dementia in Cornwall. In 2015 there will be a little 
over 9,000 people with dementia: this is expected 
to rise to over 14,000 by 2030. 

Figure 4.7.2 (that follows) shows the dementia 
diagnosis rate over time, both in actual numbers 
and the percentage of the expected dementia 
population that have received a diagnosis in 
Cornwall and the Isles of Scilly. It can be seen that 
the current diagnosis rate stands at just over 52%.

The reasons for this gap are varied but include a 
societal stigma or lack of understanding around 
dementia, and what can be done to support people 
to ‘live well’ with dementia, so people do not 
seek help, or professionals do not advocate early 
diagnosis. Other reasons may include inadequate 

systems or knowledge to make and then record the 
diagnosis, and then to share this diagnosis across 
agencies. Evidence predicts that 5% of the over 65s 
and 20% of the over 80 year olds are expected to 
have dementia. Prevalence is higher in women than 
men, partly reflecting their greater longevity.

Old age is the main risk factor for dementia, 
although there are small numbers of younger 
people affected, and a majority of older people 
with dementia will have other health or support 
needs. People in older age groups are far more 
likely to make above average demands on health 
and social care services. This may include dementia 
needs but also other complex conditions and 
multiple co-morbidities. This is a significant period 
of time where patients and their carers will need 
support. 

Figure 4.7.2: Dementia diagnosis rate over time (actual numbers and expected 

dementia population) in Cornwall and the Isles of Scilly. 
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Risk factors
There are a number of recognised risk factors for 
dementia. While these are not causes of dementia, 
they may increase a person’s chances of developing 
the symptoms referred to collectively as dementia. 
Some dementia risk factors can be treated or 
controlled and some cannot. Also, certain risk 
factors are more likely to increase the risk for certain 
types of dementia. For example, the risk of vascular 
dementia is strongly correlated with risk factors for 
stroke. 

An example of risk factors for dementia that 
individuals cannot change involves getting older 
(the risk of dementia tends to increase with age). 
Other dementia risk factors which are outside of an 
individual’s control include having:

A family history of dementia

Down syndrome

Mild cognitive impairment

History of a stroke.

Dementia risk factors that are able to be controlled/ 
influenced include:

High blood pressure (hypertension)

High cholesterol (hypercholesterolemia)

Diabetes

Atherosclerosis (a condition in which fatty 
material collects along the walls of arteries and 
may eventually block the arteries)

Smoking

Heavy alcohol use

Homocysteine levels in the blood.

There are also things that increase the risk of 
developing diabetes, atherosclerosis, and other 
conditions that may increase the risk of developing 
dementia. These include:

Being overweight or obese

Lack of physical activity

Unhealthy diet

Social isolation.

What is currently going on?
The national dementia strategy, ‘Living Well with 
Dementia’ (2009) sets out a vision for transforming 
dementia services; its aim is to achieve better 
awareness of dementia, early diagnosis and high 
quality treatment at whatever stage of the illness, 
and in whatever setting.

The document ‘Quality outcomes for people with 
dementia: building on the work of the National 
Dementia Strategy’ presents a revised, outcomes 
focused implementation plan that builds on the 
18 key objectives from the national strategy. The 
key purpose of this revised implementation plan 
is for health and social care localities and their 
delivery partners to focus on five key priority areas 
as shown below. These have been identified as 
priority objectives because they are likely to result in 
immediate benefits for people with dementia and 
their carers, if improvements are made and have 
good prospects for long term viability:
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1. Early diagnosis and intervention

2. Improving quality of care in care homes

3. Improvements in acute hospital care

4. Reductions in the use of anti-psychotics

5. Improving personalised community based 
support.

The NHS and Cornwall Council Joint Dementia 
Implementation Plan, was refreshed in 2012 
outlining an ambitious vision where people 
living with dementia are enabled to live as 
well as possible. The plan identifies enhanced 
opportunities, services and support for people with 
dementia and their friends and family. 

Improved access to information about services 
(new leaflets, web sites, DVDs)

Finding and supporting more people (diagnosis 
rates increasing)

Enhanced choice of support and intervention 
(more range and numbers of community 
support groups, telephone befriending)

Increasing capacity and expertise in the 
community (variety of training programmes for 
health, social care and third sector staff)

Increased support for carers of people with 
dementia (group sessions, support networks, 
individual support).

Currently, information technology platforms are 
being explored for storing, sharing and displaying 
personal stories, history or activities. There are 
digital reminiscence programmes available and 
options that allow people to have patient, carer and 
staff access, including remotely. The opportunities 
here are significant.

Primary prevention should focus on targets 
suggested by current evidence, namely: improving 
access to education and countering risk factors 
for vascular disease, including diabetes, midlife 
hypertension, midlife obesity, smoking, alcohol 
misuse and physical inactivity.

NHS Kernow commission an ageless memory 
assessment service provided by Cornwall 
Partnership Foundation Trust. They also commission 
a primary care dementia practitioner service that 
aims to find and identify people on practice lists 
who may be at risk of developing dementia/ or 
who have early signs and need support through the 
process of assessment and diagnosis.

They have also provided increased community 
grants to allow small community groups to set up 
social support groups according to their need, and 
this provides the alternative to traditional services, 
for example, setting up a memory café where older 
people come together to share memories.  There 
are also some specific early onset dementia support 
groups and other services that provide ageless 
support, such as telephone advice and befriending 
lines from the Alzheimer’s Society, and specific 
dementia carer support workers from Alzheimer’s 
Society, Cornwall Rural Community Council’s Carers 
Service and Cornwall Council.

The voluntary sector was awarded a three-year 
grant to develop befriender and peer support 
services to people with long term conditions and 
this includes people with dementia. The Living Well 
Pioneer project in Penwith also operates an ageless 
service to those at risk and in most need. This has 
now also started in east Cornwall.  

The health checks programme for all 40-74 year-
olds aims to reduce behaviours that might lead to 
vascular dementia, such as smoking and excessive 
alcohol consumption, which might pre-dispose 
to high blood pressure and potential triggers for 
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dementia. In the 65 years plus age group a leaflet 
on dementia is given to raise awareness of the 
disease and its early symptoms.

A national impetus is being given to improving 
public knowledge of dementia through the 
Dementia Friends Campaign launched in May 
2014.  This high-profile campaign has been 
published across a range of media and with 
the backing of the Prime Minister. Public Health 
England, with the support of the Alzheimer’s 
Society, is running the programme asking 
local groups, businesses and individuals to get 
involved and inspire a movement of friendship 
for people with dementia by recruiting one 
million dementia friends by April 2015.

The campaign aims to up-skill society so that 
more people develop an understanding of how 
to engage with people who have dementia. 
Anyone can become a dementia friend by 
watching and interacting with a ten minute 
online video, designed to deliver the awareness, 
understanding and empathy conveyed by the 
face-to-face sessions. The aim is to recruit at 
least one million dementia friends in the UK by 
2015. Anyone can become a friend by visiting 
www.dementiafriends.org.uk

What further action is 
needed?
The Prime Minister’s dementia challenge sets out 
a number of recommendations designed to make 
England one of the best countries in the world for 
dementia care and support. This is based around 
three main themes:

Health and care

Dementia friendly communities 

Dementia research.

Delivery against these priority actions is monitored 
by the Department of Health and a progress 
update was published in May 2014. http://
dementiachallenge.dh.gov.uk/2014/05/07/
champion-groups-letter/

Monitoring progress 
Benefits should be felt by those currently with 
dementia and to those who are diagnosed in the 
future, and their families. Benefits will also come to 
those whose lifestyle and risk factors have changed 
to the point where they are less susceptible to 
dementia.

Society as whole can benefit from better targeted 
resources which should add a level of quality and 
economic return to the investment in this area with 
more efficient support and earlier action to reduce 
the likelihood of the most complex needs. Also, 
more individuals should also be better prepared to 
recognise, accept and help families with a dementia 
sufferer in public places as a result of the awareness 
campaigns.

Currently, information technology platforms 

are being explored for storing, sharing and 

displaying personal stories, history or activities.
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Links
http://www.dementiapartnerships.org.uk/

http://www.alzheimers.org.uk/

http://www.cornwallandislesofscilly.
nhs.uk/CornwallAndIslesOfScillyPCT/
InformationForPatients/SelfCareinCornwall/
HealthCareProfessionals/Dementia/Home.aspx

http://www.rcht.nhs.uk/
RoyalCornwallHospitalsTrust/OurServices/
AZServices/D/DementiaCare/DementiaCare.aspx

http://dementia.dh.gov.uk/

http://www.scie.org.uk/publications/dementia/

8. Preventing suicide

Introduction
Suicide is a global public health problem. It is a 
particularly important issue to tackle locally because 
the suicide rate is consistently higher than the 
national average. There were 11 deaths per 100,000 
population in Cornwall and the Isles of Scilly during 
2010-2012 (an average of 58 deaths per year), 
compared with 8.5 per 100,000 in England. (Note: 
this is the most recent published data).

Each death by suicide represents a tragic loss of 
life and a loss of the potential contribution that 
the individual would have made to society. It 
causes incalculable grief for bereaved family and 
friends, and distress to professionals involved in 
the person’s care, and to people who witness the 
incident or discover the body.

The causes are complex. Some mental health 
conditions, including depression, schizophrenia, 
alcohol and drug use can increase risk. Experience 
of childhood abuse can play a role, as can social 
isolation, poverty, unemployment and work-

related problems, relationship breakdown and 
bereavement.  People who are bereaved by suicide 
are at higher than average risk themselves.

Protective factors include high self-esteem, social 
connectedness, early identification and appropriate 
treatment of mental ill health.  

Why is it important to our 
population?
Suicide should be approached as a preventable 
public health problem, with the opportunity to save 
lives. Suicide prevention is a collective responsibility 
and agencies should work together to tackle the 
risk factors and to support the vulnerable. 

Suicide prevention has relevance for all three aims 
of the Cornwall Health and Wellbeing Strategy1, to: 
(i) ‘help people to live longer, happier and healthier 
lives’, (ii) ‘improve the quality of life’, including 
‘improving the mental wellbeing of people who 
live in our communities’ and tackling loneliness 
and social isolation, and (iii) aim for ‘fairer life 
chance for all’, to reduce health inequalities and the 
disadvantages that follow some people through 
their life course.
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In Cornwall and the Isles of Scilly suicide prevention 
has been treated as a priority for partnership 
working for the last six years. The suicide prevention 
strategy for Cornwall and the Isles of Scilly was 
ratified by NHS Cornwall and Isles of Scilly in 20092 
and refreshed in 20133 (with approval of the 
Cornwall Health and Wellbeing Board). 

What is currently going on?
The strategy sets a programme of local action to 
reduce suicide reflecting the six goals identified 
in the latest national strategy4. The six goals are 
listed below and the strategy work programme is 
summarised in the flow chart in figure 4.8.1. Two 
examples of action taken to implement the strategy 
are described in more detail in in Features 1 and 2 
on page 58.

High risk groups identified in the national strategy 
are:

Young and middle aged men (locally we might 
add men aged over 75 years)

People in the care of mental health services, 
including inpatients

People with a history of self-harm. (for more 
information see pages 43-46)

People in contact with the criminal justice 
system

Specific occupational groups, such as doctors, 
nurses, veterinary workers, farmers and 
agricultural workers.

People working with high risk groups will benefit 
from having the skills to recognise the signs that 
someone is contemplating suicide and to respond 
appropriately to keep them safe. Action has been 
taken to build levels of these skills in the community 
– see feature 1: ASIST programme.

As well as targeting high risk groups, another 
way to reduce suicide is to improve the mental 
health of the population as a whole. For this whole 
population approach to reach all those who might 
need it, it should include tailored measures for 
groups with particular vulnerabilities or problems 
with access to services. The groups identified are:

Children and young people, including those 
who are vulnerable such as children in care, care 
leavers, and children and young people in the 
youth justice system

Survivors of abuse or violence, including sexual 
abuse

Veterans

People living with long term physical health 
conditions

People with untreated depression

People who are especially vulnerable due to 
social and economic circumstances

People who use drugs and alcohol

Lesbian, gay, bisexual and transgender people

Black, Asian and minority ethnic groups and 
asylum seekers.

suicide methods
One of the most effective ways to prevent suicide 
is to reduce access to the high-lethality means of 
suicide. This is because people sometimes attempt 
suicide on impulse. If the means are not easily 
available, or if they attempt suicide and survive, the 
suicidal impulse may pass.

Methods most amenable to intervention are:

Hanging and strangulation in psychiatric 
inpatient and criminal justice settings
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sensitive approaches to suicide and 

suicidal behaviour
The media have a significant influence on behaviour 
and attitudes. There is already compelling evidence 
that media reporting and portrayals of suicide can 
lead to copycat behaviour, especially among young 
people and those already at risk.

and monitoring
Reliable, timely and accurate suicide statistics can 
inform suicide prevention strategies that meet 
local needs and priorities. Research is essential to 
enhance our understanding of the statistics, and 
to develop the evidence base of what works in 
suicide prevention. A local audit process is in place 
to examine and report5 information about cases 
to identify learning that might influence future 
strategy, and student research projects about local 
issues of concern are encouraged and supported6.

Self poisoning

Those at high risk locations

Those on the rail and underground networks.

support to those bereaved or affected 

by suicide
Family and friends bereaved by a suicide are at 
increased risk of mental health and emotional 
problems and may be at higher risk of suicide 
themselves. There may be a risk of copycat suicides 
in a community, particularly among young people, 
if another young person or high profile celebrity 
dies by suicide. People whose work brings them 
into contact with suicide can also be affected. 
Action has been taken to support people bereaved 
by suicide – see feature 2: Suicide liaison service.



Public Health Annual Report 2014 57

Figure 4.8.1: Cornwall and Isles of Scilly suicide prevention strategy, which encompasses the 

Towards Zero programme led by Cornwall Foundation Trust.

Partnership working.    

Shared values, beliefs and attitudes to suicide.

Partnership commitment to objective.

Links to: No health without mental health: A cross-government outcomes strategy for people of all ages (2011); Preventing 
suicide in England: A cross-government outcomes strategy to save lives 2012
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The strategy introduced ASIST training into 
Cornwall and the Isles of Scilly. This is a two day 
training course in suicide ‘first aid’, teaching 
participants how to recognise the signs that 
someone is contemplating suicide, and providing 
them with a model to work to that leads to 
keeping the person safe. Around 1000 people 
have been ASIST-trained in Cornwall and the Isles 
of Scilly since the launch of the strategy in 2009.

“The ASIST course really is 

excellent. I don’t think I have 

ever left a training feeling, to this 

degree, that I could actually go out 

and use a model, and I think this 

is particularly amazing considering 

the difficult nature of the subject. I 

know I am not alone in responding 

in this way.”

“An amazing two days.  Much 

learned and I know I will be able 

to use these new skills in my job.  

Excellent facilitators”

“Really enjoyed course.  Should be 

mandatory for front-line workers 

dealing with potentially high risk 

people”

(ASIST participants in Cornwall and the Isles of 
Scilly)

The strategy led to the creation of a suicide 
liaison service to support people in Cornwall 
and the Isles of Scilly who have been bereaved 
by suicide. This pioneering service has recently 
been evaluated and found to provide a much 
needed and valued service of support for people 
bereaved by suicide. It is a relatively low cost 
service and it is operating according to the best 
evidence available from around the world. It 
offers practical and emotional support following 
bereavement by suicide, through a choice of 
face-to-face meetings at home or at a local GP 
surgery, regular telephone contacts and/or a 
series of closed group sessions. 

“The fact this service is in place 

has been of enormous help to me.  

It has definitely provided a space 

where my concerns and worries 

can be dealt with.  I receive 

specialist knowledge and support.  

It has helped me to deal with 

issues so far and kept me from 

accessing GP and prescription 

drugs”

(suicide liaison service user, responding to a 
postal survey as part of the service evaluation)
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What further action is 
needed?
In the refresh of the strategy in 2013 two new 
themes were emphasised:

(i) It was agreed that more should be done to 
build emotional resilience in the population. This is 
particularly relevant to children and young people. 
If they can develop resilience at an early age it can 
help them to cope with challenges throughout 
life. This is being tackled in part through the new 
HeadStart programme (see page 42).

(ii) It was also agreed that more should be done to 
reduce the risk of suicide among males, recognising 
that men are 2-3 times more likely than women to 
end their lives by suicide (see Figure 4.8.2). 

Figure 4.8.2: Mortality rate by suicide and 

injury of undetermined intent, by sex and age 

group. 2010-1012

Most suicides are among men under 50 years old. 
In Cornwall and the Isles of Scilly we also see a 
relatively high rate among men aged over 75, but 
the actual numbers are small compared to deaths 
among working age men. Men appear to be at 
lowest risk during early years of retirement. Men 
who are socio-economically disadvantaged are at 
ten times more risk of suicide than those who are 
the most affluent. 

Men’s health week in 2014 was marked by a 
campaign to reduce stress in the workplace and 
to promote the five ways to wellbeing for males 
(see the mental health promotion section on five 
ways to wellbeing on page 63). Males are less likely 
than females to admit to having mental health 
problems or to seek help for them. We need to 
find better ways of supporting men or of linking 
men with the support available7. As a step towards 
this, Samaritans in Cornwall have been delivering 
listening training to organisations that work with 
men, particularly in lower socio-economic groups. 

In addition to these two new priority themes, 
Cornwall Partnership Foundation Trust are taking 
a lead in reducing the risk of suicide among 
people with more serious mental health problems 
through an approach named ‘towards zero’. This 
programme has the aspiration of no patients of the 
trust dying by suicide. This approach is modelled 
on successful initiatives in the USA (with additional 
information on cost effective interventions in the 
UK) that use a combination of evidence-based 
clinical pathways together with a cultural and 
organisational belief that suicide is preventable.
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Monitoring progress
The people most likely to benefit are those in 
high risk groups (described on page 55) and their 
families and friends. If this strategy is successful, 
levels of mental wellbeing in the population will be 
raised, fewer people will take their own lives and 
fewer will be bereaved by suicide. Those who are 
bereaved will be better supported.

We still need to tackle the stigma around suicide. 
Stigma can be a barrier to people asking for help 
before they reach a crisis. It can also be a cause 
of discrimination against people bereaved by 
suicide, who report feeling very alone and receiving 
negative reactions even from professionals. We are 
tackling it in part through the ASIST programme 
and mental health awareness programmes. This is 
an issue that everyone can play a part in improving 
(see section on mental health promotion on pages 
61 to 65)

We will continue to monitor the suicide rate in 
Cornwall & Isles of Scilly (as published in the Public 
Health Outcomes Framework and elsewhere) and 
to evaluate the programmes we introduce within 
the suicide prevention strategy.

For information about ASIST courses in Cornwall & 
Isles of Scilly: visit http://www.suicidesafercornwall.
org/ 

For further information about the suicide liaison 
service visit http://www.outlooksw.co.uk/suicide-
liaison-service or telephone 01208 871414

For copies of suicide audit reports or past issues 
of the suicide prevention newsletter for primary 
care, and all enquiries about the suicide prevention 
strategy contact Sara Roberts: sroberts2@cornwall.
gov.uk  

NCI  National Confidential Inquiry into deaths 
by Suicide and Homicide

ASIST  Applied Suicide Intervention Skills 
Training

1 Cornwall Health & Wellbeing Board, 2013. Cornwall Health 
and Wellbeing Strategy. 2013-15. http://www.cornwall.
gov.uk/health-and-social-care/health-and-wellbeing-
board/the-health-and-wellbeing-strategy/  Accessed 
30/07/2014

2 C&IoS Suicide prevention strategy steering group, 2009. 
Preventing suicide: A strategy for action in Cornwall & 
Isles of Scilly. 2008-2013. https://www.cornwall.gov.uk/
media/3640180/Preventing-suicide-a-strategy-for-action-
in-Cornwall-and-Isles-of-Scilly.pdf  Accessed 30/07/2014.

3 Sara Roberts, 2013. Refresh of suicide prevention strategy. 
Preventing suicide: a strategy for action in Cornwall & 
Isles of Scilly. Health and Wellbeing Board agenda reports 
pack. 25th July 2013. https://democracy.cornwall.gov.uk/
documents/g4578/Public%20reports%20pack%2025th-
Jul-2013%2010.00%20Health%20and%20Wellbeing%20
Board.pdf?T=10 Accessed 30/07/2014

4 Department of health, 2012. Preventing suicide in England. 
A cross government outcomes strategy to save lives. 
https://www.gov.uk/government/publications/suicide-
prevention-strategy-launched 

5 Sara Roberts, 2012. Suicide audit in Cornwall & Isles of 
Scilly, 2012. NHS Cornwall & Isles of Scilly. 

6 Sarah Buckingham, 2013.Suicides in adults aged 75 and 
over in Cornwall: an epidemiological and case study 
analysis. http://pearl.plymouth.ac.uk/handle/10026.1/1552 
Accessed 30/07/2014.

7 Samaritans, 2012. Men, suicide and society. Why 
disadvantaged men in mid-life die by suicide. Samaritans 
research report. September 2012. http://www.samaritans.
org/sites/default/files/kcfinder/files/press/Men%20
Suicide%20and%20Society%20Research%20Report%20
151112.pdf Accessed 30/07/2014 
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9. Promoting mental 
health and wellbeing

Introduction
Mental health promotion involves actions to create 
living conditions and environments that support 
mental health and allow people to adopt and 
maintain healthy lifestyles. These include a range 
of actions to increase the chances of more people 
experiencing better mental health. Mental health 
can be promoted through policies, programmes, 
services, campaigns and good relationships 
between people.

Why is it important to our 
population?
Mental health is more than the absence of mental 
health conditions. Mental wellbeing is about 
feeling good and functioning well. Positive mental 
wellbeing is experienced as feelings of happiness, 
contentment, curiosity and engagement. 
Functioning well is experienced as having some 
control over one’s life, having positive relationships 
with other people, having a sense of purpose 
and having the mental resilience to cope with the 
challenges we meet throughout life.

The Public Health Outcomes Framework measures 
low levels of wellbeing in the population. On 
average, 5.1% of Cornwall’s population report low 
satisfaction with life, 3.6% feel that the things they 
do in life are not worthwhile, 10.4% report low 
levels of happiness and 21.3% report high levels of 

Local opportunities for 

children in early years to take 

part in physical activity are 

promoted to parents as a key 

life skill such as this session 

run by the Cornwall Healthy 
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anxiety. These results are not significantly different 
from the indicators for England as a whole. Health 
promotion activities aim to improve levels of 
wellbeing.

What is currently going on?
Mental health promotion takes place through a 
range of settings throughout Cornwall and the Isles 
of Scilly, through the actions of many individuals 
and organisations. The examples reported here are 
not comprehensive, but provide an indication of the 
diversity of provision of mental health promotion. 

Cornwall Council, as an employer, is developing a 
mental health policy to protect and promote the 
mental wellbeing of its employees. The promotion 
of mental health and wellbeing is integral to the 
work plan of Cornwall Council’s public mental 
health team, which takes a population perspective 
to assessing mental health needs, promoting 
health and preventing disease. The wider Health 
Promotion Service also considers mental health 
needs throughout its range of programmes, as 
illustrated by the Healthy Schools and Healthy 
workplace programmes mentioned below, and 
supports the call for parity of esteem between 
physical and mental health. 

Emotional health and wellbeing is one of the 
main themes of the Healthy Schools Programme. 
When a school promotes positive emotional health 
and wellbeing, pupils can better understand and 
express their feelings. This builds their confidence 
and emotional resilience and therefore their 
capacity to learn.

The workplace is a setting where many people 
spend the largest proportion of their time and 
therefore it can play a key role in contributing 
to the health of their employees and in turn the 
health of their organisation. The Health Promotion 
Service’s workplace health programme provides 
training for employing organisations in mental 
health awareness and understanding stress in the 
workplace as well as support for activities that help 
to build good mental health and wellbeing, for 
example, team walking activity challenges.

The five ways to wellbeing is an evidence-based 
approach to promoting wellbeing developed by 
the New Economics Foundation. The simple steps 
below can help individuals find actions in their 
everyday life that bring benefit, particularly if they 
are practiced regularly. 

The five ways of wellbeing: 

Connect, be active, take 

notice, keep learning, give.
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Connect: We all benefit from positive connections with other people. Age UK befriending service 
provides regular contact with lonely and isolated older people, particularly those who are housebound 
or in remote locations.

Be active: This refers to increasing physical activity within our own limitations. That might mean 
practising a sport, but could mean going for a gentle walk or doing some gardening. Health walks take 
place in many places, often led by volunteers.

Take notice: Living in the moment (sometimes described as ‘stopping and smelling the roses’) can 
help us to step aside from our negative thoughts. Mindful and creative activities are available, such as 
those facilitated by Arts for Health Cornwall and Isles of Scilly. Mindfulness is increasingly being taught 
in schools.

Keep learning: Learning doesn’t stop when we leave school. Stay curious and indulge in lifelong 
learning, through self-directed reading and exploration or attending formal courses. Cornwall’s colleges 
offer daytime and evening classes; community groups like U3A (university of the third age) organise visits 
and activities.

Give: Giving can be as satisfying as receiving – or maybe more so. Volunteer Cornwall co-ordinates 
voluntary work opportunities and provides training, for the benefit of volunteers and recipients.

The ‘five ways’ have been used by health 
organisations, schools and community projects 
across the UK and around the world to help people 
take action to improve their wellbeing. They are 
used in Cornwall and the Isles of Scilly to help 
people to incorporate more wellbeing-promoting 
activities into their lives, often with the support of 
public, voluntary and community sectors. These 
actions help people to help themselves. 

Making links between 

wellbeing
Sometimes people find themselves in situations that 
can threaten their mental wellbeing, over which 
they feel they have no control.  We know that one 
in four adults will have a mental health issue at 
some point in their lives but one in two adults with 
debt have a mental health issue.  

Rising costs of living and low and/or stagnant 
income are leading to more individuals and families 
experiencing poverty, including food poverty and 
fuel poverty. There are some common experiences 
that can push people into debt or make an existing 
debt worse, such as major life changes – loss 
of a job, bereavement, relationship breakdown, 
becoming unwell or getting worse – as well as 
daily pressures like not getting paid, living on a 
low income, needing to buy new things or repairs, 
ignoring bills and pressure from outside agencies, 
or seeking credit including pay day loans. These can 
increase pressure on individuals and families and 

undermine their mental health and wellbeing.    

Partnership action to protect people from poverty 
or to minimise its impact has included: 

The Winter Wellness programme to address fuel
poverty,

Cornwall Works Hub helping to move people
from long term benefit dependency to training,
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work and volunteering to improve their 
confidence and self-esteem

Help to improve eating options on low incomes 
such as the Eat Well, Spend Less recipe booklet 
developed by Adult Education and the Health 
Promotion Service.     

Case study

One client of the CAB was suffering from severe 
mental health problems and couldn’t face a 
waiting room but was supported through a 
home visit to help take a holistic approach to 
resolving her problems. Her partner had recently 
given up work to care for her, but the drop in 
income was creating a great deal of financial 
and emotional strain, alongside coping with 
over £20,000 of debt and regular contact 
from creditors. Support was given to help the 
couple claim the right benefits and advice on 
dealing with the debt including bankruptcy fees. 
Working through these challenges has helped 
to stabilise income, create some control and 
the client has reported feeling much better and 
being able to cope with life. 

A report from the Marmot review Team1 
highlighted ‘children in cold homes are more 
likely to have mental health problems such as 
anxiety and depression’ and a review of Warm 
Homes programme (Scotland), demonstrated 
benefits from investment in improved heating: ‘..as 
average bedroom temperature rose, the chances 
of occupants avoiding depression also rose… 
Residents with bedroom temperatures at 21°C are 
50% less likely to suffer depression and anxiety 
than those with temperatures of 15°C’.  

Raising awareness and 
understanding
Raising awareness and understanding of mental 
health and wellbeing can show people how to 
help themselves or to access help. It can also 
reduce stigma and discrimination. Recent mental 
health promotion campaigns have aimed to: 
raise awareness of the causes of depression and 
anxiety and how to get help; understand the 
impact of stress in the workplace and how to 
relieve it; encourage men to seek help or to have 
the confidence to talk about how they are feeling; 
and promote the helpline services and web-based 
support available to people suffering mental 
distress. 

The Healthy Schools programme with Cornwall 
Partnership Foundation Trust developed a new Stop 
Stigma resource to use in schools.

Health Promotion staff also provide training to 
raise awareness and understanding and to develop 
skills in self-help or supporting others. Training has 
been provided for staff in Cornwall Council, health 
services, the police, education providers and many 
other settings. 

What further action is 
needed? 
The Cornwall Health and Wellbeing Board is 
currently considering how to take forward the 
insight generated by the 5:5:75 analysis of the 
links between key behaviours and preventable 
poor quality of life and early death (see page 
77). The aim is to develop a community-owned 
approach to keeping people well and happy 
throughout life through activity that prevents 
problems occurring or responding quickly where 
needs are identified. This includes understanding 
and responding to the social determinants of the 



Public Health Annual Report 2014 65

behaviours that impact on preventable deaths. 
This includes the contribution of big environmental 
factors like poverty, housing, education and work 
opportunities. 

More details are expected in early 2015 as the 
board refreshes its Health and Wellbeing Strategy 
to look at holistic ways of improving health and 
wellbeing and tackling inequalities. 

One aspect of Cornwall’s Pioneer programme is 
to make connections with isolated people with 
multiple health needs. The public mental health 
team will work with others to promote services 
and campaigns that encourage people to get help. 
These campaigns are also aimed at reducing the 
stigma that remains attached to mental illness and 
prevents people from seeking help. We will also 
continue to provide training to raise awareness, 
understanding and skills related to mental health.

Monitoring progress
There is still no parity of esteem between physical 
and mental health. Mental health promotion has a 
role to play in achieving this but it will be a long-
term effort. 

Emotional wellbeing will continue to be monitored 
through the Public Health Outcomes Framework 
indicators 22(i) to 22(iv).

The commitment of local organisations to improve 
mental health and wellbeing, and reduce stigma 
will be assessed by measuring sign up to the 
Healthy Workplace awards scheme and the Time to 
Change pledge 

Links
Mindful Employer offers a range of services and 
support to employers and employees to help 
people with mental ill-health stay in work. This 
support can be accessed by signing up to their 
national charter or visiting their website at http://
www.mindfulemployer.net/ 

People should not suffer discrimination as a result 
of their mental health. All organisations, including 
those in the voluntary or community sector, can 
sign up for the time to change pledge to tackle 
mental health stigma and discrimination:  
http://www.time-to-change.org.uk/organisation-
pledge-step-by-step

References 
1 Health Impacts of Cold Homes, Marmot Review Team, 2011

There is still no parity of esteem 

between physical and mental health. 
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The vision for the Pioneer programme is ‘making person-centred co-ordinated 

care and support the norm across the health and social care system’. 
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1. The Cornwall and Isles of Scilly Pioneer 
programme – an overview

The government has set a goal that within five years, people should be able 

to access a seamless health and social care system where they live.

Fifteen organisations across Cornwall and the Isles 
of Scilly have joined together and successfully bid 
for pioneer status from the Department of Health. 
Gaining pioneer status gives the partnership 
access to expert help to become one of the 
first to integrate its services, well ahead of the 
government’s deadline. The pioneers will share their 
knowledge to support other areas to integrate their 
services.

The work will be overseen by the health and 
wellbeing boards and contribute to the delivery of 
their health and wellbeing strategy.

Supporting good evaluation
The vision for the Pioneer programme is ‘making 
person-centred co-ordinated care and support the 
norm across the health and social care system’. 
This approach is being tested in localities including 
work across a wide range of teams in Penwith. The 
project includes all health and social care teams, 
community nurses and therapists, family doctors, 
carers, families and neighbours, voluntary sector 
organisations (in particular Age UK and Volunteer 
Cornwall) local community groups and of course, 
the people themselves.

Evaluating and finding evidence of what works and 
what does not work well in the Penwith Pioneer 
is vital in order to inform future decisions on how 
best to reshape policy and practice around people’s 
wellbeing, happiness and quality of life.

Public health has been supporting the development 
of the local evaluation in terms of:

helping to clarify the key questions that the 
evaluation of the Penwith Pioneer will address

ensuring that the measures that are used 
are accepted by and meaningful to all the 
stakeholders.

The questions we want to answer as part of the 
Penwith Pioneer are:

Have we delivered improved health and 
wellbeing?

Have we delivered improved experience of care 
and support?

Have we delivered reduced cost of care and 
support?

Public health has played a key role in:

ensuring that all partners are aware of the 
external and local evaluations

advising on appropriate methods

ensuring that the evaluation is achievable and 
adds value to the Pioneer programme

ensuring that local people are involved in the 
evaluation.
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http://www.healthwatchcornwall.co.uk/living-well-

pioneer-for-cornwall-and-isles-of-scilly/

http://www.cornwall.gov.uk/health-and-social-care/
health-and-wellbeing-board/living-well-pioneer-for-

cornwall-and-the-isles-of-scilly/?altTemplate=_Standard

Developing an effective future 
workforce
One of the key aims of the Pioneer programme is 
to organise services around the needs of the public 
and patients rather than along organisational 
boundaries. Producing a system where the person 
only has to tell their story once, regardless of how 
many different support services are wrapped 
around them. The aim is to support people to live 
the lives they want.

The focus is on people, their stories, their needs and 
aspirations recognising that everyone is different; 
the response will vary from person to person, 
which requires a flexible workforce. As a minimum 
we will: 

Listen to individual’s stories

Connect people up with their communities, 
helping them access local support groups and 
sources of information

Ensure they get the health and social care they 
want, when they want it, delivered in a way that 
supports their own goals

Put the person’s needs before that of the 
organisation

Aim to prevent ill-health whenever possible.

Providers are looking at how they can come 
together and work with and through local 
communities to plan services around local needs 
and aspirations. This community development 
approach sits well with the principles of effective 
public health action, and also creates a challenge 

on how to best organise public health intelligence, 
advice and services. 

There is good evidence to show that understanding 
needs and working with and for communities in 
developing and delivering solutions leads to better 
outcomes. For example, a recent systematic review, 
meta-analysis and economic analysis of community 
engagement showed this approach is effective 
across a wide range of contexts, and using a variety 
of mechanisms (O’Mara-Eves et, 2103)1.

A workforce development group has been 
developed to support the Pioneer approach; it is 
looking at how to link different professionals like 
health visitors, physiotherapists, social workers, 
mental health nurses and health improvement 
providers, including the voluntary and community 
sector. 

Public health will continue to support the 
development of a new model for local workforce 
delivery across health and social care. This includes 
helping to understand patterns of need, describing 
how to reach and support specific population 
groups, and the need to narrow the inequalities 
gap. Local public health services will be mapped 
to new locality structures for delivering services 
and monitoring outcomes. This will include 
commissioned specialist support like drug and 
alcohol or sexual health services as well as council-
provided health promotion advice and support. 

A more detailed structure for the development and 
delivery of local services is expected to emerge in 
2015 as part of the overall Pioneer programme. 

The Penwith team are aiming to support 1,000 
people, and in the first four months 100 people 
had signed up. The team makes almost 20 house 
visits a day giving a great opportunity to embed 
ill-health prevention into the system at a very local 
level.  
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Case study

Becky is part of the team in Penwith that is 
supporting people’s health and wellbeing. 
Whilst taking someone to the supermarket or 
introducing them to a group of people who take 
weekly trips to the cinema are things that many 
people take for granted, the benefits to the 
physical and mental health of someone who is 
lonely and hasn’t left their home for two years is 
enormous.

References
1 O’Mara-Eves A, Brunton G, McDaid D, Oliver S, Kavanagh 

J, Jamal F, et al.Community engagement to reduce 
inequalities in health: a systematic review, meta-analysis 
and economic analysis. Public Health Res 2013;1(4)

2. Public health 
review

Background
As part of the NHS reforms public health came 
back to local authorities in April 2013 after forty 
years in the NHS. Councils now have a statutory 
responsibility to take the necessary actions 
to improve the health and wellbeing of the 
population. The ultimate ambition is to create 
and sustain health and wellbeing and reduce 
inequalities across all our communities, at all 
stages of people’s lives. With public sector funding 
decreasing and demands on health and social 
care increasing, the public health team has a key 
contribution to make towards prevention of ill 
health, intelligence, and value for money.  

Public health works across four key functional areas 
– health improvement, health protection, health 
care public health and the wider determinants of 
health. Health improvement is concerned with 
improving the health and wellbeing of populations 
by using health promotion, prevention and 
community development approaches to influence 
the lifestyle and socio-economic, physical and 
cultural environment of populations. Health 
protection is concerned with preparing for and 
responding to infectious diseases, environmental 
hazards and extreme weather events. Healthcare 
public heath involves the assessment of population 
health needs, providing advice to commissioners 
and the evaluation of services. The wider 
determinants of health involve targeting the social 
and environmental factors that have a determinant 
effect on the population’s health such as education, 
housing, employment, environment and transport. 

One of the key aims of the Pioneer 

programme is to organise services 

around the needs of the public 

and patients rather than along 

organisational boundaries.
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Supporting each of the four domains are the 
underpinning functions of health intelligence, 
research and evaluation and workforce 
development. Health intelligence involves the 
surveillance, monitoring and assessment of health 
and the determinants of health. Research and 
evaluation involves ensuring that we have a sound 
knowledge base for making public health decisions. 
Workforce development is concerned with ensuring 
we have a properly trained and qualified public 
health workforce that is compliant with professional 
standards. This includes providing a competent 
training environment for specialist trainees in public 
health.   

The health and wellbeing agenda is not delivered 
by one function of the council alone; it requires all 
services within the council to put the health and 
wellbeing of the population at the heart of their 
decision making.  Therefore, when looking at the 
functions of Public Health within Cornwall Council 
it is important to look at how all services contribute 
to the population’s health.

The review of Public Health is one of a number 
of cross cutting reviews the Cornwall Council 
Corporate Leadership Team have asked for in order 
to look at how we can deliver the best outcomes in 
the most cost efficient way by harnessing all of the 
council’s resources. 

Current roles and 
responsibilities
The public health team has 109 employees, all of 
whom transferred to the council in April 2013. 
Currently, there are two main teams within Public 
Health. A group of 29 staff lead on policy, specialist 
technical advice, commissioning and partnerships 
around key areas of public health, e.g. healthy 
weight, sexual health, drug and alcohol services 
and tackling major causes of death and illness. 

The remaining members of staff work within a 
health promotion service, which currently equates 
to approximately 80 employees. They provide a 
range of direct interventions to the public, e.g. 
smoking cessation, weight management, as well 
as co-ordinating campaigns and promotional work 
directly with the public or local organisations to 
improve health and wellbeing. 

A cross-cutting review was set up to determine 
the most appropriate operating model for public 
health across the council. This has potential to 
impact the structure and relationships between the 
existing public health team and a wide range of 
services across the council, resulting in a transfer of 
responsibilities, resources or budget. 

The review has been made up of 

Phase 1 (July 2014 to September 2014) – 
where are we now and where do we want 
to go? During this phase a current state 
assessment of how the council delivers its 
public health responsibilities was developed, 
and the guiding principles for an effective 
public health function created, drawing 
on the views of internal and external 
stakeholders. Phase 1 also involved identifying 
the immediate opportunities for meeting our 
2015/16 budget plan. 

Phase 2 (October 2014 to November 2014) 
– what are the options for delivering public 
health?  During this phase the review team 
explored the options for delivering public 
health in the most effective and cost efficient 
way, drawing on both the experiences of 
other local authorities and the views from our 
own employees and partners. This involved 
working with heads of services to determine 
if there is any duplication in the system that 
requires immediate attention, or whether 
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there are synergies that would benefit from a 
closer working relationship.

Phase 3 (November 2014 to December 
2014) – designing the preferred option and 
implementation plan. During this phase the 
review has been working up the detailed 
design for the council’s preferred delivery 
model, outlining the governance, resources 
and budget, and implementation plan.

The key driver is to ensure that the council is able 
to deliver the new public health responsibilities as 
cost effectively and efficiently as possible. Firstly, 
it needs to be able to demonstrate delivery of its 
statutory responsibilities, as well as making progress 
against a range of outcome measures set out in the 
Public Health Outcomes Framework. Secondly, the 
council strategy has laid out eight strategic themes, 

all of which Public Health has a role to contribute 
on. A key part of the public health review is to 
ensure that we are best placed to respond to these 
priorities. Thirdly, in light of the mid-term financial 
strategy, we must evaluate how the funding 
allocated through the public health ring-fenced 
grant is prioritised using clear criteria for improving 
the public’s health in Cornwall and the Isles of Scilly.   

The benefits of any changes should be a closer 
alliance and integration of associated council 
services, which produces real, measurable 
improvements to the health and wellbeing of 
the population and reduces the inequalities that 
exist across Cornwall. It should result in a wider 
understanding of how the whole council can 
contribute to public health, and the way this 
helps to address the demand for public services in 
Cornwall.  
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Outcomes of the review
The progress of the review has been monitored 
throughout using a strong governance process 

and using some key guiding principles that were 
developed with a stakeholder challenge group. 

Figure 5.2.1: Guiding principles of the public health review

A number of perspectives have been used to ensure 
plans for delivery of the public health function of 
the local authority have been carefully considered. 

A final report is to be shared with key stakeholders 
by the end of January 2015 to agree how the 
service will go forward. 

Principle Characterised by

Shared ownership of public 
health outcomes across the 
Council, partners and the 
population

Integration between teams working across common priorities

Member recognition of public health priorities

Population engagement with health & wellbeing

Working effectively with external partners

Clear accountability for public 
health

Clear lines of accountability to the Director of Public Health

Probity and good governance in the use of grant funding

Public health structured to enable it to act as the expert source of advice to 
Council on population health issues

Evidence, monitoring and 
evaluation is part of the public 
health DNA

Strategic plans are aligned to local health needs 

Decisions are evidence based

Interventions are regularly monitored, evaluated and prioritised for (cost) 
effectiveness

Community focussed Public, Business and communities involved in identifying needs

Using local resources, assets and expertise

Being creative with our interventions. One size doesn’t fit all

A culture of innovation to bring 
about positive change

Evidence of research actively applied

Evaluation of interventions

Commissioning Intelligence led commissioning decisions

Evidence interpreted and applied in practice

Robust service agreements driving better outcomes

Advocacy Providing an independent assessment of the health needs of the population

Identifying the health needs of isolated or vulnerable groups, for equality and 
fairness

Lobbying for fairness to close the gap & improve opportunities to the 
population’s health

Maintenance of critical mass Specialist functions retained together to maintain capacity and capability

Sufficient expertise in place to discharge key public health functions
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3. Striving for 
healthier and safe 
communities

National context 
Over recent years there has been a welcome 
and strong movement towards putting local 
communities at the centre of how policy is 
made and how services are run. The Localism 
Act was introduced in November 2011 with the 
aim of devolving more decision making powers 
from central government back into the hands of 
individuals, communities and councils.

The key measures of the act were grouped under 
four main headings:

New freedoms and flexibilities for local 
government.

New rights and powers for communities and 
individuals.

Reform to make the planning system more 
democratic and more effective.

Reform to ensure decisions about housing are 
taken locally.

The NHS has produced guidance for how 
clinical commissioning groups (CCGs) should be 
transforming health and social care through public 
participation. This is intended to help CCGs deliver 
on their duties under the Health and Social Care 
Act (2012) to effectively involve patients and carers 
in decisions about their care and treatment, and 
ensure meaningful public participation in the whole 
commissioning process.

The NHS Five Year Forward View was published 
on 23 October 2014 and sets out a vision for 
the future of the NHS. Many organisations and 
stakeholders have helped to create a collective view 
of how the health service needs to change over the 
next five years if it is to close the widening gaps in 
the health of the population, quality of care and 
the funding of services. It recognises the deep-
rooted nature of inequalities in our society and 
argues that the future health of millions of children, 
the sustainability of the NHS, and the economic 
prosperity of Britain all now depend on a radical 
upgrade in prevention and public health.

Key mechanisms for achieving stronger ownership 
of services and support at a local level include 
greater independence for local authorities and 
strategic partnerships, and community budgets 
– where budgets are pooled across agencies 
to ensure greater efficiency and more seamless 
delivery of support based around people’s needs 
and focusing where help is needed most.  

Achieving better co-ordination between all local 
public services plus the business, and voluntary and 
community sectors should provide more efficient 
and effective services that meet the needs of, and 
are valued by local communities. 

Over recent years there has been 

a welcome and strong movement 

towards putting local communities 

at the centre of how policy is made 

and how services are run. 
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Local leadership
The move towards localism has been embraced 
by Cornwall Council and the Council of the Isles 
of Scilly. There is a clear recognition that effective 
public services require the flexibility to respond to 
the unique opportunities and challenges of our 
peninsula and islands communities.  

Being proud of and ambitious for Cornwall sits at 
the centre of the new strategy for Cornwall Council 
which will govern how the council works from 
2015.  

The Isles of Scilly has also expressed its ambitions 
for change through the Local Economic Partnership 
Strategic Economic Plan and for healthier 
communities through its Health and Wellbeing 
Strategy. 

Figure 5.3.1: Cornwall Council Strategy framework

Being 
efficient, 
effective and 
innovative 

Ambitious 
Cornwall

Stewardship 
of Cornwall’s 
assets 

Greater 
access to 
essentials 
for living 

Healthier 
and safe 
communities

Driving the 
economy 

Partners 
working 
together

Engaging 

with our 

communities

At the heart of the Strategy is a set of core values 

and principles that express the beliefs of the Council, 
help shape our identity and underpin the actions of the 
Council over the next four years:

Our values inform our behaviours
 Being proud of and ambitious for Cornwall.

 Inclusive, engaging and empowering leadership 
providing clear direction.

 Behaving with honesty, respect and having trust in 
each other.

Open minded to exploring ideas.

Our principles inform our decision-

making
 Working closely with partners and communities.

 Clear priorities based on understanding and evidence.

 Listening and acting decisively and promptly.

 Effective two-way communication.

 Providing choices and opportunities in every aspect of 
people’s lives.

 Supporting equality and social inclusion.

 Being flexible and responsive in the delivery of 
services.

 Above all, acting in Cornwall’s best interest.
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Figure 5.3.1 shows how the new strategy for 
Cornwall Council builds from three core principles – 
a sustainable Cornwall; developing excellence; and 
closing the gap – into eight key themes for activity. 

Each of these eight themes can be seen as areas 
where the council can effectively deliver its public 
health function; for example, making the links 
between our outstanding natural environment, 
and opportunities for improving physical and 
mental health under the stewardship of Cornwall’s 
assets theme. Another example could be delivering 
equitable access to warm, safe homes, or nutritious 
food under the greater access to essential for living 
theme. It is essential that public health is seen as a 
function across all areas of the council’s work and 
influence rather than just being activity delivered by 
the public health team. 

Healthier and safe communities will be the theme 
that is likely to be the main focus of the public 
health team. The stated aim in this area is: 

To integrate service provision, protect the most 
vulnerable and ensure everyone has the best 
possible opportunity to improve their physical and 

mental wellbeing and stay safe.

The impact for Cornwall Council and Cornwall as a 
whole includes the need to: 

Work jointly with partners with communities to 
help us understand their needs and ambitions, 
and collectively design solutions that are 
sensitive to local circumstances.

Create sustainable, safe and resilient 
communities: protecting our communities 
from harm, with access to clean and safe 
environments.

This emphasis on the need to co-create solutions 
for better health and wellbeing fits well with the 
emphasis of national guidance and legislation, and 
will be taken forward under the guidance of the 
Cornwall HAWB. 

One proposed way to achieve these goals is the 
development of the Live Well Cornwall model 
(shown in Figure 5.3.2), first presented to the 
Cornwall HAWB in July 2014. 

The Live Well Cornwall model has been developed 
using examples from San Diego1 and Alaska2 in 
order to create a shared focus and commitment to 
tackling the major causes of poor health and early 
death. 

Reduced public sector budgets coupled with an 
ageing population presents a challenge that can 
in part be met by keeping people well, active 
and independent for as long as possible. We also 
know there are significant differences in the health 
and wellbeing experiences of different groups in 
our population and we have a duty to tackle the 
unfairness of these inequalities. 

There are welcome opportunities to engage with 
our local population on how we can prevent health 
and wellbeing problems occurring. 

There are welcome opportunities 

to engage with our local 

population on how we can 

prevent health and wellbeing 

problems occurring. 
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The current state of health and wellbeing in Cornwall

National and local evidence shows that five key 
behaviours can have a significant impact on our 

health status. They lead to the five major conditions 
that in turn cause around 75% of all deaths and 
disability in Cornwall.

Figure 5.3.2: The draft Live Well Cornwall model 

Behind each of these behaviours is a complex mix 
of factors that determine our desire and ability 
to live healthier lifestyles, including education, 
employment and the physical and social 
environment that we live in. It is essential that 
we look at the causes of these behaviours also 
called the social determinants of health. Behaviour 
should not just be seen as an individual act but 
the product of many influences and opportunities 
or constraints on how we live our daily lives. A 
holistic approach is needed to create the conditions 
in which people can achieve better health and 
wellbeing, particularly those who are most at risk of 
poor health. 

NICE provides evidence based guidance as to which 
interventions are effective in reducing these five 
behaviours.3

The Live Well Cornwall model has been developed 
in order to create a shared focus and commitment 
to tackling the major causes of poor health and 

wellbeing, and early death. The involvement of the 
public will be critical in taking this process forward.

In order for Live Well Cornwall to have meaning 
with our local population we need to test the 
model for effectiveness and acceptability among 
our local communities. The aim will be to ensure 
that the model is shaped and owned by local 
communities.  

We will use a people-centred approach to 
community engagement which will follow 
evidence-based principles based on NICE’s 
recommendations for local authorities (NICE, 2014) 
in the NICE local government briefing ‘Community 
engagement to improve health’.

Effective community engagement can help people 
and communities take greater control of their own 
health and wellbeing.  
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Reducing health inequalities is a key priority. 
We need to ensure that as well as focusing on 
behavioural risk change we engage with our 
communities on the more complex reasons for ill 
health, due to social, economic or environmental 
reasons (Marmot Review, 2010).

Public Health Cornwall and Healthwatch Cornwall 
delivered a workshop with key partners to 
discuss innovative ways of involving the public 
in the development of the JSNA and the Live 
Well Cornwall model. This included Healthwatch 
Cornwall, Public Health Cornwall, Local Nature 
Partnership, Local Enterprise Partnership, NHS 
Kernow, Cornwall Health and Wellbeing Board, 
Disability Cornwall, Age UK, Young People 
Cornwall, Health and Wellbeing Service, Cornwall 
Rural Community Council, Cornwall Carers, 
Activmob and University of Exeter.

As part of the engagement process with local 
communities we are developing materials to have 
conversations with people on their views about 
the five key behaviours that can have a significant 
impact on health status (as demonstrated in the 
5:5:75 model). Figure 5.3.3 shows an example 
infographic used to communicate key issues and 
impacts around smoking. 

As part of the programme for developing the 
Live Well Cornwall model, and tools to have 
conversations with local people, piloting of the 
approach will be taken forward with the Penwith 
Pioneer working group ‘Local people, local 
conversations’. More information on the Pioneer 
programme is available on page 67. 

1 Live Well San Diego website: http://livewellsd.org/

2 Nuka website: https://www.southcentralfoundation.com/
index.cfm

3 NICE lifestyle and well being guidance http://www.nice.
org.uk/GuidanceMenu/Lifestyle-and-wellbeing

Effective community engagement can help people 

and communities take greater control of their own 

health and wellbeing.  
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Figure 5.3.3: Infographic on reducing harm from smoking

Adult smoking rates

Smoking in pregnancy rates

Smoking rates in routine 

and manual workers

Reducing harm from smoking
Why is this issue important for 

Cornwall and the Isles of Scilly?

for lowest income 

households

Inequalities

Smoke free assessment and advice is 

included in the 2,500 annual visits 

by Cornwall Council to food premises

Resources
Tony’s story

I had a stroke at 63. I was told I had to give up all 

my favourite things – smoking and booze. I wasn’t 

very happy, but they were nice to me. We talked, a 

lot, about how I was feeling and how I could cope 

with wanting a cigarette. The next week I went 

back, and was proud to say I hadn’t smoked. I 

saw them once a week for four months. It has been 

a year now since my stroke and I haven’t had a 

cigarette, although I still dream of them sometimes. 

I feel better – my speech and walking which were 

bad after my stroke have improved, and the speech 

therapist has said that stopping smoking has 

helped. They stuck with me.

2007 26% 

2011 21%

2015 18.5% Target

2007 20.2% 

2011 14.3%

2015 12% Target

2011 32.8% 

2012 31%

2012 29.7% national average

Whole community

1,000+ 
deaths  

per year 

£133.5 million 

annual cost to local society

£14.4 million 

annual social care costs

Smoking costs the local 

economy £11.7 million a year 

in lost productivity and over 

125,000 in lost working days 

Personal costs

40% 

of smokers die 

before retirement

Around 

90%
start smoking 

before the 

age of 19

3X
95% 
addicted

after just  

6 cigarettes

People in the most deprived 

areas are twice as likely to 

smoke as those in the least 

deprived areas

Children in smoking 

households are three times 

more to take up the habit

£167 million 

spent a year on cigarettes/

tobacco by Cornish smokers

15%
of spend

Smoking 

represents

Helping people to quit

4,000+  
people 

89% of all pregnant 

smokers are referred to the 

Stop Smoking Service2

20 

stop smoking 

service advisors 

working in the community 

including workplaces, pubs 

and children’s centres

Additional 

services 

targeted at 

areas of high 

deprivation

are set to quit each year through 

the Stop Smoking Service1

Stopping children starting

Peer 

education 

programme 

(STOPS) in 10 secondary 

schools to help reduce 

smoking uptake

A minimum 

of two test 

purchase operations 

per year plus 

support at junior  

life skills events

Challenging supply

One in five cigarettes smoked 

in Cornwall are illegal

Strong local support for standard 

(plain) packs which are less 

attractive to young people

Changing social norms

families signed up to 

Smokefree Homes

One in three 

"re deaths 

are caused  

by cigarettes 

Fire Service provide 

Smoke Outside 

advice with every  

Home Safety Check  

(over 4,000 a year).  

1,000+

What are the local outcomes? Evidence
A wide range of NICE guidance 

is used including evidence 

on e#ective stop smoking services, 

smoking prevention in schools, stop 

smoking in workplaces, and reducing 

smoking rates in pregnancy.

www.cornwall.gov.uk

Sta"ng  

23 (14.23 wte)

Budget 

£634,020

Return on investment 

c£30 for every £1 invested 

in smoking cessation

Notes 
1 Measured four weeks after quit attempt started 
2 Quarter 1 data (2014/15), above 85% target

What is being done locally to address this issue?

Local advice and support  
Local Authority Tobacco Pro"le (range of indicators)  

www.tobaccopro#les.info

ASH – the case for local action on tobacco  

www.ash.org.uk/localtoolkit

Tobacco Control Alliance  

including Fire Service, Trading 

Standards, Police, Children’s Services, 

Environmental Health

For free, friendly support to stop smoking please call 

01209 215666 or email smokefree@cornwall.nhs.uk

£22.4 million 

annual NHS costs
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Commissioning for health improvement cannot be effective if issues are 

seen in silos but each service should be a strategic step towards a better, 

healthier society where health equity is seen as a matter of social justice. 

(Shirley Cramer, Chief Executive, Royal Society for Public Health, 2014)



Public Health Annual Report 2014 81

Public health commissioning is often a complex, 
interdisciplinary and interagency process with the 
linked aims of effective planning, efficiency, audit 
and evaluation of commissioned services often 
across a range of providers. 

1. Reducing harm 
from drugs

Introduction
The health harms of drug misuse are wide ranging, 
and vary depending on the substance used and the 
pattern and context of their use. There are risks to 
both physical and mental health. People who inject 
drugs are vulnerable to a wide range of viral and 
bacterial infections. These infections can result in 

high levels of illness and in death. Health can also 
suffer indirectly through the influence of substance 
misuse on behaviour and lifestyles.

Why is it important to our 
population? 
Successful treatment offers benefits in a number 
of areas including securing employment, reducing 
homelessness and reoffending, better home 
life through less domestic abuse, and improved 
emotional wellbeing of children; there is also 
a reduced risk of hospital admission or health 
conditions like communicable disease, poor mental 
health including suicide, or preventable harm like 
liver disease. 

The importance of public health 
commissioning

Public health professionals leading or supporting commissioning of 

services provide critical expertise, skills and knowledge on the effective 

commissioning and delivery of health and care services for their local 

population. They have the specialist training required to interpret the 

huge amounts of information and data received on their local population, 

their health needs and the various services provided for them. Their 

understanding of the geography of health needs can be used to direct the 

planning and commissioning (and, where appropriate, decommissioning) 

of services to meet those needs. Their management training and 

experience enables them to inspire, lead and deliver change in systems and 

organisations.
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Changes in patterns of problematic 
drug use
According to the Crime Survey for England 
and Wales, illicit drug use in England is falling,1 
particularly amongst young people. Figure 6.1.1 
below shows trends in self-reported illicit drug use 
(excluding mephedrone) by people aged 16 to 59 
years between 1996 and 2012/13. 

Figure 6.1.1: Drug use in England and Wales (1996-2013)

In 2012/13, an estimated 8.2% of adults aged 16 to 
59 had used a drug during the previous 12 months 
compared with 8.9% in 2011/12, down from the 
peak of around 12% at the end of the 1990s. The 
decline amongst young people aged 16 to 24 is 
greater: drug use amongst this age group was as 
high as 32% at the end of the 1990s but had fallen 
to around 16% this year. 

The drugs shown to be most likely in the past to 
cause difficulties are heroin and crack cocaine, 
which are also linked to economic deprivation, 
crime and poor health. Drug dependency rarely 
exists in isolation from other problems.



0

20

40

60

80

100

120

140

2011/12 2012/13 2013/14 (Q3)

Opiates

Non opiates

Alcohol

Opiates national

Non opiates 

Alcohol national

Public Health Annual Report 2014 83

The long-term trend in Class A drug use amongst 
all people aged 16 to 59 years has been broadly 
stable since 1996 at around 3%. The trend for 16 to 
24 year olds however, shows a notable decline and 
this includes in particular a significant fall in opiate 
use since 2002/03.

The overall number of people treated by drug 
services across England fell in 2012/13 and this 
continues the national trend in gradually reducing 
numbers in treatment that began in 2009/10. 
Another trend to emerge in recent years is that 
the people new or returning to treatment are 
getting older,2 and this continued during 2012/13. 
The number of new starters aged under 30 saw a 
further fall, whilst the number of new starters aged 
over 40 continued to increase. 

This means the treatment population is gradually 
ageing, which is becoming one of the key features 
of drug treatment in England. By comparison, 
the treatment population for alcohol treatment is 
getting younger and the profile of use is becoming 
more complex, rarely involving just one substance 
and often combining a wider range of substances .

Numbers in treatment
In Cornwall and the Isles of Scilly we have reduced 
the investment in drug and alcohol treatment year 
on year over the past three years including the 
number of specialist treatment places required. 

The graph below shows the percentage change in 
total numbers in treatment since 2011/12 for both 
Cornwall and nationally. 

Figure 6.1.2: Numbers of people in treatment
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Opiate users in treatment show a similar decline 
nationally as they have in Cornwall. Just like the 
national picture, our treatment population of 
opiate users is ageing and there are declining 
numbers of young opiate users coming into 
treatment;

Non-opiate users show a more marked decline 
than we would expect, having reduced by 30%, 
compared with a national increase of 21%. 
This is of concern, given the emergence of new 
psychoactive substances and suggests that 
Cornwall’s treatment offer may not be meeting 
the needs of non-opiate users;

Although we have seen actual numbers reduce, 
there has been an increase in the proportion of 
both opiate and non-opiate users presenting to 
treatment as currently injecting. Injecting poses 
a number of risks to public health, principally 
around communicable disease;

Increased use of benzodiazepines was flagged 
as an emerging risk last year, with easy access 
via the internet a key factor. Tramodol and 
benzodiazepines such as Diazepam are common 
features in drug-related deaths, and the drug 
combinations coupled with alcohol and other 
depressants continues to cause some concern. 

The chart below shows the number of people in 
effective treatment by substance over the last five 
years.

Figure 6.1.3: Numbers of people in effective treatment by substance type (2008-2013)
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Public Health England also report that the number 
of people seeking treatment for new psychoactive 
substances (NPS or sometimes referred to as 
legal highs) and certain ‘club’ drugs (such as 
methamphetamine) has increased significantly and 
there are particular concerns over the proportion of 
injectors in this cohort (mostly methamphetamine 
users). The overall numbers coming into treatment 
for these drugs remain relatively small however, in 
the context of the entire treatment population (just 
5% of new journeys in 2012/13).

It is interesting to note that, according to the Crime 
Survey for England and Wales, this trend is against 
a backdrop of significantly reduced use of drugs 
such as mephedrone and ketamine and no change 
in the use of methamphetamine (compared with 
2011/12). 

Whilst there is increasing evidence of NPS and ‘club’ 
drugs in Cornwall, we are not seeing the same 
numbers engaging in treatment yet. However, we 
have ‘early indicators’ within needle and syringe 
exchange and open access services that numbers 
are starting to increase. Similar to the picture for 
cocaine, in the wider community police activity 
relating to use of these drugs shows no significant 
change, but there have been some seizures of 
significant size linked to trafficking offences.

What is going on?
The national drugs strategy aims to give people 
every support to choose recovery, and recognises 
the causes and drivers of individual dependence, 
and the need for holistic solutions built around the 
individual. The Crime and Disorder Act requires 
Community Safety Partnerships to analyse and 
assess patterns of crime, disorder and substance 
misuse, and changes in these patterns over time. 

A new national framework for building recovery 
was published in 2012 looking at key components 
like tailoring responses more to individual needs 
and journeys; employment and housing support 
required to make recovery happen; and family 
support and involvement essential to maximising 
recovery capital. 

Numbers in treatment
Effective treatment means staying in treatment for a 
period of 12 weeks or longer, or having completed 
treatment successfully in less than 12 weeks. Local 
targets for numbers in treatment were reduced as 
part of the re-procurement exercise in 2012, by 200 
opiates and crack cocaine users (OCUs) and 200 
dependent drinkers as part of the savings plan.  

Although numbers accessing treatment reduced, 
the proportion in effective treatment remains 
fairly stable at around 90%. Our performance for 
2013/14 shows that we exceeded targets for opiate 
users and dependent drinkers but we are falling 
short of the ambitious target we set ourselves of 
nearly doubling the number of non-opiate users in 
treatment.  

The national drugs strategy aims to give people 

every support to choose recovery, and recognises the 

causes and drivers of individual dependence, and the 

need for holistic solutions built around the individual.
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Figure 6.1.4: Performance against target for 

numbers in effective treatment (2013/14) 

Numbers in effective 
treatment

Target Actual

Opiate and crack users 1000 1165
Non opiate users 600 219
All drug users 1600 1483
Dependent drinkers 1,000 1075

People completing treatment successfully (and not 
subsequently returning to treatment) is used as an 
indicator of how effective our treatment system is. 

Current performance indicated that for every 
100 people in treatment 11 opiate users, 47 
non-opiate users and 42 problem drinkers 
completed treatment successfully;

Successful completions were highest amongst 
non-opiate users and problem drinkers;

Despite the drop in performance this year, 
Cornwall was still performing in the top quartile 
for non-opiate users compared to similar areas 
nationally, and is 1% (5 people) lower than the 
top quartile for opiate users. 

The actual numbers of successful completions has 
declined following an increasing trend over the 
previous year. As at quarter 3 2013/14, numbers 
were down by around 25% compared with the 
2012/13 baseline. When we take into account the 
reduced number of people actually in treatment 
however, the decline in performance is much less 
pronounced, dropping from 21% to 17.2%.

The rates effectively mean that for every 100 people 
exiting treatment 10 opiate users, 3 non-opiate 
users and 10 alcohol users re-present to treatment 
in the following 6 months. Since 2012/13, 
performance in re-presentations has improved 
for opiate users (up by 9%) and remained stable 
for non-opiate users and problem drinkers. These 
rates means Cornwall is performing within the top 
quarter of our complexity group for opiate users 
and just outside the top quarter for non-opiate 
users by 2% (note that these numbers are very 
small). 

Cornwall is performing well for re-presenting opiate 
users and average for non-opiate and alcohol users 
when compared with the neighbouring authorities 
of Devon and North Somerset. 

Prevalence and engagement with 
treatment among population groups
Research indicates that prevalence rates of 
substance use problems are higher amongst those 
with disabilities and who identify as LGBT (Lesbian, 
Gay, Bisexual or Transgender):
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Substance use problems are 2-4 times higher 
amongst people with disabilities3 than that of the 
general population;

A fifth of those who identify as LGBT have a 
problem with substance dependency4, equating to 
between 2,100 and 4,400 people in Cornwall. 

In 2012/13, 14% of clients with an open episode of 
treatment in tiers 2 (open access treatment) and 3 
(structured community treatment) had a physical, 
learning or sensory disability. Problem drinkers are 
more likely to have a disability than drug users.

2% of people in treatment (all tiers, 48 people) 
during 2012/13 were recorded as homosexual or 
bi-sexual.

Based on prevalence estimates, engagement with 
treatment rates are lower than expected across 
all the protected characteristics examined, but 
particularly for the LGBT community.

People with disabilities are more likely to drop out 
before 12 weeks in treatment and are less likely to 
complete community treatment successfully. They 
are more likely, however, to be successful in tier 4 
(residential) treatment.

In the year following successful completion of 
treatment, people with disabilities are less likely to 
re-present to community treatment but more likely 
to re-present to tier 4 services.

What further action is 
needed?

Addressing barriers to treatment 
Clearer pathways are required from other care and 
support services into substance misuse treatment 
services. Targeted harm reduction is required for 
the LGBT community.

Limited transport and disabled access within 
community and tier 4 treatment settings can pose 
an issue for those with a physical disability.

Clear signage is required around all community and 
residential services that support those with visual 
impairment, and those with a learning disability. A 
wide range of factors in the physical environment 
should be considered for those with a visual/
hearing impairment to include, lighting, colour of 
fixtures and fittings etc. 

The treatment environment needs to be welcoming 
with positive body language. Being teamed up with 
another service user to support your journey was 
highlighted as a key requirement for service users 
with a disability.

General information about services and specific 
information used in groups and 1:1 treatment 
settings also need to be available in user friendly 
language. Educational and promotional materials 
should depict people with protected characteristics 
such as disability. Posters/signs are needed in 
community treatment settings to show that services 
are LGBT friendly.

Cornwall is performing well for 

re-presenting opiate users and 

average for non-opiate and alcohol 

users when compared with the 

neighbouring authorities of Devon 

and North Somerset. 
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Workforce development
Audits highlight that treatment teams had 
received very little, if any awareness sessions about 
the needs of people with different protected 
characteristics. Awareness sessions should increase 
confidence in communicating directly with service 
users and not through carers or support workers. 
The Dorabella Model5 was identified as being well 
suited to meeting the complex needs presented of 
those with a learning disability.

There are also workforce development needs in 
other care and support settings around substance 
misuse awareness and screening of clients 
accessing their services. For example, screening for 
drugs and alcohol is yet to be incorporated into 
Cornwall Council’s Education, Health and Social 
Care services.

Emerging needs 
Emerging needs have been identified for older 
people, requiring the development of training 
and pathways in new areas such as the aids 
and adaptations service, and prevention work 
in accommodation services. Anecdotal evidence 
indicates that more targeted outreach is required 
for gypsies and travellers to gather more detailed 
information about the needs of this group. More 
detailed audits are still required around the needs 
of migrant workers and how well we are currently 
meeting those needs.

Our local treatment data does not give a complete 
picture because 29% of people in services were 
missing information about disability (worse than 
20% in April 2013), and over 20% had incomplete 
data for sexual orientation. Although those 
with disabilities were more likely to drop out of 
treatment and were less likely to re-present to 
community treatment it was not clear why this 
was the case. A more detailed audit is still required 
around the needs of the hearing impaired in 
treatment settings.

Within the resource constraints for this needs 
assessment, we were unable to fully explore 
treatment needs amongst older people, migrant 
workers, and requirements for targeted outreach 
for gypsies and travellers, but these actions should 
be taken forward.

The latest performance data for Cornwall and the 
Isles of Scilly is available on http://ndtms.net

References
1 Drug misuse: findings from the 2012 to 2013 Crime Survey 

for England and Wales (Home Office, 2013)

2  Drug treatment in England 2012-13 (Public Health 
England, 2013)

3 Office on Disability - Substance Abuse and Disability in US 

4 Part of the Picture: Lesbian, gay and bisexual people’s 
alcohol and drug use in England (2009-2011) http://www.
lcvs.org.uk/res/media/pdf/

5 The Dorabella Model has been developed by 
independent addictions specialist, Mike Delaney. 
He describes it the model as ‘fully person centred 
and behavioural in nature. It addresses all areas of 
substance misuse, culminating in a bespoke service 
meeting the individual needs of service users’.
LGBPeoplesAlcoholandDrugUseinEngland20092011Report.
pdf
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2. Reducing the 
harm caused by 
problematic alcohol 
use

Introduction
Excessive drinking is a major cause of disease 
and injury, both in the short term due to alcohol 
poisoning and the consequences of risk taking 
behaviour, and over the longer term due to the 
effects of regular drinking on mental and physical 
health.

Worldwide alcohol accounts for 9.2% of all 
disability-adjusted life years, with only tobacco 
smoking and high blood pressure as higher risk 
factors. Harmful drinking has been shown to 
damage the brain and nervous system, affect 
the immune system, harm bones, skin and 
muscles, cause fertility problems and impair fetal 
development. In the short term, it can result in 
accidental injury or alcohol poisoning. In the long 
term, it can lead to a range of alcohol-related 
conditions, including cancer, liver cirrhosis and high 
blood pressure, and even to death.

A clear association exists between mental illness 
and alcohol and drug dependence. Previous 
research has estimated that up to half of people 
diagnosed with a mental health condition also 
misuse substances. People with a dual diagnosis 
are likely to have problems with their physical 
health, social functioning, money management 

and housing, and are more likely to be in contact 
with the criminal justice system. Harm from 
excessive alcohol consumption is felt in many 
areas of daily life including links with accidents, 
crime and disorder, domestic violence and sexual 
abuse, sickness absence, and damage to family and 
personal emotional health and wellbeing. Potential 
solutions for reducing harm from excess alcohol 
need to be developed with whole-community 
impacts in mind. 

Why is it important to our 
population?
Just under a quarter of the adult population of 
Cornwall and the Isles of Scilly (102,000 people) 
regularly drink above recommended safe levels 
of alcohol. In addition, 66,500 people are ‘binge 
drinkers’. Health inequalities are evident; alcohol-
related death rates are 45% higher in areas of high 
deprivation.
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Figure 6.2.1: New Narrow Alcohol Related Hospital Admissions  

(Primary Diagnosis) Indicator (July 2014)

Data: 2008 - 2009 2009 - 2010 2010 - 2011 2011 - 2012 2012 - 2013

Worst Local 
Authority Area

Blackpool 854.71 894.00 1054.01 1078.23 1120.59

Local 
Authority

Isles of Scilly 454.63 1153.48 1009.67 577.92 843.53

Local 
Authority

Cornwall 634.58 650.51 668.92 683.63 659.68

National Rate England 614.63 638.07 651.92 652.81 636.85

GOR Region South West 622.82 630.14 653.38 642.45 617.98

Best Local 
Authority Area

Wokingham 325.56 343.59 338.66 356.60 364.95

This graph (Figure 6.2.1), from 
the latest Local Alcohol Profiles 
for England (NW Knowledge and 
Intelligence Team), shows the 
alcohol-related hospital admissions 
trends in Cornwall and the Isles of 
Scilly, compared to the national 
and regional trends, as well as the 
worst performing area (Blackpool), 
and the best (Wokingham).

Cornwall’s rate of alcohol-
related hospital admissions is on 
a reducing trend, parallel but 
marginally higher than regional 
and national rates. Whereas 
Cornwall, SW and national rates 
for the narrow indicator are 
on a reducing trend, the local 
authorities with both the highest 
and the lowest rates are on a 
rising trend. The local rate and 
trend are both very close to the 
national rate and trend.
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This is an indicator that measures the impact of 
alcohol across the area by monitoring the number 
and rate of worst case scenarios; patients who end 
up in a hospital bed with an alcohol related primary 
diagnosis. Although some of these would be 
sudden onset cases, this implies that a significant 
proportion have not been detected or successfully 
helped elsewhere in the community.

A more detailed look at the figures suggests that 
the rates for women and under-18s are slightly 
worse than national rates, although the rate for 
under-18s is better than the regional rate. Projects 
aimed at public messages about alcohol, treatment 
interventions, or brief advice/preventative schemes 
need to address the population as a whole, but 
should consider whether women and under-18s 
have been specifically catered for, to avoid these 
trends developing. We are also monitoring the 
health impact of increasing home drinking on the 
rising proportion of older people in our community, 
and targeting preventative messages accordingly.

What is currently going on?
The Cornwall Alcohol Strategy ‘Taking Responsibility 
for Alcohol’ is still well supported by all partners 
within health, criminal justice, community safety 
and the community. This covers three objectives 
and 10 themed areas.

1 Enable people to make informed choices about 
alcohol

We aim to help people in Cornwall to become 
better informed about responsible drinking and 
safe alcohol intake levels, by giving relevant 
advice, information and support in order to 
reduce alcohol-related harm.

2 Improve services to reduce the harm caused by 
alcohol

We aim to reduce the risk of alcohol-related 
harm to individuals and families by improving 
effective alcohol services in the community, in 
the NHS and hospitals, in the voluntary sector 
and in the Criminal Justice System, in order to 
reduce alcohol-related hospital admissions and 
support recovery from problematic alcohol use.

3 Promote partnerships to reduce alcohol’s impact 
on the community

We aim to work effectively in partnerships to 
promote best practice around safe alcohol retail, 
maintaining safe localities and communities, 
and to have well planned responses to alcohol 
related issues with the long term goal of 
reducing disruption to the community.

The public health commissioning role for alcohol 
sits within the overall commissioning priorities 
for the Cornwall Alcohol Strategy for 2014/15. 
This is based on the annual Amethyst Cornwall 
Alcohol Needs Assessment. Services are 
commissioned to deliver across the 10 thematic 
areas listed below with details of the key focus 
areas under each heading. 

1. Advice and Information:

Identification and brief advice (IBA) training 
plan in health and community settings, 
including social care services, mental health, 
hospital emergency department and key 
wards, and front-line community settings that 

A more detailed look at the figures 

suggests that the rates for women 

and under-18s are slightly worse 

than national rates...
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address the correlated social impact of alcohol 
(including unemployment, domestic abuse, 
homelessness, offending, family intervention 
services, voluntary sector, employers, etc).

Alcohol public messaging/social marketing 
campaigns and opportunistic/responsive 
media messaging: e.g. What Will Your Drink 
Cost, the Nek Nominate response campaign, 
Alcohol and Older People, Alcohol Awareness 
Week and Dry January, etc. 

Potential research to assess impact of current 
population level alcohol responsibility 
message, and to pilot improved behaviour 
change alternative messaging approach.

2. Anti social behaviour:

Evaluation of the anti social behaviour Druglink 
Alcohol Diversion Scheme, and partnership 
approach to developing effective responses to 
alcohol related violence. 

Anti social behaviour treatment referral 
pathways.

3. Children, young people, parents and families:

IBA within Together For Families and multi-
agency risk assessment conference (MARAC) 
pathways. 

Educational resources and delivery through 
YZUP (specialist support for young people 
provided by Addaction), Cornwall Council 
children’s services and the Health Promotion 
Service. 

4. Community safety schemes:

Information gathering about assaults and 
alcohol-related injuries, by means of the ARID 
database in emergency departments, now 
being expanded into minor injury units, and 
operationally applied through Cornwall Council 
and police licensing. 

Tackling hotspots for alcohol awareness and 
safety campaigns (for example, What Will Your 
Drink Cost?).
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5. Criminal justice interventions:

Increasing the uptake and effectiveness of the 
full range of criminal justice service diversion 
and referral pathways by police and probation, 
in custody, court, and on prison release. 

Learning from schemes elsewhere in the 
region to develop a greater operational focus 
on alcohol-related violence.

6. Domestic abuse and sexual violence:

IBA training and delivery in independent 
domestic violence advocacy service (IDVA) and 
other domestic abuse and family services.

Continuing to improve the drug and alcohol 
treatment service provider within the two-way 
MARAC referral pathways.

7. Employment and deprivation (and inclusion):

IBA training/delivery in Job Centre Plus and 
Education, Health and Social Care, and two-
way referral pathways. 

Best practice employer policies and protocols 
promoted and trained, around identifying 
and supporting problematic alcohol use 
by employees, starting with the proposed 
updated Cornwall Council policies and training 
scheme, plus support through the Healthy 
Workplace Programme.

8. Health, treatment, aftercare and recovery: 

Continuing development of Addaction as the 
single service provider for the start-to-finish 
recovery-oriented service.

IBA in hospital emergency departments, 
targeted specialist care and primary care (GP 
practices). 

Development of a multi-disciplinary team and 
pathway for alcohol patients at Royal Cornwall 
Hospital.

9. Homelessness and housing.

IBA training/delivery in housing and 
homelessness services.

Development and support of a tiered 
supported housing approach for alcohol 
clients as they progress through their 
treatment journey.

10. Licensing, alcohol retail and the night time 
economy:

Continued delivery of SMART responsible 
alcohol retail training for front-line bar staff.

Continued expansion of Cornwall Best Bar 
None award scheme, which promotes, 
acknowledges and rewards high standards in 
licensed premises.

Better engagement with all types of retail 
including supermarkets, co-ordinated 
regionally through the office of the Police and 
Crime Commissioner and applied appropriately 
in localities, based on local evidence.

The Cornwall Alcohol Strategy ‘Taking 

Responsibility for Alcohol’ is still well supported 

by all partners within health, criminal justice, 

community safety and the community.
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What further action is 
planned? 
Commissioning uses evidence of local needs and 
assets and details about what interventions are 
likely to be effective in improving outcomes and 
providing a good return on investment. 

In 2014, some of the areas for development have 

been:

Specific alcohol advice for older people has now 
been circulated, and will be further developed 
along with Age UK Cornwall.

The annual community safety ‘What Will Your 
Drink Cost’ campaign continues to be delivered 
in the Safer Cornwall priority towns, focussing 
on domestic violence, alcohol-related violence, 
road safety, fire risk, disorder, and health. This 
tagline will also be used for the regional police/
Police and Crime Commissioner Christmas 
drinking driving campaign. 

Social media activity has included the ‘Eliminate 
Neknominate’ campaign promoted on local 
radio, press and social media to counter the 
alarming trend of risky alcohol behaviour, and 
there were no serious issues in Cornwall. An 
Association of Chief Police Officers-led alcohol 
awareness week was launched to coincide with 
the start of new college and university years. 
This has led to a Twitter #alcoholharm exercise. 

Support has been given to the national 
Alcohol Concern/Public Health England alcohol 
awareness week (November 17-24th), coinciding 
with a domestic abuse awareness week; this will 
form part of a Safer Cornwall awareness month 
to bring together these messages. Alcohol 
awareness week will also act as a pre-Christmas 
trailer for Dry January 2015, which is looking to 
be the national annual alcohol awareness focus 
from now on.

Public Health England is looking to pilot new 
approaches to population level messages, based 
on the remit given by parliament to the Chief 
Medical Officer to evaluate the impact of the 
current message and try to improve its success. 
Public Health Cornwall, along with colleagues in 
the south west, are keen to be involved in this: 
we have a population that is more insulated 
from ‘message leak’ than any other area of 
England, with fewer borders to surrounding 
counties/regions. We are actively engaged with 
Public Health England in developing this and the 
south west directors of public health are jointly 
commissioning new support to develop and 
deliver effective population alcohol messages 
targeting key audiences. 

Another phase of community IBA training was 
delivered in June and July, focussing on mental 
health and social care. This means that we have 
trained over 2,000 staff in Cornwall in the last 
two years. There is also a priority for IBA training 
for hospital departments and community 
voluntary sector agencies. In the autumn, 
delivery support and monitoring will be focussed 
on agencies who have received this IBA training.
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A Royal Cornwall Hospitals Trust multi-
disciplinary team approach to alcohol related 
to frequent attendees is now being developed 
with support from the Drug Alcohol Action 
Team (DAAT)/Amethyst and Addaction. Training 
in IBA will be delivered at the hospital during 
the autumn, along with departmental alcohol 
champions and link nurses, to improve early 
identification and pathways for complex 
patients.

The Health Promotion Service continues to 
develop a personal, social and health education 
(PSHE) resource bank for working alongside 
schools and assist delivery of good practice.

Minimum unit pricing remains a key ambition for 
better public health. Government policy in this area 
is still to be agreed despite the weight of academic 
peer reviewed research evidence identifying this as 
the most effective lever in reducing alcohol-related 
harm. The legal process towards minimum unit 
pricing in Scotland and Wales is ongoing.

Cornwall and Isles of Scilly Public Health and DAAT, 
the Safer Cornwall Partnership, and the Cornwall 
Health and Wellbeing Board should continue to 
communicate and lobby strongly for the evidence-
based policy of connecting the price of alcohol to 
strength (either by minimum unit pricing or through 
targeted taxation). 

The other major area that may make the most 
impact on the hold that alcohol has within our 
culture is the effectiveness of the population level 
alcohol message. This is an area where dialogue will 
continue with Public Health England about using 
Cornwall and the south west region as a pilot area 
for a new behaviour change-modelled message, 
in line with the Public Health England Social 
Marketing Strategy which states that pilot activities 
will take place in 2015. 

Currently the national units based message defines 
the outcome desired in terms of the quantity of 
alcohol that can be consumed within low risk 
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levels, but it offers little in the way of actual advice 
or instruction that people can apply in order to 
achieve this level.  Our aim is to develop messages 
and a call to action that people can easily translate 
into behaviour change.

Monitoring progress
The Cornwall Alcohol Strategy is designed to form a 
thorough approach that impacts all sections of the 
community, with targeting of groups that are more 
vulnerable. If a higher proportion of our population 
understood what choices they need to make, and 
what behaviours to adhere to, in order to drink 
within the recommended health levels, then more 
people would be likely to choose to reduce their 
drinking to low risk levels. This would impact all the 
above settings. 

Locally, projects are monitored through Cornwall 
Council Sparnet, as well as through Community 
Safety Intelligence/Amethyst and the alcohol needs 
assessment process. 

Nationally, the PHOF 2.18 indicator is monitored 
by LAPE/NWPHO (http://www.phoutcomes.
info/ and http://www.lape.org.uk/LAProfile.
aspx?reg=X25004AC).

Links
Information and data sources:  
http://www.phoutcomes.info/ and  
http://www.lape.org.uk/

Our local response is covered in detail in the 
Cornwall Alcohol Strategy: ‘Taking Responsibility for 
Alcohol’ http://safercornwall.co.uk/download/1931/ 

Evidence on effective interventions to prevent harm 
from alcohol can be found on: http://pathways.nice.
org.uk/pathways/alcohol-use-disorders 

3. Sexual health

Introduction

‘Sexual health is a state of physical, 

emotional, mental and social well-

being in relation to sexuality; it is 

not merely the absence of disease, 

dysfunction or infirmity. Sexual 

health requires a positive and 

respectful approach to sexuality and 

sexual relationships, as well as the 

possibility of having pleasurable 

and safe sexual experiences, free 

of coercion, discrimination and 

violence. For sexual health to be 

attained and maintained, the 

sexual rights of all persons must be 

respected, protected and fulfilled.”’ 
Word Health Organisation, 2006

Our ambition is that people in Cornwall and the 
Isles of Scilly will enjoy good sexual health and 
wellbeing through having the skills, confidence and 
knowledge to enjoy consensual, pleasurable and 
healthy relationships, and by managing their own 
sexual health through access to safe, welcoming 
and free contraceptive and sexual health services. 
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Why is it important to our 
population?

Teenage pregnancy – under 18 
conceptions
For some young people becoming parents can be a 
positive turning point in their lives; overall however, 
teenage pregnancy is associated with poorer 
outcomes for both mother and child, with higher 
risk of antenatal depression and maternal mental ill 
health for three years after the birth, lower rates of 
breastfeeding1, higher rates of smoking at birth2, 
increased risk of infant mortality3 and higher risk 
of living in long term poverty4. We also know 
that many under 18 conceptions in Cornwall are 
unintended as 44.6%5 will end in an abortion, an 
avoidable burden and experience for the young 
person to go through.

Since the launch of the National Teenage Pregnancy 
Strategy in 1998 Cornwall has achieved a 37.9% 
reduction in teenage conceptions to date, in 
comparison to an England and Wales reduction 
of 44.6%. The teenage conception rate is now the 
lowest it’s been since the data collection began in 
1969, but has still not reached its target reduction 
of 50%; the England and Wales rate is still amongst 
the highest in comparable European countries6.

The current rolling quarterly average rate for 
Cornwall is 24.6 conceptions per 1,000 under 18 
women (Q2, 2013); this is a reduction of 11.8% 
from 20127. It is important to note that whilst 
the majority of Cornwall has seen reductions in 
under-18 conceptions, some wards still have much 
higher rates of teenage pregnancy; 16 out of 124 
wards have rates of 50 pregnancies or more per 
1,000 teenage females.

Advice and information is shared with 

young people through local events such as 

the Boardmasters festival in Newquay
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remain a major public health concern. 
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Abortion
In Cornwall most abortions (74.8%) are carried out 
before 10 weeks gestation. Early access to abortion 
is important as it enables women to access a full 
range of treatment options and reduces the risk of 
complications.

The rate of abortion amongst teenagers in Cornwall 
has fallen for the last three years, and in 2013 was 
9/1,000 for under-18s, and 21/1,000 for 18-19 
year olds, a reduction of 11.8% from 2012. The 
abortion rate for women aged 20-24 has remained 
consistent over the years and is the highest rate in 
comparison to all other age groups at 24/1,000, 
suggesting more work is needed to support this 
group to prevent unintended pregnancies.

The repeat abortion rate is indicative of unintended 
conceptions and could be a result of inadequate 
contraception provision, use or access. Nationally 
37% of all abortions were repeat abortions, and 
26.7 % under-25 abortions were repeat abortions. 
In Cornwall 31% of all abortions and 21% of 
under-25 abortions were repeat abortions. For 
under-19s in Cornwall the repeat rate was 6.9%, 
which is lower than England at 10%. These lower 
rates suggest good post-abortion counselling and 
access to contraception following the procedure.

Sexually transmitted infections
Sexually transmitted infections (STIs) remain a major 
public health concern. The majority of STIs are easily 
treatable but left undiagnosed and untreated some 
STIs, such as chlamydia, gonorrhoea and syphilis, 
can cause considerable complications that become 
more difficult and costly to treat, and can result in 
long term physical, emotional and social problems8. 
Sexually transmitted infections also increase the risk 
of HIV transmission between individuals9.

Chlamydia is the most common sexually transmitted 
infection: it is a bacterial infection passed through 
sexual activity and often has no symptoms. 
In Cornwall, diagnoses of chlamydia are most 
common in 16-24 year olds; they account for 67% 
of chlamydia diagnoses. In 2012 there were 2,194 
diagnoses of chlamydia per 100,000 15-24 year 
olds from Cornwall. This is the 78th highest out of 
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326 local authorities in England.  Approximately 
60% of chlamydia is diagnosed in females, and 
Cornwall has a higher than average rate of hospital 
admission for pelvic inflammatory disease, which is 
commonly caused by chlamydia or gonorrhoea, and 
can lead to infertility10.

Syphilis and gonorrhoea are bacterial sexually 
transmitted infections that are usually managed 
in genitourinary medicine (GUM) clinic; they 
disproportionately affect men who have sex with 
men. Gonorrhoea is concerning as its prevalence is 
increasing and it is becoming more difficult to treat 
as a result of drug resistance11.  The combined rate 
of syphilis and gonorrhoea in Cornwall and the Isles 
of Scilly is 16.4 per 100,000 persons (2013); this 
has increased by 50.5% since 2009. Men who have 
sex with men experience higher rates of syphilis 
and gonorrhoea with a rate of 762.8 per 100,000 
in Cornwall and the Isles of Scilly, an increase of 
116.7% since 200912.

HIV
By far the most common route for HIV transmission 
is through sexual intercourse. Whilst there is no 
cure for HIV, those living with HIV can expect to 
live a near-normal life expectancy if diagnosed 
early, and with good access and adherence to 
treatment13. Under these circumstances HIV is no 
longer a life-limiting illness; however, treatment and 
management is life-long, and can have a significant 
impact on the individual physically, emotionally 
and socially as a result of HIV-related stigma and 
prejudice.

Each new case of HIV infection costs the NHS 
between £280,000 and £360,000 over a lifetime. 
But costs are greatest for individuals diagnosed 
late – in the first year after diagnosis, spending is 
doubled for those diagnosed with a CD4 count 
lower than 200 cells/mm3 (HIV Prevention England 
2013)3.

In Cornwall the rate of people receiving treatment  
has increased by 50% since 200714. Other than 
initial symptoms at primary HIV infection, there are 
often no symptoms associated with HIV for a long 
time until an individual becomes very unwell. This 
can take a number of years. Between 2010 and 
2012, 68.4% of people newly diagnosed with HIV 
in Cornwall and the Isles of Scilly were diagnosed 
at a late stage of infection, when treatment is less 
effective, and the virus is more likely to have been 
transmitted to others17. This is higher than both the 
regional and national levels of late diagnosis.  

One in five people living with HIV are unaware 
of their infection15, making them more likely to 
pass on the virus to others. HIV testing is crucial in 
reducing the number of people living with HIV but 
unaware of their infection. HIV testing uptake, for 
those offered an HIV test, is very good in Cornwall, 
and above the regional (77.5%) and national (80%) 
percentages at 87.9%. However, the number of 
people attending GUM services and being offered 

Whilst there is no cure for HIV, 

those living with HIV can expect to 

live a near-normal life expectancy 

if diagnosed early, and with good 

access and adherence to treatment.
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an HIV test is lower than the regional (81.1%) and 
national (79.4%) percentages at 75.9%16.

HIV screening and testing is cost-effective. It is 
estimated in the USA that for every $1spent, $1.95 
is saved17. In the UK, NICE calculated that if 3,500 
cases of onward HIV transmission were prevented, 
within five years of implementing NICE guidelines, 
£18 million in treatment costs would be saved per 
year18.

What is currently going on?
The Reducing Teenage Pregnancy and Support for 
Young Parents Strategy and Action Plan and the 
Sexual Health Strategy set out Cornwall’s vision 
for sexual health and commitment to improving 
sexual health and reducing under-18 conceptions. 
The Teenage Pregnancy Partnership Board and 
Cornwall Sexual Health Partnership Group oversee 
the implementation of the strategies and monitor 
their progress.

Services to improve sexual health and 
wellbeing
Prevention efforts including health promotion 
and education, access to contraceptive and sexual 
health services and STI screening coverage should 
be sustained and continue to focus on groups at 
highest risk.

Contraceptive and sexual health services

For every £1 spent on contraception £11 is 
saved in other healthcare related costs19. 
Accessible, integrated contraceptive and sexual 
health services are pivotal in supporting the 
sexual health and wellbeing of the population.  
Integrated services are more cost effective, can 
be targeted for specific populations and provide 
better outcomes20. Integrated contraceptive and 
sexual health services are delivered by the sexual 
health hub in Truro as the central, consultant-

led, specialist service, with community services 
delivered across Cornwall. The hub also delivers 
a targeted young people’s clinic (including a 
weekend service), and targeted young people’s 
contraceptive and sexual health services are 
delivered across the county in areas of high need 
at the SHARE service and Brook.

Young people friendly services

Young people friendly services are highly 
important in improving access to sexual health 
provision and recommended within BASHH 
(British Society for Sexual Health and HIV)21 
and FSRH (Faculty of Sexual and Reproductive 
Health)22 standards. 39 services in Cornwall 
have been accredited as young people friendly 
through the local verification process EEFO, 
which aligns to the Department of Health’s 
You’re Welcome criteria. The EEFO website 
signposts young people to services, and the 
EEFO badge helps young people recognise 
which services meet the young people friendly 
standards.

Chlamydia screening

Sexually active young people should test for 
chlamydia at least annually and with every 
change of sexual partner23. Chlamydia is easily 
diagnosed and easily treated. The screening 
programme targets 15-24 year olds who are 
the group most affected by chlamydia. The 
chlamydia screening team works closely with 
partners across Cornwall to deliver health 
promotion interventions. Screening is offered 
through primary care services, contraceptive 
and sexual health services, the freetestme 
website and through targeted work. The team 
in Cornwall focuses on partner notification 
to effectively identify and treat individuals 
with chlamydia.  Evidence suggests chlamydia 
screening can be cost-effective24. 
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LARC

Long acting reversible methods of contraception 
(LARC) are extremely effective at preventing 
unintended pregnancies as they do not rely 
on user concordance. LARC is also more cost-
effective than the oral contraceptive pill, even 
at one year of use, with the intrauterine device 
(IUD), intrauterine system (IUS) and contraceptive 
implant being the most cost-effective forms 
of LARC. For every £1 spent on LARC £13.42 
is saved25. NICE estimates that following the 
implementation of its 2005 guidance on LARC 
that £102m will be saved in England annually26. 
The rate of GP prescribed LARC per 1,000 
women aged 15-44 in Cornwall and the Isles of 
Scilly is 79.4; this is significantly higher than the 
national average, and the third highest rate in 
the south west region. The rate has increased 
by 7.9% since 201127. In Cornwall and the Isles 
of Scilly 88.6% of GP practices have at least one 
health professional trained and competent to 
offer LARC28, thus increasing access to LARC 
for women; this is vital in a large rural county 
and in ensuring women have a full range of 
contraception options.

Emergency contraception

Emergency contraception is effective in reducing 
unintended pregnancies and cost-effective29, 
and is available to women in Cornwall and 
the Isles of Scilly through GPs, pharmacies, 
contraceptive and sexual health services, and 
young people’s contraceptive and sexual health 
services.

Health promotion

The Department of Health’s Framework for 
Sexual Health Improvement England (2013) 
makes clear that prevention should be 
prioritised. Health promotion and improvement 
enables people to make informed and healthy 
choices, challenges stigma and prejudice and 
promotes through information, education 
and training, access to services. This work is 
supported in Cornwall through:

C-card: Each C-card pack costs just 25p. The 
service provides “education, guidance and a 
range of condoms in accessible ‘young people 
friendly’ settings, targeting those young 
people most in need.”30 In 2013 over 200 
organisations in Cornwall offered the scheme 
and in total 15,000 young people were 
registered with a C-card. 

Multi-agency sexual health training: A 
comprehensive training programme is offered 
to all professionals who work with young 
people in Cornwall to enable them to respond 
to needs and questions as they arise, and 
support young people to access services.

Relationships and Sexual Health Guidance: 
Launched in 2014 to provide guidance to 
professionals working with young people in 
Cornwall.

Brook Healthy Sexual Behaviours Traffic Light 
Tool: Launched and adopted by Cornwall 
Council to help professionals support children 
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to adopt healthy relationships and recognise 
harmful behaviours. The tool is used to 
identify and address unhealthy behaviour at 
an early age, by professionals working with 
children and young people in Cornwall, and 
aims to prevent subsequent sexually harmful 
behaviours from developing. A workforce 
training programme is being rolled out in 2014 
and will be evaluated in 2015.

Relationships and sex education (RSE): 
international evidence31 and recent reports 
by Ofsted32, the Office for the Children’s 
Commissioner33, NATSAL34 and guidance by 
the Department of Health35 clearly supports 
the need for good quality, age appropriate 
and consistent relationships and sex education, 
and its impact on sexual health and wellbeing, 
including teenage pregnancy.  Brook is 
commissioned through public health to 
offer educational outreach to all secondary 
schools in Cornwall. In 2013/14 over 22,000 
young people were reached through this 
service. In 2014 the Health Promotion Service 
has launched the Kernow King Sex Tape, 
an educational resource that will be used 
within education settings, including further 
education settings where a gap in provision 
was identified. (see page 12 under things to 
celebrate)

SHAC: The sexual health and contraception, 
Cornwall and the Isles of Scilly (SHAC) website 
provides accessible information for the 
population of Cornwall on all matters relating 
to sexual health.

Supporting young parents: Supporting young 
parents’ projects and services are delivered by 

WILD and Brook, Young Mums Will Achieve, 
Careers South West and FNP. Improved 
outcomes for young parents and their children 
include increasing numbers of young mothers 
entering education, training, and employment, 
and gaining qualifications and accreditation, 
improved rates of breastfeeding; current work 
for 2014/15 focuses on smoking cessation. 

Links
Teenage pregnancy trends:  
http://fingertips.phe.org.uk/profile/sexualhealth/
data#gid/8000057/pat/6/ati/102/page/4/par/
E12000009/are/E06000052

Abortion:  
http://www.bpas.org/bpaswoman or http://
mariestopes.org.uk/ 

Contraception and sexual health:  
http://www.brook.org.uk/  or  
http://www.fpa.org.uk/ 

Chlamydia:  
http://www.chlamydiascreening.nhs.uk/ 

HIV and sexual health:  
http://www.hivpreventionengland.org.uk/ or  
http://www.bhiva.org/home.aspx or  
www.aidsmap.com or  http://www.nat.org.uk/ or 
www.tht.org.uk(open in new window)NCSP

Public health:  
https://www.gov.uk/government/organisations/
public-health-england 

Teenage pregnancy: 
www.beds.ac.uk/knowledgeexchange
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Setting good foundations for healthy behaviours will pay 

4. Transfer of 
0-5 children’s 
public health 
commissioning to 
local authorities

Introduction 
From 1st  October 2015, local authorities will 
take over responsibility from NHS England for 
commissioning (planning and paying for) public 
health services for children aged 0-5. This includes 
health visiting and the Family Nurse Partnership 
(FNP – targeted services for teenage mothers). 

The Healthy Child Programme (HCP) is the 
national public health programme, based on best 
knowledge and evidence to achieve good outcomes 
for all children. The transfer of 0-5 commissioning 
will join up that already done by local authorities 
for public health services for children and young 
people 5-19, (and up to age 25 for young people 
with special educational needs and disability 
(SEND)). This will enable joined up commissioning 
from 0 to 19 years old, improving continuity for 
children and their families. 

However, child health information systems and 
the 6-8 GP check (also known as child health 
surveillance) will remain with NHS England.   

New mandated services 
Local authorities are well placed to identify health 
needs and commission services for local people to 
improve health. However, some services need to 
be provided in the context of a national, standard 
format, to ensure universal coverage and quality. 
The mandated services are:

Antenatal health promoting visits

New baby review

6-8 week assessment

1 year assessment

2-2½ year review 

Evidence shows that these are key times to ensure 
that parents are supported to give their baby/child 
the best start in life, and to identify early, those 
families who need extra help (early interventions). 
These elements are delivered by health visitors or 
(less often) through FNP, as part of an ongoing 
relationship with families and communities. 
Transition to parenthood and the first 1,001 days 
from conception to age 2, is widely recognised as a 
crucial period, impacting and influencing the rest of 
the life course. 

Local authorities have the flexibility to ensure that 
these universal services support local community 
development, early intervention, and complex care 
packages. Health visitors (and other service delivery 
staff) will continue to be employed by their current 
organisation. 

Budget allocations for each local authority to pay 
for these new responsibilities were announced 
in December 2014. The local allocations are 
£7,310,000 for Cornwall and £44,000 for the Isles 
of Scilly.  
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